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Abstract# A122 
Role of Non-Donor Specifi c HLA Antibodies (NDSA) in Kidney 
Transplant Rejection. K. Krum,1 O. Fagoga,2 M. Doshi.1 1Wayne State 
University School of Medicine, Detroit, MI; 2University Lab, Detroit 
Medical Center, Detroit, MI.
Kidney transplant course is often complicated with development of Donor Specifi c 
Antibody (DSA) which have been associated with antibody-mediated rejection 
(ABMR) and poor allograft survival. However the role of Non-Donor Specifi c 
Antibody (NDSA) in occurrence of graft rejection and loss remains controversial. 
We studied patients who received a kidney transplant at Harper University Hospital 
from 2000-2010 and grouped them based on development of antibodies. The sera 
of patients were routinely screened for DSA and NDSA at 6 month to one year 
of transplant via ELISA or Luminex assay and only those with MFI >2500 were 
considered positive. The patients were evaluated for occurrence of biopsy proven 
acute rejection which was classifi ed as cellular or ABMR per Banff criteria. Graft 
function was determined by most recent blood creatinine levels as of 12-31-2012 and 
graft loss was defi ned as need to return to dialysis or re-transplant and was censored 
for death. Of the 200 patients included in the study, 63 (31.5%) had NDSA only, 10 
(5%) produced DSA only, 25 (12.5%) produced both and 102 (51%) non-producers 
at an average of 7.9 months post-transplant (range: 1-18 months). The baseline 
recipient characteristics were comparable except that recipients producing NDSA 
only or both were more likely to have had a previous transplant and therefore had 
higher peak PRA than non-producers and DSA only, which is suggestive of preformed 
NDSA due to prior sensitization. Those who produced both were more likely to be 
on maintenance steroid as compared to non-producing, NDSA only, and DSA only 
(12% vs. 32.35%, 22.22%, and 30% respectively; p<0.05). The fraction of patients 
with greater strength of DSA and NDSA i.e. MFI >10K was higher in the combined 
group than those in NDSA only (80% vs. 51.28%; p=NS) and DSA only (66.7% vs. 
0%; p<0.05). There was an increased incidence of ABMR in those who produced 
both as compared to non-producers, NDSA only, and DSA only (20% vs. 3.92%, 
1.59%, 0% respectively; p<0.01), while there was no difference in cellular rejection 
rates among the groups (p=NS). While the serum creatinine at last follow-up was not 
different between the groups, the graft loss was higher in those that produced both 
than others. In conclusion, NDSA alone especially at MFI <10K are not associated 
with increased risk of ABMR or graft loss. It is unclear if higher levels of NDSA 
are detrimental, especially in presence of DSA.

Abstract# A123 
Signifi cance of HLA IgM and IgM Donor Specifi c Antibodies in Renal 
Transplantation. P. Dodd, M. Willicombe, P. Brookes, C. Roufosse, E. 
Santos-Nunez, D. Goodall, C. Clarke, R. Charif, J. Galliford, A. McLean, 
D. Taube. Imperial College Renal and Transplant Centre, London, United 
Kingdom.
Pre-formed and de novo IgG donor specifi c HLA antibodies (DSA) are associated 
with acute and chronic antibody mediated rejection (AMR) and inferior renal allograft 
survival. However, some patients with AMR have no detectable circulating IgG 
HLA DSA and it is presumed that these antibodies are either absent or bound to the 
allograft. IgM HLA antibodies are traditionally thought to be harmless autoantibodies 
and there are few studies attributing a more pathogenic role for these antibodies in 
renal transplantation.
We retrospectively studied 24 recipients (17 male, 7 female, mean age 43.7 years), 
transplanted between 2004-2011, with allograft dysfunction and histological features 
suggestive of AMR but with no detectable IgG DSA. Indicative renal transplant 
biopsy revealed that 17/24 (70.8%) had evidence of either focal or diffuse C4d 
deposition, 14/24 (58.3%) had evidence of glomerulitis, 12/24 (50%) had evidence of 
tubulitis and 9/24 (37.5%) had evidence of peri-tubular capillaritis. Sera from these 
recipients, sampled pre- and post-transplantation including the time of indicative 
biopsy, were screened using LABScreen® Luminex® mixed and single antigen bead 
assays for the presence of IgG and IgM HLA and DSA. None of the 24 patients 
had third party IgG HLA antibodies or DSA prior to transplantation or at the time 
of indicative biopsy. However, 17/24 (70.8%) screened positive for the presence of 
IgM HLA antibodies and 12/17 (70.5%) were identifi ed as having Class I IgM DSA. 
Furthermore all patients with IgM antibodies identifi ed at the time of rejection had 
either third party IgM HLA antibodies (5/17) or IgM DSA (12/17) at the time of 
transplantation implying that these were pre-formed antibodies.
This study has 2 important fi ndings. Firstly, we show that a signifi cant proportion of 
patients with histological evidence of AMR and no detectable IgG HLA or DSA have 
Class I IgM HLA or DSA. Secondly, these antibodies were pre-formed at the time 

of transplantation. This preliminary study implies that pre-formed IgM antibodies 
may not be harmless autoantibodies and that the presence of IgM DSA should be 
sought in patients with IgG HLA- or DSA-negative AMR.

Abstract# A124 
Antibody-Mediated Rejections in ABO-Incompatible and Positive 
Crossmatch Transplantations: A Similar Banff Phenotype But a 
Different Outcome. L. Couzi,1 M. Manook,1,2 R. Perera,1 O. Shaw,1 A. 
Zubir,1,2 N. Kessaris,1 A. Dorling,1,2 N. Mamode.1,2 1NHS Foundation Trust, 
Guy’s and St Thomas’ Hospitals, London, United Kingdom; 2Medical 
Research Council Centre for Transplantation, King’s College, London, 
United Kingdom.
Introduction: Positive crossmatch (HLAi) and ABO-incompatible (ABOi) 
transplantations are becoming increasingly common, but their results appear very 
different. To date, there are few data directly comparing these two groups. The aims of 
this study were to compare the results, and in particular antibody mediated rejection 
(AMR), of ABOi (n=69) and HLAi (n=27) renal transplantations. We also analysed a 
third group of patients who received a combined ABOi+HLAi transplantation (n=10).
Patients and methods: 69 ABOi, 27 HLAi, and 10 combined ABOi/HLAi undergoing 
living-donor antibody incompatible transplants were included. All biopsies performed 
in the fi rst 100 days after transplantation were reviewed and scored according to 
Banff criteria.
Results: One-year death-censored graft survival was better in ABOi than in HLAi 
and ABOi+HLAi patients (99%, 80%, and 80%, p=0.0002). Five-year death-
censored graft survival was still better in ABOi than in HLAi and ABOi+HLAi 
patients (99%, 69%, and 64%, p=0.0002). Induction therapy with T-cell depletion 
(ATG/Alemtuzumab) was more frequently used in HLAi and ABOi/HLAi patients, 
while rituximab was mainly used in ABOi patients. However, the incidence of both 
clinical and histological antibody-mediated rejection was not signifi cantly different 
between ABOi and HLAi (clinical: 16% vs 22%, p=0.5, histological 34% vs 52%, 
p=0.2); it was however higher in ABOi+HLAi patients (60% and 100%, p<0.05 
versus ABOi and HLAi, respectively). After histological AMR, the percentages 
of patients experiencing a declining eGFR and graft loss were lower in ABOi than 
in both HLAi and ABOi+HLAi patients (declining eGFR: 29% versus 73% and 
87%, p=0.05; graft loss: 6% versus 36% and 38%, p=0.04, respectively). This poor 
prognosis of AMR in HLAi and ABOi+HLAi transplantations was not explained 
by a higher severity of histological lesions (Semi-quantitative Banff scores were 
similar between the 3 groups).
Conclusion: The same AMR phenotype can lead to opposite outcomes according 
to the nature of the antigen and antibodies. An accommodation process could occur 
after AMR in ABOi transplantation while donor-specifi c HLA antibody commonly 
induces injury.

Abstract# A125 
Bortezomib in The Treatment of Resistant Acute Antibody- Mediated 
Rejection: A Single Centre Experience. J. Slatinska,1 E. Svobodova,2 
E. Honsova,3 T. Marada,4 V. Hanzal,1 O. Viklicky.1 1Department of 
Nephrology, Institute for Clinical and Experimental Medicine, Prague, 
Czech Republic; 2Department od Immunology, Institute for Clinical 
and Experimental Medicine, Prague, Czech Republic; 3Department od 
Pathology, Institute for Clinical and Experimental Medicine, Prague, 
Czech Republic; 4Department of Surgery, Institute for Clinical and 
Experimental Medicine, Prague, Czech Republic.
INTRODUCTION AND AIMS: The aim of this retrospective single centre 
study was to analyse effi cacy and safety of plasmapheresis (PP)/intravenous 
immunoglobulins (IVIG) vs. bortezomib (B) based treatment regimen in antibody 
mediated rejection (AMR).
METHOD: Medical records of 394 patients that had undergone kidney 
transplantation between 1/2012-10/2013 were analyzed. AMR was defi ned as a 
C4d+ staining along with positive donor specifi c antibody (DSA) that occurred 
early after transplantation. In the group one AMR was treated using 5 cycles of PP 
followed by IVIG 0.2g/kg (n=12). The second group were patients with positive 
CDC a FACS after treatment (n=11), these patients received B [1 cycle of 4 doses 
of B (1.3 mg/m2)], PP and a dose of Rituximab (375mg/m2). Resistant AMR was 
defi ned as a persisting deterioration or non-function of renal allograft in patients 
with histological verifi cation of AMR, positive C4d+ staining and detection of 
DSA receiving standard antirejection treatment with PP + IVIG. Patients (pts) were 
followed for 3-12 months.
RESULTS:
AMR was diagnosed in 23 out of patients (5.8%) and occurred at 12 POD.
There was a trend towards better 6 months patient survival in B group than in PF+ 
IVIG group (100 vs. 83.3%; p= n.s.). There were no signifi cant differences in donor 
age, panel reactive antibodies, HLA mismatches, length of dialysis therapy. The 
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number of retransplantation were signifi cant higher in B group (p= 0.02).
Based on therapeutic effect, 4 pts received 1 cycle, 6 pts received 2 cycles and 1 
patient was treated by 3 cycles of therapy. The side- effects observed were leucopenia 
(n= 8), thrombocytopenia (n= 11), fl uid retention (n= 6), polyneuropathy (n= 4). 
Using IVIG + PP vs. B regimes in treating acute AMR led to decrease in DSA. In 
HLA class I (PP+IVIG , p= 0.03, B group. p= 0.03) and class II (PP+IVIG, p = 0.02, 
B group, p= 0.01). In both therapeutical regimes we observed signifi cant improving 
of renal function- PP+ IVIG (S-Cr, p= 0.005), B regime (S-Cr, p= 0.005).
CONCLUSIONS: Combination of PP and B with Rituximab is an effective approach 
to DSA decrease in cases of resistant acute AMR.

Abstract# A126 
Outcomes of Concurrent Cellular Rejection in Patients With 
Antibody-Mediated Rejection. B. Orandi, E. Kraus, S. Bagnasco, K. 
Van Arendonk, J. Garonzik-Wang, R. Montgomery, D. Segev. Hopkins, 
Baltimore.
BACKGROUND: Cell-mediated rejection (CMR) commonly complicates kidney 
transplantation (KT). Antibody-mediated rejection (AMR) is less common, but both 
are known to shorten graft survival independently. We sought to quantify the effect of 
developing both types of rejection on graft survival in the fi rst year post-transplant.
METHODS: Using strictly defi ned criteria for AMR--including C4d-negative 
AMR--consistent with Banff 2013 guidelines, we identifi ed 199 AMR patients and 
reviewed their biopsies for CMR.
RESULTS: The overall incidence of AMR was 10.8%. Of 199 cases of AMR, most 
were in HLA-incompatible patients. 38.7% had no CMR (AMR+0), 14.1% had Banff 
type 1 CMR (1A+1B; AMR+1), 41.2% had Banff type 2 (2A+2B; AMR+2), and 
6.0% had Banff type 3 CMR (AMR+3). Death-censored graft loss was signifi cantly 
higher in patients with combined AMR and CMR (P<0.001); however, that difference 
was driven largely by AMR+3 outcomes.

Excluding AMR+3 patients, there was no difference in outcomes between AMR+0 
patients and AMR+1/2 patients.
DISCUSSION: Much of the differences seen in patients with AMR alone and AMR 
with CMR were driven by those patients with AMR+3. This diagnosis carries a poor 
prognosis and aggressive intervention is indicated for these patients. Patients with 
AMR+1 and AMR+2 did not seem to have higher graft loss than AMR+0 patients.

Abstract# A127 
Subclinical Antibody Mediated Rejection in Kidney Transplantation: 
Protocol Biopsy for De Novo Donor Specifi c Antibody, a Single-
Center Experience. D. Bertrand,1 I. Etienne,1 F. Hau,2 D. Guerrot,1 M. 
Hanoy,1 F. Le Roy,1 B. Legallicier,1 A. Francois,3 M. Godin.1 1Nephrology 
Hemodialysis Transplantation, CHU Rouen- Hopital Bois Guillaume, 
Rouen, France; 2Etablissement Francais du Sang, CHU Rouen, Rouen, 
France; 3Pathology, CHU Rouen, Rouen, France.
The prevalence and treatment of subclinical antibody mediated rejection associated 
with de novo donor specifi c antibody (dn DSA) have not yet been well defi ned.
Since october 2010, a renal biopsy was systematically performed in all newly detected 
dnDSA kidney transplant recipients. DSA were tested by routine surveillance 3, 6, 
12 months then yearly after transplantation (Luminex single antigen). Demographic, 
clinical and pathologic data were collected.
Thirteen patients (24-46 years) were biopsied with a mean delay of 41,7 months 
after transplantation. Dn DSA were in all case a class II HLA antibody, and mean 
fl uorescence intensity (MFI) was 8026 (1874-17000). Graft function was stable in the 
last 3 months before biopsy (mean serum creatinin: 110 ± 20 μmol/L;Modifi cation 
of Diet in Renal Disease formula (MDRD): 64.4 ± 6.6 mL/min).
Pathologic fi ndings (Banff 2009 classifi cation) of renal biospies showed a mean 
microcirculation infl ammation score glomerulitis + peri tubular capilaritis (g+ cpt) 

of 3.0 ± 1.6 and was  ≥ 3 in 9 cases (70%). Peritubular C4d deposition was positive 
in 5 cases (38%). Transplant glomerulopathy was detected in 7 cases.
All patients with g + cpt  ≥ 3 were treated with plasma exchange, rituximab, 
corticosteroids and intravenous immunoglobulins, followed by a repeat biopsy after a 
median follow-up of 4.6 ± 3.4 months. There was an improvement of microcirculation 
infl ammation score in 8/9 cases (2.5 ± 1 versus 3.9 ± 0.9; p = 0.0017). The MFI 
of the dn DSA decreased from 7836 to 4162 (p = 0.02). After a mean follow up of 
19 months (11.6-35.6), mean serum creatinin increased from 108 ± 22 to 122 ±18 
μmol/L (p=NS) (MDRD: 66.1±19 versus 54.2 mL/min ± 7.7, p=NS) with stable 
proteinuria (0.17 to 0.10 g/day; p=NS).
Pathologic fi ndings of renal biopsy performed for dnDSA detection without graft 
dysfunction very often show antibody mediated rejection lesions. Preemptive 
treatment is associated with improved microcirculation infl ammation score and 
decreased MFI of dnDSA. The real impact of such a strategy on long term kidney 
allograft function needs to be confi rmed by specifi cally designed studies.

Abstract# A128 
To Treat or Not To Treat: Late Antibody Mediated Rejection in Kidney 
Transplant Recipients. D. Diskin, T. Williams, R. Reed, J. Locke, R. 
Mannon, R. Gaston, V. Kumar. Comprehensive Transplant Institute, 
University of Alabama at Birmingham, Birmingham, AL.
Background: To determine likelihood of response to therapy in late antibody 
mediated rejection (AbMR), we examined variables associated with graft loss in 100 
low immunologic risk patients treated at a single center in 2009-10.
Methods: All patients had negative T & B cell fl ow crossmatches at transplant 
(txp) without desensitization and were at least 3 months post-txp at diagnosis. All 
underwent a for cause biopsy (2007 Banff scoring, and those with cg scores >2 were 
excluded). Treatment included IVIg (2g/kg) and steroids (2g). Patient demographics, 
clinical characteristics, and Banff biopsy scores were evaluated.
Results: AbMR occurred 4.3 years post-txp. Baseline serum creatinine (Cr) was 1.5 
mg/dl, and median Cr at diagnosis was 2.7 mg/dl. 60% of patients subsequently lost 
their grafts, at a median time from AbMR of 11.5 months (range 4-20.5). Serum Cr 
and urine prot/cr at diagnosis were associated with graft loss.

The probability of graft loss was nearly 100% among patients with a serum creatinine 
>4.3 mg/dL at diagnosis.

Other than the Banff t score in a subgroup of patients, no other Banff scores were 
associated with graft loss, including a summed chronicity score (ci, ct, cg).
Conclusion: Clinical variables at diagnosis are better predictors of subsequent graft 
failure than histologic characteristics in patients with late AbMR, a fi nding that may 
be useful in designing treatment plans and counseling patients regarding prognosis.
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Abstract# A129 
Identifi cation and Long-Term Consequences of Antibodies Which 
Bound C1q in 118 Kidney Transplant Recipients With Donor Specifi c 
Antibodies. G. Gautier Vargas,1 S. Caillard,1 A. Parissiadis,2 J. Olagne,1 
C. Froelich,1 P. Perrin,1 L. Braun,1 F. Heibel,1 C. Gachet,3 B. Moulin.1 
1Nephrology Transplantation, Hopitaux Universitaires, Strasbourg, Bas 
Rhin, France; 2Histocompatibility Laboratory, Etablissement Francais du 
Sang, Strasbourg, France; 3UMR S949-Inserm, Etablissement Francais 
du Sang, Strasbourg, France.
Introduction: Donor specifi c antibodies (DSA) play an important role in antibody-
mediated rejection (ABMR) and graft dysfunction. Newer antibody detection assay 
Luminex® is highly sensitive but not accurately predictive of clinical outcomes. A 
more precise characterization of potentially harmful DSA is still a matter of concern.
Patients and Methods: 118 recipients (8%) among 947 adult kidney transplant 
followed in Universitary Strasbourg Hospital had a functional graft and DSA in 2011. 
We identifi ed DSA by Single Antigen Beads (SAB), and analyzed their potential 
to activate the complement by binding C1q using a Luminex® C1q assay (One 
Lambda). We correlate these results with the presence of ABMR, kidney biopsy 
morphological features, C4d staining and graft function.
Results: Median follow up of sensitized patients was 8.5±6.5 years (3 months to 31 
years). 65/118 patients (55%) were sensitized before transplantation. DSA identifi ed 
by SAB were mainly class II (72%). 55 patients (47%) had antibodies that bound 
C1q (DSA C1q+). DSA C1q+ were de novo in 45 patients. Eighty of the 118 patients 
underwent one or several kidney allograft biopsies for cause (n=135). Mean delay 
between DSA apparition and kidney biopsy was 4.5±5.4 years.77 biopsies met 
criteria for ABMR, 29 with lesions of acute rejection and 48 with chronic lesions. 
64% of patients with ABMR had DSA C1q+. 76% of patients who did not have 
ABMR had DSA C1q-. Microcirculation infl ammation and chronic lesions were 
more pronounced in patients with DSA C1q+ than in patients with DSA C1q-, 
particularly when biopsies were done more than 5 years after DSA occurrence (cg 
score 1.98±1.3 vs. 0.55±1.1, p=0.0001). C4d staining was positive in 64% of patients 
with DSA C1q+ and negative in 64% of patients with DSA C1q-. Patients with DSA 
C1q+ had a poorer graft function (SCr 164 ± 75μmol/l) compared to those with DSA 
C1q- (SCr 146 ± 57μmol/l).
Conclusion:DSA that bound C1q are mainly HLA class II and de novo DSA. Our 
data suggest that these DSA, as determined by the C1q assay, are associated with 
greater risk of ABMR, severe chronic tissue injury and allograft dysfunction.

Abstract# A130 
Assessment of Eculizumab (Anti-C5) Therapy For Treatment of 
Severe Antibody-Mediated Rejection Episodes (ABMR). S. Jordan, J. 
Choi, A. Vo, J. Kahwaji, A. Peng, R. Villicana, H. Mark. Comprehensive 
Transplant Center, Cedars-Sinai Medical Center, Los Angeles, CA.
Introduction: ABMR is a severe form of rejection with intense allograft injury 
mediated by complement. Eculizumab (anti-C5) is emerging as an important 
therapeutic agent for treatment of hemolytic uremic syndrome (TMA) and possibly 
for prevention of ABMR in highly-HLA sensitized patients (HS), but there are limited 
reports on effi cacy in treating severe complement-mediated ABMR episodes, often 
with features of TMA. Here we undertook a case study to determine effi cacy and 
safety of Eculizumab in treating patients with severe ABMR episodes unresponsive 
to standard treatment with IVIG + Rituximab (I+R) or with PLEX+I +R. Patients & 
Methods: From 9/2012 to present, 9 HS patients who presented with severe declines 
in renal function associated with DSA elevation and/or evidence of ABMR+ on 
biopsy. All were initially treated with I+R or PLEX+I+R without response. These 
patients were then treated with Eculizumab (1200mg) initial dose followed by 900 
mg weekly X4-8 doses. We assessed patient & graft survival, renal function and 
DSA levels pre-ABMR, @ ABMR and post-ABMR treatment. Results: 7/9 patients 
had signifi cant DSA rebound after transplantation a/w ABMR+ while 2/9 patients 
had no evidence of DSAs at ABMR+ biopsy (presumed non-HLA-DSAs). Five of 
9 did not receive (R) desensitization (DES) therapy, suggesting an important impact 
of (R) on preventing DSA rebound. No patient deaths were seen, but 2 graft losses 
(one severe early ABMR+ and one late ABMR 5 years post-transplant secondary 
to medication non-adherence). Five of 9 patients also had evidence of TMA and 4/5 
recovered after Eculizumab. Renal function improved or stabilized in all patients 
with graft survival post-Eculizumab.

Conclusions: PLEX+ Eculizumab appears to be an important therapeutic option 
for treatment of severe ABMR associated with rapid decline in renal function, 
especially TMA+. Rapid DSA rebound responses seen in 5/9 HS patients not 
treated with (R) DES appears a signifi cant risk factor for severe ABMR. Thus 
effective antibody reduction strategies pre-transplant should improve effi cacy of 
Eculizumab post-transplant.
DISCLOSURES: Jordan, S.: Grant/Research Support, CSL Behring, Genentech-
Roche.

Abstract# A131 
Capillary C4d Deposition Predicts Inferior Renal Allograft Survival 
Independently of Morphological Lesions Suggestive of Antibody-
Mediated Rejection. Z. Kikic,1 A. Kainz,2 N. Kozakowski,3 R. 
Oberbauer,2 H. Regele,3 G. Bartel,1 G. Boehmig.1 1Internal Medicine III, 
MUW, Vienna, Austria; 2Internal Medicine, Elisabethinen Hospital, Linz, 
Austria; 3Clinical Pathology, MUW, Vienna, Austria.
Background: Antibody-mediated rejection (AMR) is a major determinant of long-
term kidney transplant survival. In support of a role of both complement-dependent 
and -independent graft injury, typical (micro)circulation lesions suggestive of AMR 
were found to occur also frequently in the absence of C4d deposition in peritubular 
capillaries (PTC). Considering an important role of C4d-negative AMR, some authors 
have recently questioned the relevance of C4d as an independent rejection marker. 
Methods: In this study, 855 of 1248 renal transplant recipients (transplantation 1999-
2006) subjected to one or more indication biopsies were included. Overall, 1976 
biopsies were re-evaluated for C4d staining patterns (immunohistochemistry) and 
distinct AMR features [glomerulitis, peritubular capillaritis, capillary microthrombi, 
severe intimal arteritis (v3), chronic glomerulopathy]. Endpoints were censored graft 
survival and eGFR slope. Results: While C4d in >10% of PTC was tightly associated 
with histological AMR features (96 of 115 C4d-positive recipients, p<0.001), such 
features were frequently found also in the absence of C4d staining (247 patients). 
Seven-year graft survival was worse in patients with positive C4d staining (52%) than 
in C4d-negative patients with (70%) or without (85%) AMR features, respectively 
(p<0.001). In multivariate models adjusting for multiple confounders including 
the presence or absence of AMR features, C4d staining turned out to be a strong 
independent risk factor of allograft loss (HR: 1.97, CI: 1.40-2.78, p<0.001). Spline 
models revealed that the additive risk of positive C4d staining was associated with the 
overall sum score of individual AMR features. While the presence of AMR features 
in early transplant biopsies (<6 months) did not signifi cantly affect transplant survival 
independently of C4d staining (HR: 1.41, 95% CI 0.99-2.00; p=0.055), late evidence 
of tissue injury turned out to be an independent risk factor for subsequent graft loss 
(HR: 1.71, 95% CI 1.12-2.62; p=0.013). Conclusion: Our data support the view that 
detection of intragraft complement activation may indicate a more severe course of 
AMR and suggest that C4d staining in indication biopsies is an excellent marker 
predicting inferior graft survival also independently of morphological AMR features.

Abstract# A132 
Lack of C1q Reactivity in Post-LVAD Patient Sera. J. Pliszczynski, C. 
Van Buren, A. Eaton, N. Woolley, J. Saltarrelli, E. McKissick, N. Acorda, 
P. Erice, A. Hoover, C. Hollingsworth, J. Chapelle, C. O’Mahony, O. 
Frazier, H. Mallidi, R. Kerman. Baylor College of Medicine, Houston, TX.
End stage heart disease can be treated with implantation of a mechanical circulatory 
support device, often to assist the left ventricle (LVAD) as a bridge to heart 
transplantation. During the LVAD operation patients may be exposed to large volumes 
of blood and blood products resulting in production of anti-HLA antibodies (Abs). 
This higher degree of HLA sensitization results in positive virtual crossmatches, 
eliminating many potential donors. However, when LVAD patients are transplanted 
they do not have a different rejection severity or frequency or poorer graft outcome 
than non-LVAD or non-sensitized heart transplant recipients. We hypothesized that 
while these LVAD treated patients display anti-HLA Abs these Abs may not be C1q 
reactive and therefore may not be functionally deleterious.
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We evaluated 90 patients (61 male, 29 female, mean age of 54 years). Seventy-three 
patient sera were evaluated pre-LVAD and 17 patient sera post-LVAD for the presence 
of cI and cII HLA Abs and C1q reactivity using One Lambda, Inc. reagents and 
following manufacturers instructions.
The cI and cII PRAs pre and post LVAD were divided into three groups. For cI PRAs 
of 0–5% were seen in 57% of patients pre-LVAD vs. 59% of patients post-LVAD. 
PRAs of > 5–50% were seen in 23% of patients pre-LVAD vs. 29% of patients 
post-LVAD. Finally, PRAs of > 50% were seen in 20% of patients pre-LVAD vs. 
12% of patients post-LVAD. Class II PRAs of 0–5% were seen in 83% of patients 
pre-LVAD vs. 59% of patients post-LVAD. Class II PRAs of > 5–50% were seen in 
7% of patients pre-LVAD vs. 29% of patients post-LVAD (p≤0.05). Finally, PRAs 
of >50% were seen in 10% of patients pre-LVAD vs. 12% of patients post-LVAD. 
Pre-LVAD C1q reactivity was seen in 38% of patients with cI HLA Abs and 45% 
of patients with cII HLA Abs. However, in contradistinction to the pre-LVAD C1q 
positive reactivity only 8% of both cI and/or cII post-LVAD sera were C1q positive 
(8% vs. 38%, p<0.01; 8% vs. 45%, p<0.01)
These data suggest that while HLA antibodies are present in post-LVAD patient 
sera 92% of these antibodies tested as C1q non-reactive. This may explain why 
these identifi able HLA antibodies do not adversely impact LVAD treated heart 
transplant patients.

Abstract# A133 
New Biomarker VEA195 as Early Serologic Indication of Organ 
Transplant Rejection: Validation Study in Comparison With 
Histomorphologic Data. F. Agbalika,1,2 M. Carmagnat,2 D. Bengoufa,2 
M. Stern,3 F. Desgrandschamps,1,2 J. Verine,1,2 D. Charron,1,2 D. Glotz.1,2 
1Paris Diderot University, Paris, France; 2Hopital St Louis APHP, Paris, 
France; 3Hopital Foch APHP, Suresnes, France.
Background:
The identifi cation of new bio-marker to predict and to monitor the renal graft loss 
is a challenge to overcome, in spite of emerging roles attributed to alloantibodies 
to identify recipients at risk of rejection.
The aim of this study is to evaluate the detection and the quantifi cation of a 30 
kD immune protein using its partial sequence, VEA195, considered as a serologic 
monitoring marker in kidney-allograft failure.
Materials and Methods:
1- Residual serum specimens of 31 allografted patients and 17 controls; including 15 
blood donors based on ABO system and 2 non transplanted kidney failure patients. 
All sera were stored at -20°C after completion of routine biological analyses. All 
the patients were HLA-I and HLA-II total or partial mismatched recipients (living 
donors). An experienced renal pathologist independently confi rmed the rejection 
stage according to the Banff 05-07 criteria.
2- The detection of VEA195 was blindly performed by colloidal gold 
immunochromatography assay on membrane using two specific monoclonal 
antibodies 7G9 and 10E5.
3- The reactivity on a strip test was displayed by the presence of purple red test-band, 
visually appreciated at 40 ng/ml serum and automatically quantifi ed with lower 
limits of 2 ng/ml serum. This was completed in comparison with a standard curve 
previously established with serial dilutions of the VEA195 peptide on densitometer.
Characteristics 
of tested 
patients
(n=48)

Transplanted patients Kidney Failure patients Blood 
Donors

No 
Rejection

Humoral 
Rejection

Cellular 
Rejection

Borderline 
patients SLE Cryoglobulinemia ABO 

System
9 6 8 8 1 1 15

Visual VEA195 
(lim= 40ng/ml) 5+/4- 2+/4- 8+ 8+ 1- 1+ 15-

Quantif 
VEA195 (lim= 
2ng/ml) for 
positive pts

45-95 80-110 200-300 65-105 n/a 55 n/a

Conclusions:
1- VEA195 is an early serologic marker of prediction in graft loss. Five of nine 
non-rejection patients were found VEA-reactive 6 to 9 months before rejection 
confi rmation by patho-histology assay.
2- In situ VEA 195 staining by specifi c monoclonal antibodies was also shown 
in glomerule and peritubular capillaries similarly to immunochemical staining of 
rejection on biopsies.
3- VEA195, circulating and staining on biopsy, is to be considered as molecular 
biomarker with potential development in the future therapeutic strategies in post-
transplant rejection.
DISCLOSURES: Agbalika, F.: Stockholder, Biovialife inc.

Abstract# A134 
Antibody Mediated Rejection(AMR) in the Absence of Donor Specifi c 
Antibody(DSA) in HLA Sensitized Kidney Transplant Recipients. A. 
Peng, J. Kahwaji, J. Choi, R. Villicana, A. Vo, S. Jordan. Comprehensive 
Transplant Center, Cedars Sinai Medical Center, Los Angeles, CA.

BACKGROUND: As desensitization has become more widely implemented, the 
need to better classify AMR has become clear. The summary from the 12th Banff 
Conference on Transplant Pathology included a proposed AMR Classifi cation. For 
all AMR subclasses, serologic evidence of DSA (HLA or non-HLA) is required. We 
present a group of HLA sensitized patients with features of AMR but no recognized 
DSA at time of biopsy.
METHODS: From Jan 2005 to the present, 108 kidney transplant recipients were 
treated for AMR. We eliminated 26 who were not previously sensitized, 12 who had 
an ABO-I, 2 who had SPKs, and 12 who were treated empirically. We evaluated the 
remaining 56 patients for presence of DSA, including historical DSA, creatinine(cr), 
proteinuria, and graft survival. We compared DSA+ and DSA- AMR patients.
RESULTS: Of 56 patients, 6 were identifi ed with no evidence of HLA DSA at the 
time of biopsy proven AMR.

Pt Tx Date Historical 
DSA

Time to 
AMR AMR Current Cr 

(mg/dl)
Current 
proteinuria AT1R Ab

1 8/26/08 Y 5D Acute failed n/a
2 10/27/09 Y 2Wk Acute/Chronic 3.4 Y N
3 8/03/10 N 10M Acute/Chronic 1.4 N N
4 2/17/11 Y 33M Chronic 1.7 Y
5 1/05/12 Y 4M Acute/Chronic 2.1 Y
6 12/15/12 Y 6M Acute 1 N

All but one had historical HLA DSA, but none of the six had HLA DSA at the 
time of AMR diagnosis or thereafter. The cr at 1 and 3 yrs was 1.54 and 2 mg/dl 
respectively. At present 83% are functioning. Five of 6 had proteinuria at the time 
of diagnosis, with 60% ongoing. Of the 50 patients with DSA+ AMR, 68% still 
have a functioning graft. The cr at 1 and 3 yrs was 1.8 and 1.6 mg/dl. Forty percent 
of the DSA+ AMR patients had signifi cant proteinuria at diagnosis. Sixteen of the 
40 patients with a recent urinalysis (40%) have ongoing proteinuria. Seven patients 
(14%) had resolution of DSA with treatment.
CONCLUSION: The current histologic diagnosis of AMR requires the presence 
of DSA. In our HLA sensitized patients, we found 11% without identifi ed DSA at 
the time of biopsy or thereafter. Most had historical DSA. One had no current or 
historical HLA DSA, AT1R antibody, or evidence of anti-endothelial cell antibody 
despite apparent AMR on biopsy. Such patients are presumed to have non-HLA DSA 
yet be identifi ed. No difference in outcomes between the DSA+ and DSA- groups 
was found. These results highlight the role of non-HLA DSA and the importance of 
considering a diagnosis of AMR even in the absence of known DSA.
DISCLOSURES: Jordan, S.: Grant/Research Support, CSL Behring.

Abstract# A135 
C4d Negative Antibody Mediated Rejection(AMR) Has a Similar 
Prognosis as C4d Positive AMR in Desensitized Live Donor Kidney 
Transplant Recipients. R. Crew, S. Patel, S. Mohan, B. Stokes, J. Brown, 
L. Ratner. Columbia University, New York, NY.
INTRO:AMR is characterized by graft dysfunction, donor specifi c antibodies(DSA), 
microcirculatory infl ammation, and evidence of complement activation in peritubular 
capillaries(C4d). Many of our positive crossmatch patients have histologic features of 
AMR but are C4d neg. We reviewed our live donor +XM cohort to identify whether 
AMR outcomes differed by C4d pos and C4d neg status.
METHODS/RESULTS: We performed 58 +XM kidney transplants from 9/2004 
to 12/2013. All received a minimum of two pre- and post- txp plasmapheresis with 
IVIG replacement (100mg/kg) and maintenance immunosuppression with tacrolimus, 
mycophenolate, and steroids. Induction therapy varied, and included either an IL-2 
receptor blocker or Thymoglobulin® with or without intra-op rituximab, and IV 
methylpred with taper to pred 20 mg by post-op day 4. AMR was defi ned as graft 
dysfunction, PTCitis and +DSA testing by solid phase assay or XM. 30 +XM patients 
met these criteria for AMR as their fi rst rejection episode -- 15 were C4d neg and 
15 were C4d pos.(see table) Both groups were similar in terms of age, gender, 
sensitization history, and CDC vs fl ow +XM. Time to rejection was shorter in the 
C4d neg cohort (6 vs. 10 days, p=0.01), however, response to treatment, cellular 
rejections, recurrent rejections, and renal function were similar between groups. 
More C4d neg AMR grafts failed, but this difference was not statistically signifi cant.

C4d neg C4d pos p value
N 15 15 NS
Age(range) 44.1(26-67) 43.6(26-60) NS
Males 47% 33% NS
Prior pregnancy 75% 70% NS
Prior txp 66% 53% NS
LRRTx (vs LURTx) 53% 33% NS
CDC +XM/Flow +XM only 9/6 9/6 NS
AMR with concomitant ACR 47% 27% NS

AMR + ACR grade
Borderline-1
ACR 1a- 1
ACR 2a- 5

ACR 1a - 1
ACR 1B - 2
ACR 2A - 2

NS

Days to fi rst rejection (IQR) 6(5-7) 10 (6-14) 0.01
Creatinine at rejection 4.5 3.4 NS
Response to treatment 9 complete, 4 partial 10 complete, 4 partial NS
6 month creatinine 2.5 1.6 NS
1 year creatinine 2.3 1.6 NS
Mean days f/u(range) 1876(20-3212) 1323(85-3211) NS
Creatinine at f/u 3.4 2.3 NS
Graft failed 7 3 NS
Death with function 1 2 NS
NS- not signifi cant, ratg- rabbit antithymocyte globulin, IQR- interquartile range
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CONCLUSION: Our data suggest that desensitized patients with AMR have similar 
outcomes regardless of C4d staining. Patients with features of AMR and negative 
C4d stain should be considered for DSA testing. Diagnostic criteria of AMR may 
need modifi ed to include patients with negative C4d testing.

Abstract# A136 
M2 Macrophages in Glomerular Infl ammation in Transplant Biopsies: 
A Possible Role in Microvascular Remodeling. J. Papadimitriou,1 M. 
Chaudhry,1 A. Haririan,2 C. Drachenberg,1 D. Klassen,2 E. Ramos,2 R. 
Ugarte,2 M. Mavanur,2 N. Costa,2 C. Cangro.2 1Pathology, University of 
Maryland School of Medicine, Baltimore, MD; 2Medicine, University of 
Maryland School of Medicine, Baltimore, MD.
Introduction: Macrophages constitute an essential component of innate immunity, 
but perform also many homeostatic functions, including tissue remodeling. The 
latter is associated with the M2 polarized macrophage phenotype, in contrast to the 
proinfl ammatory M1 polarized phenotype. The M2 polarized phenotype has been 
associated in other systems (tumor invasive growth) with disruption of the basal 
lamina/basement membrane. Since macrophages have been generally associated 
with antibody mediated rejection (AMR) microvascular lesions and portend a worse 
prognosis, a more detailed study into their subtypes was undertaken in order to better 
understand the pathophysiology of this process.
Materials and Methods: We performed CD206 immunstains for identifi cation of 
M2 polarized macrophages in renal transplant biopsies with documented increase in 
glomerular macrophages (>12 CD68 staining cells in the most infl amed glomerulus), 
provided that electron microscopic studies (EM) were available, in addition to the 
full histological work up routinely used for evaluation of transplant biopsies. 52 
biopsies qualifi ed for this study.
Results: M2 polarized macrophages constitute a major component of the glomerular 
macrophages (73% on average). Their numbers correlate with the Banff glomerulitis 
(g, p=.049), chronic transplant glomerulopathy (cg, p=.012) and mesangial matrix 
deposition (mm, p=.05) scores. More importantly, M2 polarized macrophages 
correlate with the ultrastructural number of peritubular capillary basal lamina layers 
(a diagnostic feature of AMR specifi cally related to microvascular remodeling) 
(r=.41, p=.003) and time post-transplantation (r=.28,p=0.47).
Conclusions: Macrophages are a key morphological component of AMR and its 
characteristic microvascular pathology. Macrophages, however, display a wide 
functional and phenotypic spectrum. This study indicates that a major pathogenetic 
role in transplant glomerular/microvascular pathology is most probably played 
not by the powerful pro-infl ammatory function of these cells (M1), but rather by 
their smoldering, tissue remodeling -particularly microvasculature basal lamina 
dissolution/remodeling properties.

Abstract# A137 
The Impact of Rituximab On Renal Allograft Outcomes in 
Patients With Preformed Low Level Donor-Specifi c Antibodies. B. 
Ravichandran, W. Manitpisitkul, M. Gillespie, N. Wilson, R. Ugarte, S. 
Bartlett, A. Haririan. University of Maryland, Baltimore.
Background: Low levels of preformed donor-specific antibodies (DSA) are 
associated with antibody-mediated rejection (AMR) and allograft loss. It has been 
suggested that addition of rituximab to thymoglobulin for induction is effective in 
reducing the risk of AMR in these patients. We evaluated the impact of rituximab on 
renal allograft outcomes in patients with low level DSA and negative crossmatch.
Methods: All patients with low-level DSA receiving a kidney transplant between 
9/2006-3/2013 were included. In addition to standard induction agent, the majority of 
the patients received a dose of rituximab. Maintenance immunosuppression included 
TAC/MMF/Pred. Primary outcomes included acute cellular rejection (ACR), AMR, 
transplant glomerulopathy (TG), and graft survival.
Results: During the study period, 65 patients were identifi ed. Patient characteristics 
are summarized in table 1.
Parameter Result
Age 48.1±14.4
Male 40 (61.5)
African-American 21 (32.3)
Living Donor 64 (98.5)
Previous Transplant 14 (21.5)
HLA Mismatch 4.4±1.3
CMV Mismatch 14 (22.2)
rATG 54 (84.4)
Diabetes Mellitus 20 (31.3)
Rituximab 47 (72.3)
ACR,≥Borderline 15 (23.1)
ACR,≥1A 8 (12.3)
AMR 16 (24.6)
Transplant Glomerulopathy 6 (9.2)

During 35.4±22.4 month follow-up, they underwent 172 biopsies. Overall, ACR 
was observed in 23.1% of patients, associated with worse graft survival (HR=8.4, 
p=0.005). Acute AMR occurred in 24.6% of patients, not predictive of worse graft 
survival (HR=2.27, p=0.27). ACR and AMR were observed in 12.8% and 23.4% 
of patients who received rituximab, compared to 11.1% and 28% who did not 
(p=NS), respectively. 6 cases with TG were diagnosed, 5 (10.6%) in the former and 

1 (5.6%) in the latter group (p=NS). The overall graft survival rates at 1, 2, and 3 
years were 98.2%, 93.7% and 88.2%, respectively. Rituximab was not associated 
with improved graft survival.

Conclusions: Our experience suggests that in patients with low level DSA at the time 
of transplant, addition of Rituximab to standard induction therapy does not improve 
graft outcomes. Moreover, we found that ACR, but not AMR, was associated with 
worse graft survival.

Abstract# A138 
De Novo C1q-Binding Donor-Specifi c Antibody (DSA) in Pediatric 
Renal Transplant Recipients. J. Smith,1 K. Nelson,2 P. Warner,2 L. 
Finn,3 H. Pope,4 R. McDonald.1 1Pediatrics, Nephrology, University of 
Washington, Seattle; 2Immunogenetics/HLA, Puget Sound Blood Center, 
Seattle; 3Pathology, University of Washington, Seattle; 4Wheaton College, 
Norton.
Background:
The ability to bind complement is thought to be associated with DSA which contribute 
to the development of antibody-mediated rejection. The objective of this study was to 
assess whether de novo DSA which bind complement were associated with changes 
in renal allograft histology.
Methods:
This retrospective cohort study was conducted at a single pediatric renal transplant 
center and included all fi rst, kidney alone, transplants since 2007. DSA testing was 
performed every 3 months using FlowPRA ® Single Antigen and LABScreen® 
Single Antigen using a threshold of 1000 MFI. Biopsies were performed at 3, 6, 12 
and 24 months post-transplant and for cause. Retrospective testing for the ability 
of DSA to bind the complement component C1q (C1qScreen™) was performed for 
samples which were positive for DSA and associated with a biopsy. All biopsies 
were re-reviewed retrospectively by a pathologist using the Banff classifi cation of 
renal allograft pathology. This study analyzed the level of C4d deposition and the 
level of interstitial fi brosis and tubular atrophy (IFTA).
Results:
A total of 132 subjects had both DSA and renal allograft biopsies available for 
analysis. DSA was detected in 52 patients (39%): DSA which bound C1q (DSA-C1q) 
developed in 44 (33%) subjects. The concordance of C1q-binding DSA and biopsies 
positive for C4d is shown in Table 1. By 3 years post-transplant, almost 50% of 
biopsies were positive for C4d and associated with DSA which bound C1q. There 
were no biopsies positive for C4d with no C1q-binding DSA. In addition, 83% of 
the subjects with C1q-binding DSA had biopsies which showed moderate to severe 
IFTA compared to only 5% of subjects with DSA that did not bind C1q (p=0.08).
Conclusions:
De novo DSA which bound C1q was associated with C4d deposition and increases 
in IFTA in this cohort of pediatric renal transplant recipients.
Months Post-Transplant # of biopsies C4d+/C1q+ C4d-/C1q+ C4d-/C1q-
1-12 m 66 6 (9%) 4 (6%) 56 (85%)
13-24 m 39 13 (33%) 4 (10%) 22 (56%)
25-36 m 29 10 (34%) 4 (14%) 15 (52%)
37-60 m 29 14 (48%) 3 (10%) 12 (31%)
>60 m 29 15 (52%) 2 (5%) 12 (31%)

Abstract# A139 
Incidence and Predictors of Renal Allograft Loss Following Non-
HLA Antibody Mediated Rejection. J. Brar,1 B. Astor,2,3 L. Osadchuk,2 
A. Djamali,2 T. Ellis.4 1Department of Surgery, Madison; 2Department 
of Medicine, Madison; 3Department of Population and Health Sciences, 
Madison; 4Department of Pathology and Laboratory Medicine, Madison.
Purpose: To identify the incidence and risk factors associated with graft loss following 
non-HLA antibody mediated rejection.

© The Authors. Compilation © The American Society of Transplant Surgeons, The Transplantation Society and the American Society of Transplantation



440

Methods: The study population comprised 59 patients (32% females, 78% Caucasian) 
transplanted at our institution between 1/1/09-5/31/12 who developed biopsy-proven 
antibody mediated rejection (C4d positive, with or without peritubular capillaritis 
and/or glomerulitis) in the absence of detectable HLA-donor specifi c antibodies 
(DSA) by Luminex single antigen bead testing.
Results:
A total of 12 graft losses and 7 deaths occurred over a median follow-up time of 30.5 
months. Both a 0% cPRA and occurrence of delayed graft function (DGF) predicted 
graft loss after adjustment for age and gender (Table 1). Associations of 0% cPRA, 
DGF(p=0.06) and >3 HLA mismatches with patient death approached signifi cance in 
univariate analysis. Of note, only 1 patient went on to develop subsequent detectable 
de novo DSA in this high risk group within a 1 year follow up period.
Risk Factor Hazard Ratio (95% confi dence interval) P value
Previous transplantation 6.1 (0.47,80) 0.16
0% cPRA 25.9 (1.4,263) 0.02
HLA mismatch>3 7.6 (0.67,64) 0.10
Delayed graft function 2.2 (0.94,12.3) 0.06

Conclusions: Despite the absence of detectable HLA-DSA by conventional single 
antigen bead testing, patients with biopsy-proven antibody mediated rejection remain 
at a substantial risk of graft loss. Further, the risk of graft loss in these patients is 
highest in those without detectable HLA allosensitization, suggesting a role for other 
non-HLA auto- or alloreactive antibodies in mediating graft injury, or possible local 
deposition of HLA-DSA that are not detected in the circulation.

Abstract# A140 
IgG Donor Specifi c Antibodies [DSAs] in Patients With Transplant 
Glomerulopathy [TG] Are Associated With Inferior Allograft 
Survival. C. Clarke,1 C. Lawrence,1 M. Willicombe,1 K. Shiu,2 P. 
Brookes,1 C. Roufosse,1 T. Cook,1 A. Dorling,2 D. Taube,1 J. Galliford.1 
1Imperial College Renal and Transplant Centre, Imperial College NHS 
Trust, London, United Kingdom; 2Renal, Urology and Transplantation 
Directorate, Guy’s and St Thomas’ NHS Foundation Trust, London, 
United Kingdom.
Transplant glomerulopathy (TG) is a manifestation of chronic AMR with a poor 
prognosis and no specifi c treatment. Although the association between TG and anti 
HLA antibodies [Abs] is well known, there are few studies linking the nature of 
these Abs to outcome. 55 patients with TG (33M, 22F, mean age 47.5±12.1 yrs, 
mean time to TG diagnosis 9.32±8.37 yrs, mean follow up 26.6±18.0 months) were 
studied. Stored serum samples from the time of TG diagnosis were analysed for 
the presence of IgG and IgM HLA, DSA and Complement fi xing antibodies. 52/55 
(94.5%) patients were HLA Ab+, 3/55 were IgG HLA Ab- and 1 patient was IgM 
HLA Ab+. 27/55 (49.1%) had IgG HLA DSAs, 2/27 had class I alone, 15/27 had 
class II alone and 10/27 had both class I+II. Overall 39/55 (69.1%) patients had Abs 
directed against DQ (21/39 were DSAbs, 18/39 were HLA). 24/55 (43.6%) patients 
had C1q+ antibodies; 2/24 (8.3%) had a C1q+ class I DSA, 16/24 (66.7%) had a 
C1q+ class II DSA, 3/24 (12.5%) had a C1q+ class I non DSA HLA and 3/24 (12.5%) 
had a C1q+ class II non DSA HLA. 16/24 (66.7%) of patients had C1q+ antibodies 
against DQ. Overall allograft survival was 70.8%, 35.3%, 27.2% and 15.5% at 12, 
36, 48 and 60 months respectively, mean 26.4±17.7 months. Allograft survival 
was signifi cantly worse in IgG DSA+ patients compared with IgG DSA- patients.

(see Figure 1, log rank test p=0.04). The IgG DSA MFI had no effect on allograft 
survival. There was no difference in allograft survival in C1q+patients (p=0.88) 
although the presence of C1q+ Ab was associated with the presence of C4d on 
allograft biopsy (p=0.01).This study shows that the presence of IgG DSAs is 
associated with inferior allograft survival in patients with TG. This group of patients 
may benefi t from more aggressive therapy.
DISCLOSURES: Lawrence, C.: Other, Honoraria from OneLambda , speakers 
fee from OneLambda.

Abstract# A141 
Risk Factors and Clinical Outcomes in 3 Types of Acute Antibody-
Mediated Rejection After Kidney Transplantation. J. Kim,1 K. Jun,1 
M. Kim,1 S. Ahn,1 B. Chung,2 J. Hwang,1 S. Kim,1 S. Park,1 B. Choi,2 S. 
Kim,2 C. Yang,2 Y. Kim,2 M. Lee,1 I. Moon.1 1Surgery, College of Medicine, 
The Catholic University of Korea, Seoul, Korea, Republic of; 2Internal 
Medicine, College of Medicine, The Catholic University of Korea, Seoul, 
Korea, Republic of.
Purpose
Acute antibody-mediated rejection (AAMR) has been increasingly recognized as 
a major cause of graft failure in kidney transplantation. The purpose of this study 
was to analyze prevalence, risk factors and clinical outcomes of acute antibody-
mediated rejection.
Methods
We reviewed 835 patients who received kidney transplantation between January 
2003 and April 2013. AAMR was diagnosed in 51 (6.1%) patients with median 
follow-up of 45.1 months (range 24 days-120 months). According to the type of 
AAMR, Recipients with AAMR were dived into three groups: ‘Type I’ (acute 
tubular necrosis like), ‘Type II’ (glomerular type), ‘Type III’ (vascular type with 
arterial infl ammation).
Results
Among the patients with AAMR, 6(11.8%) showed type I, 41 patients (80.4%) type 
II, and 4 patients (7.8%) type III. The mean serum creatinine levels at diagnosis, 
7days, 1 month, 6 months and 1 year after treatment of AAMR were higher in patients 
with type III than in those with type I or type II, but did not differ signifi cantly (P = 
0.357, 0.592, 0.716, 0.659 and 0.779, respectively). While all type I AAMR patients 
responded to treatment, 5 patients (12.2%) with type II and 3 patients (75%) with 
type III lost their allograft function. Graft survival rates at 1 year post-transplantation 
were 100%, in the ‘type I’ group, 97.6%, in the ‘type II’ group, and 25.0% in the 
‘Type III’ group. There were signifi cant differences among the three groups in grafts 
survival (P<0.001), and in patients survival (P<0.001). There were no signifi cant 
differences among the three groups in the donor and recipient characteristics, and 
immunologic factors (number of HLA mismatch, number of KT, cross-match 
positivity, PRA>20%, PRA>50%, strong donor-specifi c anti-HLA antibody with a 
median fl urescence intensity (MFI) at diagnosis).
 
Conclusion
Compared with Type I & II AAMR, Type III AAMR had inferior graft and patient 
survival. But among the three groups, there were no signifi cant difference in patient 
characteristic and immunologic factors. Additional study is needed to fi nd out the 
strongest predictor for development of type III AAMR.

Abstract# A142 
High Incidence of Rejection Caused By Donor Specifi c Anti-HLA-
DQ Antibodies in Kidney Transplant Recipients. A. Torio Ruiz,1 O. 
Montes-Ares,1 J. Rodriguez Perez,2 C. Garcia Canton.3 1Immunology, C. 
H. U. Insular Materno Infantil, Las Palmas de Gran Canaria, Spain; 
2Nephrology, H. U. de Gran Canaria Dr. Negrin, Las Palmas de Gran 
Canaria, Spain; 3Nephrology, C. H. U. Insular Materno Infantil, Las 
Palmas de Gran Canaria, Spain.
Objective: Anti-HLA antibodies post transplant follow up has been suggested by 
several studies as a useful tool to identify patients with acute or chronic rejection 
risk, and therefore useful to implement the necessary therapeutic measures that 
would help us minimize its clinical impact.
Materials and methods: We had carried out a transversal and prospective study of 
342 kidney recipients. Anti-HLA antibodies were tested using Luminex technology, 
screening and single antigen (Genprobe). The median number of tests performed per 
patient was 3.3. Single antigen with MFI > 1500 and specifi city against any HLA 
donor antigen, determined by HLA-A/B/DR typing or linkage disequilibrium when 
HLA-DQB1* was not available, was assigned as donor specifi c antibody (DSA).
Results: Post transplant anti-HLA antibodies were detected in 126 patients (37%): 
31% (39/126) were antibodies anti-HLA class I and II, 9.5% (12/126) were anti-
HLA class I and 59.5% (75/126) were anti-HLA class II. Within the 126 positive 
patients, 40 (31.7%; 40/126) were de novo and most of them anti-HLA class II 
(39/40; 97.5%). De novo anti-HLA class II antibodies were DSA in 35 patients 
(75%; 35/40), anti-DQB1* was the most frequent specifi city (82.8%; 29/35), anti-
DR was found in fi ve patients (17.2%; 6/35) most of them anti-DRB4* (4/6). DSA 
anti-DR and anti-DQB1* was only present in one patient. Anti-DP antibodies were 
not considered as we lacked typing data. Fifteen patients from the group with de 
novo anti-DQB1* DSA (51.7%; 15/29) suffered a rejection episode, causing graft 
failure in fi ve recipients who failed to respond to therapy.
Conclusions: Anti-HLA antibodies monitoring allowed us to discover a high 
frequency of de novo anti-HLA class II DSA in kidney recipients, most of them 
against HLA-DQB1* specifi ties. These patients were found to have a higher rejection 
incidence. HLA-DQB1* typing should be recommended in donors and patients in 
order to take its compatibility into account.
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Abstract# A143 
Risk Factors for Graft Loss in Kidney Transplant Recipients With 
Antibody Mediated Rejection and Three Consecutive Biopsies. 
K. Cunningham, D. Hager, W. Zhong, B. Muth, T. Ellis, A. Djamali. 
University of Wisconsin, Madison, WI.
Risk factors for graft loss in patients with ABMR are not well established. We 
addressed this question in a cohort of 31 patients diagnosed with ABMR who received 
renal transplants between January 2009 and March 2011. Patients underwent 3 
consecutive biopsies post-transplant which allowed for assessment of pathological 
change over time. Of the 31 patients, 58% were male, 19% were African American, 
and the mean age was 44.7 ±14.8 years. The mean age of donors was 42.8 ±13.4 
years, 3% were African American and 23% were living donors. Mean wait time 
to transplant was 532 ±552 days. Thymoglobulin represented 26% of induction 
regimens, alemtuzumab accounted for 3% and the remaining patients received 
basiliximab. There were 14 graft failures and 4 patient deaths among the 31 recipients. 
The average time to graft failure or last follow-up was 907 ±372 days.
Univariate cox regression analysis demonstrated that 6 month DSA >10,000 MFI 
and change in glomerulitis were associated with graft loss. Additionally, histologic 
characteristics on the second biopsy (tubulitis, intimal arteritis) and the third biopsy 
(interstitial infl ammation, mesangial matrix increase, interstitial fi brosis, tubulitis, 
tubular atrophy) were also associated with graft loss.
Multivariate stepwise cox regression analysis demonstrated that 6 month DSA 
>10,000 MFI after the fi rst biopsy (HR 6.40, [1.43 to 28.6], P=0.01) and interstitial 
fi brosis on the third biopsy (HR 2.54, [1.37 to 4.71], P=0.003) were the variables 
most associated with graft loss.

Covariate Univariate for Graft Loss Multivariate for Graft Loss
P HR 95% CI P HR 95% CI

Biopsy 1 6M DSA >10,000 0.009 6.40 1.57 to 26 0.01 6.40 1.43 to 28.6

Biopsy 2 Intimal Arteritis 0.01 2.33 1.2 to 4.6 X X X
Tubulitis 0.03 1.85 1.07 to 3.22 X X X

Biopsy 3

Interstitial Infl ammation 0.02 1.73 1.10 to 2.71 X X X
Mesangial Matrix Increase 0.05 2.96 0.99 to 8.87 X X X
Interstitial Fibrosis 0.002 2.14 1.34 to 3.41 0.003 2.54 1.37 to 4.71
Tubulitis 0.03 1.76 1.05 to 2.95 X X X
Tubular Atrophy 0.05 2.00 1.24 to 3.22 X X X
Change in Glomerulitis 0.03 0.03 0.185 to 0.918 X X X

Risk factors most associated with graft loss in renal transplant patients with ABMR 
that underwent 3 consecutive biopsies were interstitial fi brosis on the third biopsy 
and persistent DSA after the fi rst biopsy. Further studies are needed to determine if 
specifi c therapies that reduce DSA after the fi rst episode of rejection can improve 
long-term outcomes.

Abstract# A144 
Increase in Spot Urine Protein-Creatinine Ratio Before Kidney 
Graft Rejection: A Marker to Predict Rejection Phenotype and 
Graft Outcome. M. Arnol,1,2 M. Oblak,1 J. Buturovic-Ponikvar,1,2 D. 
Ferluga,3 N. Kojc,3 A. Kandus.1,2 1Department of Nephrology, University 
Medical Centre, Ljubljana, Slovenia; 2Faculty of Medicine, University 
of Ljubljana, Ljubljana, Slovenia; 3Institute of Pathology, Faculty of 
Medicine, University of Ljubljana, Ljubljana, Slovenia.
Background. A noninvasive screening that foretells acute rejection before loss 
of kidney graft function might reduce rejection-associated graft damage. We 
hypothesized that changes in spot urine protein-creatinine ratios (PCR) before acute 
rejection predict rejection phenotype and graft outcome.
Methods. Patients who underwent kidney transplantation between Jan 2000 and 
Dec 2012 and provided biopsy samples for acute rejection were included. PCR 
were measured in morning spot urine at baseline (PCRbaseline) and 3 months before 
biopsy (PCR-3m). We investigated whether changes in PCR between baseline and 
3 months before rejection (DPCR=PCR-3m–PCRbaseline) were predictive of distinct 
rejection patterns and graft loss.
Results. In the observed period 616 patients were transplanted, of whom 103 (17%) 
had acute rejection >3 months post-transplant. The median ΔPCR was 20 (IQR 8 to 
38) mg/mmol and median percent ΔPCR was 100 (IQR 40 to 226)%. The absolute 
and relative ΔPCR progressively increased with higher pathohystological degree 
of rejection.

Rejection phenotype ∆PCR, median 
(IQR), mg/mmol

Percent ∆PCR, 
median (IQR), %

Area under the ROC curve 
(95% CI)

T cell, borderline 
(n=9) 10 (4−19) 31 (0−56) 0.30 (0.17−0.42)
T cell, no vasculits 
(n=51) 13 (5−25) 53 (27−131) 0.68 (0.56−0.79)
T cell, with vasculits 
(n=14) 17 (11−30) 122 (47−154) 0.62 (0.52−0.73)
Antibody-mediated or 
mixed (n=29) 62 (28−158) 283 (130−604) 0.82 (0.74−0.91)

Receiver operator characteristics analysis demonstrated that ΔPCR had good 
diagnostic accuracy to predict antibody-mediated rejection (area under the curve 
0.82) and ΔPCR >120% had the best sensitivity and specifi city (82% and 70%, 
respectively). After a median follow-up of 6.2 years, 29 patients lost their graft. The 
incidence of graft loss was higher in patients with ΔPCR >100% (40% vs. 16%, 

P=0.005). In multivariate analysis, patients with ΔPCR >100% had an increased risk 
of graft loss (hazard ratio 3.4, 95% CI 1.2–9.6; P=0.019), independently of recipient 
and donor age, graft function, and rejection phenotype.
Conclusion. An increase in proteinuria before acute kidney graft rejection is a 
predictive marker of antibody-mediated or mixed rejection and could be used as a 
surrogate marker for poor outcomes.

Abstract# A145 
Early Diagnosis and Treatment for Biopsy-Proven Subclinical 
Chronic Antibody Mediated Rejection After Renal Transplantation. T. 
Yamamoto, Y. Watarai, T. Kobayashi, A. Takeda, M. Tsujita, H. Takahisa, 
N. Goto, S. Narumi, K. Morozumi, K. Uchida. Kidney Center, Nagoya 
Daini Red Cross Hospital, Nagoya, Japan.
Introduction: De novo donor-specifi c antibodies (dn DSA) production after renal 
transplantation has been reported to be associated with chronic antibody mediated 
rejection (CAMR). However, it is unclear whether all DSA can cause CAMR and 
what specifi city of HLA antibodies is responsible for CAMR have been raised. 
The aim of our study was to evaluate the predictors of subclinical CAMR (stably 
functioning kidney grafts with dn DSA) compared with latent antibody mediated 
response(no tissue injury with dn DSA) and to evaluate the effect of early treatment 
for subclinical CAMR.Methods: We studied 840 consecutive renal transplants 
without pretransplant DSA. These patients were screened for the presence of 
HLA-DSA by Luminex-mixed yearly. Among 77 DSA-positive patients (9.2%), 
renal graft biopsies were performed on 30 patients with positive levels of DSA and 
stably functioning grafts. After biopsies were performed, the patients who diagnosed 
subclinical CAMR were performed treatment (MMF addition or revision followed 
administer  rituximab and two times DFPP). Results: Of the 30 patients who 
underwent graft biopsy, 4 patients were positive for class I DSA and 26 patients for 
class II DSA. Subclinical CAMR was diagnosed in 14 patients (46.7%) among the 
30 patients, all of whom were strongly associated with DSA against HLA-DR. The 
predictors of subclinical CAMR compared with latent antibody mediated response 
were increased DSA-MFI (p<0.01), past history of acute rejection ((p<0.05) and 
existing dn DSA-DR associated (DR+DQ,DR alone)(p<0.01). Among 14 patients 
diagnosed subclinical CAMR, 9 patients were performed the treatment. Mean+/-SD 
values of DSA-MFI were 12803+/-8368 before the treatment and 10968+/-8482 at 6 
month after it. No signifi cant changes were observed by this treatment for subclinical 
CAMR. Conclusion: The patients with dn DR associated DSA, increased DSA-MFI 
and past history of acute rejection are related to high risk of developing subclinical 
CAMR. Early treatment with MMF addition or revision followed administer DFPP 
and rituximab for subclinical CAMR was not possible to obtain a suffi cient effect.

Abstract# A146 
Elimination of Unacceptable HLA Antigens When Present in 
Transplant Patient Sera at an Undiluted or Neat Titer But Not Present 
at a Low Titer (≤ 1:16). J. Saltarrelli, C. O’Mahony, E. McKissick, N. 
Acorda, A. Eaton, N. Woolley, P. Erice, A. Hoover, C. Hollingsworth, 
J. Chappelle, C. Van Buren, R. Kerman. Baylor College of Medicine, 
Houston, TX.
HLA antibodies (Ab) are routinely identified in transplant recipient sera. 
Characteristics determining clinically deleterious Abs include specifi city, MFI and 
C1q. These factors are also used when identifying unacceptable HLA antigens 
(Ags). However, if unacceptable HLA Ab specifi cities are present in undiluted sera 
but not present when the sera is diluted 1:16 then these Ab specifi cities can possibly 
be ignored when deciding on which unacceptable Ab specifi cities to report. This 
reduction in unacceptable antigens would allow for an easier matching of highly 
sensitized patients to an appropriate donor for transplant.
Thirty-nine cI/cII high PRA sera were evaluated for the presence of HLA Abs and 
their antigen specifi cities at neat and at a 1:16 titer. The number of Ab specifi cities 
were compared at the two dilutions. One Lambda, Inc. reagents were used per the 
manufacturers instructions.
The HLA cI/cII PRAs were 77±25% and 84±21% respectively for the 39 sera. The 
total number of HLA cI/cII Ags identifi ed in undiluted sera were 46±22 and 34±22 
respectively per patient. In addition, there were 7±8 cI and 5±4 cII falsely identifi ed 
HLA Ags respectively per patient. When sera were titrated to a 1:16 dilution 71±25% 
of cI and 51±28% of cII unacceptable Ags were absent. The total number of cI 
Ags eliminated were 21±10 and cII Ags were 15±9. When false positive Ags were 
included in the evaluation the frequency for Ag elimination at a 1:16 dilution for cI 
became 85±14% and 66±24% for cII respectively. Fifty-four patients with donor 
specifi c antibody (DSA) titers of ≤ 1:16 were identifi ed. 81% (44/54) had both 
negative cytotoxic (AHG) and fl ow cytometric (FCXM) donor specifi c crossmatches 
whereas 10 patients (19%, 10/54) displayed a negative AHG but a positive FCXM. 
When transplanted, the FCXM negative patients had a two year graft survival of 
91% vs. 60% for the FCXM positive patients (p < 0.01).
These data suggest that titration studies of high PRA, multiple Ab specifi city 
presenting sera can be used when identifying unacceptable Ags. Moreover, the 
presence of DSA in low concentration (≤ 1:16) while falsely suggesting a positive 
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virtual crossmatch may not result in a real time positive crossmatch. HLA Ab 
specifi cities that are eliminated at a low titer (1:16) may allow for easier matching 
of highly sensitized patients to donors for transplant.

Abstract# A147 
Virtual Cross Match and Its Impact On Renal Transplantation Rate 
of Sensitized Patients. S. Vaidya. Pathology, University of Texas Medical 
Branch, Galveston, TX.
Introduction: Impact of virtual cross match on renal transplantation rate of highly 
sensitized patients was evaluated. 
Methods: Sera of 211 patients were tested by single and phenotype bead analysis. 
In general 5,000MFI cut off value were used to list unacceptable antigens in UNOS. 
Quality control of virtual cross match (XM) assays was performed using either donor 
or surrogate lymphocytes to determine accuracy of the virtual XM
Result: There was 100% correlation between virtual and observed XM among 
155patients with CPRA <40%. Our prediction rate declined with increase in 
CPRA. Of 11 patients with inaccurate virtual XM, 5 (45%) had allele specifi c DSA. 
Three patients (27%) had multiple low levels DSA whose individual MFI values 
were below the cutoff. One patient was predicted positive but Flow XM negative 
despite high MFI value of DSA. One patient had anti-C locus antibody but was 
not admissible in UNOS CPRA calculator. Reason(s) for inaccurate virtual XM of 
remaining 1 patient is unclear. Prediction rate of cross match was approximately 
80% when CPRA was >40%.
Summary: Virtual cross matches accurately predict the outcome of observed cross 
match as long as CPRA is low. Prediction rate declines with increase in CPRA.

Abstract# A148 
Evolution and Impact of Pre-Existing Donor Specifi c Antibodies 
in a Monocentric Cohort of Adult Kidney Transplant Recipients. 
S. Caillard,1 C. Flick,1 A. Parissiadis,2 G. Gautier Vargas,1 J. Olagne,1 
P. Perrin,1 C. Muller,1 L. Braun,1 F. Heibel,1 C. Gachet,3 B. Moulin.1 
1Nephrology Transplantation, Hopitaux Universitaires, Strasbourg, 
France; 2Histocompatibility Laboratory, Etablissement Francais du 
Sang, Strasbourg, France; 3UMR S949-Inserm, Etablissement Francais 
du Sang, Strasbourg, France.
Introduction: DSA (donor-specifi c antigen) are known to increase the risk of 
allograft rejection and graft failure. DSA could be present before transplantation 
(pre-existing DSA) or develop after transplantation (de novo DSA). “Unidentifi ed” 
pre-existing DSA should be detected in the sera of the day of transplantation (D0) 
by sensitive techniques like Luminex.
Patients and Methods: we analyzed retrospectively by Luminex assay (Labscreen 
SA, One Lambda) the D0 sera of all patients who received a kidney transplant in 
Strasbourg Universitary Hospital between 2005 and 2007, in a context of negative 
lymphocytotoxic crossmatch. The threeshold of DSA was defi ned as a MFI>500. 
Our aim was to determine the evolution and the impact of pre-existing DSA on graft 
without specifi c preventive humoral treatment.
Results: among 239 patients, 37 (15.5%) had pre-existing DSA detected only by 
Luminex in D0 serum: 22 (59.5%) had class I DSA, 8 (21.6%) class II DSA and 7 
(18.9%) class I and II DSA. Among these 37 sensitized patients, the DSA bound 
c1q in 6 cases. Five years after transplantation, pre-existing DSA disappeared in 22 
patients (principally during the fi rst year), and persisted in 15 patients. In patients 
without pre-existing DSA (n=202), 32 developed de novo DSA, 50 developed non 
DSA antibodies and 120 stayed non-sensitized. The persistence of pre-existing DSA 
increased signifi cantly the risk of humoral rejection (25% vs. 0%, p<0.001) and graft 
failure (58 vs. 74%, p=0.004) when compared with patients with disappearing DSA. 
Patients with pre-existing DSA which disappeared during follow-up had a graft 
survival and a risk of humoral rejection comparable to non-sensitized patients. Pre-
existing DSA which disappeared after transplantation were more often class I DSA 
(18/22), and had a MFI inferior to MFI of persistent pre-existing DSA (1814 ± 1405 
vs. 7126 ± 4532, p<0.001). All six c1q positive DSA persisted after transplantation 
and led to graft failure in 4 patients.
Conclusion: pre-existing DSA are deleterious only when they persist during follow-
up. Class I pre-existing DSA with a MIF<2000 tend to disappear after transplantation 
and are not detrimental for graft survival.

Abstract# A149 
The Spanish Registry of Humoral Rejection After Kidney 
Transplantation. M. Crespo,1 J. Ruiz,2 M. Perelló,3 J. Cruzado,4 F. 
Gonzalez-Roncero,5 L. Jimeno,6 R. Lauzurica,7 F. Oppenheimer,8 
J. Pascual,1  of Humoral Rejection. 1Nephrology, Hospital del Mar, 
Barcelona, Spain; 2Nephrology, Hospital Marques de Valdecilla, 
Santander, Spain; 3Nephrology, Hospital Vall d’Hebron, Barcelona, 
Spain; 4Nephrology, Hospital de Bellvitge, Barcelona, Spain; 5Nephrology, 
Hospital Virgen del Rocio, Sevilla, Spain; 6Nephrology, Hospital Virgen 
de la Arrixaca, Murcia, Spain; 7Nephrology, Hospital Germans Trias i 
Pujol, Barcelona, Spain; 8Nephrology, Hospital Clinico de Barcelona, 
Barcelona, Spain.
The Spanish Registry of Humoral Rejection after kidney transplantation (KT) intends 
to increase our knowledge on the incidence, clinical features, diagnostic tools and 
therapeutic strategies employed for Humoral Rejection in Spain.
Methods: Prospective observational study on consecutive cases of either acute, 
chronic humoral rejection (AHR & CHR) or isolated C4d to be registered on a web 
format with their clinical, analytical, Banff histological criteria and therapeutic 
characteristics. The registry includes baseline and transplant data from donor and 
recipient, as well as data at the time of rejection and 6,12,24,36,48 and 60 months 
later.
Results: Of 43 Renal Transplant Units in Spain, 39 (91%) participate in the Registry. 
Inclusion opened the 1st of September, 2011. Up to November 2013, 140 cases had 
been registered (AHR 49%, CHR 44% and C4d 7%). Table 1 shows data from the 
patients with AHR and CHR diagnosis.

Only 8% cases included information about DQ typing of the donor, 90% included 
information on CDC pretransplant HLA antibodies but only 53% on Luminex 
antibodies (this % is 80% in AHR cases, that is recent cases)
Conclusions: The information collected from the Registry up to now shows that 
AHR and CHR -though tightly related- show different clinical picture, histology 
and prognosis. Data suggest that there is an implied agreement on the effi cacy of 
the treatment for AHR but not for CHR. The Spanish Registry will be an interesting 
source for research studies and clinical trials.

Abstract# A150 
Cellular Involvement Rather Than Humoral Characteristics Predict 
Renal Graft Dysfunction 1 Year After Antibody Mediated Rejection. 
S. Kuten, S. Patel, R. Knight, L. Teeter, J. DeVos, A. Gaber. Houston 
Methodist Hospital, Houston, TX.
Antibody-mediated rejection (AMR) after renal transplantation is frequently resistant 
to conventional anti-rejection therapy and often results in graft dysfunction (Gdys); 
however, risk factors for Gdys following AMR remain poorly defi ned. The purpose of 
this study was to identify predictors of Gdys, defi ned as graft loss or GFR reduction 
by  ≥50%, at 1 year post-AMR treatment. Kidney transplant recipients treated for 
biopsy-proven AMR (n=49) were reviewed. Factors approaching signifi cance (p<0.2) 
in the univariate analysis were included in a multivariate logistic regression backward 
elimination model to identify independent risk factors for Gdys. Mean time to AMR 
diagnosis following transplant was 14.5 months. Gdys at 1 year was seen in 22 (45%) 
patients, with graft loss occurring in 9 patients. Baseline characteristics including 
age, gender, race, donor type, sensitization, and induction type were similar between 
groups. The most common anti-humoral therapies administered were IVIG (n=46) 
and plasma exchange (n=39), with rituximab (n=22) or bortezomib (n=8) given in 
certain cases; ATG was added to anti-humoral therapies for mixed antibody-cellular 
rejections. Factors associated with Gdys by univariate analysis were prior cellular 
rejection, mixed rejection, and plasma cell infi ltrates, while bortezomib use was 
associated with function at 1 year. In contrast, Gdys was not associated with DSA 
presence, number of antibody specifi cities, DSA strength, presence of capillaritis or 
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glomerulitis, or other anti-humoral treatments. Multivariate analysis revealed mixed 
rejection as the only independent predictor of Gdys. Our data suggests that in renal 
transplantation, concurrent cellular rejection, rather than humoral characteristics, 
predicts poor graft outcomes at 1 year.
Rejection Characteristics

Gdys at 1 year 
(n=22)

No Gdys at 1 year 
(n=27) p-value

Prior cellular rejection, n(%) 8 (36%) 4 (15%) 0.10
DSA (+), n(%) 20 (91%) 24 (89%) 1.0
Class I >8000 MFI, n(%) 3 (14%) 7 (26%) 0.48
Class II >8000 MFI, n(%) 7 (32%) 9 (33%) 1.0
Plasma cells, n(%) 18 (82) 12 (44%) 0.01
Glomerulitis, n(%) 6 (27%) 16 (72%) 0.21
Capillaritis, n(%) 10 (45%) 12 (55%) 0.85
Mixed antibody-cellular rejection, 
n(%) 20 (91%) 14 (52%) <0.01
Rituximab use for AMR, n(%) 12 (55%) 10 (37%) 0.26
Bortezomib use for AMR, n(%) 1 (5%) 7 (26%) 0.06

Multivariate Analysis of Risk Factors for Gdys at 1 year after 
AMR 

Odds Ratio p-value
Mixed antibody-cellular rejection 9.3 (1.8-

47.8) 0.01

Abstract# A151 
MICA Antibodies Do Not Infl uence Renal Allograft Outcomes in 
Sensitised Patients. P. Dodd, M. Willicombe, P. Brookes, E. Santos-
Nunez, N. Gunby, K. Koutroutsos, D. Moutzouris, C. Clarke, R. Charif, J. 
Galliford, A. McLean, D. Taube. Imperial College Renal and Transplant 
Centre, London, United Kingdom.
Pre-formed, HLA donor-specifi c antibodies (DSA) are associated with antibody 
mediated rejection and inferior allograft outcomes. The presence of MHC class 
I-related chain A (MICA) antibodies has been variously associated with inferior 
allograft outcomes. In this study, we attempt to establish whether the presence of 
MICA antibodies in sensitised patients has any effect on outcome.
We undertook a single centre, retrospective study to investigate MICA antibody 
status in patients with pre-formed, donor-specifi c HLA antibodies who underwent 
renal transplantation between 2006-2011 (n=63). Sera obtained at the time of 
transplantation, at 3, 6 & 12 months post-transplantation and at rejection episodes 
were examined using LABScreen® Luminex® assay technology. Additional data 
in respect to allograft function (serum creatinine), HLA mismatch, HLA antibody 
status, donor type, rejection episodes and allograft failure were also collected. Uni- 
and multivariate analyses were performed.
7.9% (5/63) recipients tested positive for pre-formed MICA antibody and remained 
positive post-transplantation. 25.3% (16/63) developed MICA antibody de novo and 
66.6% (42/63) tested negative for MICA antibody. Neither pre-formed nor de novo 
MICA antibodies were signifi cantly associated with allograft rejection (p=0.52), 
survival (p=0.96) or function (p=0.34). There was no signifi cant association between 
MICA antibodies and pre-transplant sensitisation with HLA class I (p=0.897), class 
II (p=0.937) or class I+II (p=0.753) donor-specifi c antibodies.
This study shows that MICA antibodies, detected up to one year post-transplantation, 
do not have a synergistic effect with HLA DSA in sensitised patients.

Abstract# A152 
De Novo Donor Specifi c Antibodies in Pediatric Renal Transplant 
Recipients: Response to Therapy. E. Tsai,1 J. Tzeng,1 D. Gjertson,2 R. 
Ettenger,1 E. Reed.2 1Pediatrics, Mattel Children’s Hospital UCLA, Los 
Angeles, CA; 2Pathology, UCLA, Los Angeles, CA.
Purpose: In pediatric kidney transplant patients (Ped KTx pts), there are only limited 
prospective data documenting the generation of de novo anti-HLA donor specifi c 
antibody (DSA), their signifi cance in rejection and their response to therapy. We 
report the outcomes of a 6 year prospective study on the monitoring of post-Tx DSA 
and protocol biopsies (Bxs) to guide treatment.
Methods: We studied 125 pts, ages 2-20, transplanted between 1/2005 to 12/2011. 
Pts. received standard immunosuppression with induction (IL-2 receptor blocker or 
ATG), tacrolimus and anti-metabolite (MMF or EC MPA) ± steroids. Post-Tx DSA 
monitoring and renal Bxs were performed at 6, 12 and 24 months, when clinically 
indicated and 1 month after treatment of rejection and/or DSA. DSA positivity 
was defi ned as >1000 MFI by Luminex. Bxs were graded by Banff 2009 criteria. 
Patients received antirejection therapy by clinical criteria to either treatment with 
Solumedrol alone or a composite treatment with Solumedrol, ATG, IVIG, Rituximab, 
+/- plasmapheresis (denoted as other).
Results: 20% (25/125) pts developed de novo DSA post-Tx. All pts had Class II 
DSA. 80% (20/25) pts had Class II only, with a predominance of DQ antibodies. 20% 
(5/25) pts had both Class I and Class II DSA. All 25 pts with DSA manifested AMR 
on Bx. AMR was present alone in 3/25 while 22/25 had concomitant ACR and AMR. 
Peak MFI signifi cantly decreased with ATG, IVIG, Rituximab, ± plasmapheresis 
when compared to Solumedrol alone (Figure 1). The Banff grade of ACR and/or 
AMR improved post-Tx in all pts.

Conclusions: In ped KTx pts, Class II DSA (with a predominance to DQ specifi cities) 
accompanied by AMR ± ACR occur in 20% of pts. The rejection and titer of DSA 
respond to aggressive therapy. Post-transplant DSA monitoring with protocol biopsies 
and early intervention is warranted in ped KTx recipients.

Abstract# A153 
Clinical Outcome of DSA Positive Alone in Kidney Transplantation. 
Y. Kim,1 D. Han,1 S. Park,2 S. Shin,1 J. Jung,1 H. Cho,1 B. Choi,1 H. Oh,3 
S. Kwon.3 1Surgery, Asan Medical Center, Seoul, Korea, Republic of; 
2Nephrology, Asan Medical Center, Seoul, Korea, Republic of; 3Laboratory 
Medicine, Asan Medical Center, Seoul, Korea, Republic of.
Cell based assay (CDC or FCXM) methods, can identify antibodies that can mediated 
acute humoral rejection. Furthermore recent new solid phase assay, by single bead 
PRA (Luminex®) is more sensitive method for detection of anti-donor antibody. 
However the need and benefi t of desensitization for DSA positive but FCXM negative 
patients are controversial.
From Aug 2012 to Dec 2013 we had performed 481 kidney transplantations. Among 
them 29 patients were DSA positive alone patients (FCXM negative). Eight patients 
were excluded because they were ABO incompatible kidney transplant recipients 
who need preoperative desensitization. In these 21 patients simulect® induction 
followed by triple immunosuppressant was used without preoperative desensitization.
Eleven (52.3%) patients were male, 7(33%) from deceased donor, and fi ve re-
transplant patients. Mean FCXM MFI value was 1.1(reference value; positive  ≥2.0). 
Mean PRA class I and II was 53% and 55% respectively. DSA MFI value was 2039 
(1008-5744) in Class I and 3356 (1073-9933) in class II HLA antigen.
One year patient and graft survival were 95.2% each (1 case of mortality from 
infection). During mean 344 ±142 days of follow up, 5 rejection episodes were 
developed (23.8% 1 year rejection rate). Among whom, 2 case of antibody mediated 
rejection, 2 case of cellular rejection and one case of mixed rejection were developed. 
Interestingly rejections were developed during relatively early postoperative period 
(Median 17 days) and relatively severe rejection (IB, IIA and IIB), but all reversed 
by plasmapheresis, rituximab and IVIG.
In the analysis of the risk factor for rejection, we could not detect any factors 
affecting rejection, such as the intensity of DSA or value of cPRA. Although all the 
rejections were was reversible by rescue therapy and majority of patients does not 
developed acute rejection, DSA positive alone patients had relative higher rejection 
rate. Careful follow up and monitoring may be mandatory in this category patients, 
and desensitization might be needed in some patients according to further analysis.

Abstract# A154 
Pronase Treatment Reduces Denatured HLA Antigen On Single 
Antigen Beads (SABs). T. Roberts, G. Tumer, H. Gebel, R. Bray. 
Pathology and Laboratory Medicine, Emory University, Atlanta, GA.
PURPOSE: The development of the solid-phase single antigen bead (SAB) assays 
has increased the sensitivity of HLA antibody detection, but the specifi city is 
sometimes questionable. False positive results have been reported in patient sera 
due to denatured antigen present on the beads, likely as a result of the manufacturing 
process. In laboratories using SABs as the sole method of detection these denatured 
specifi cities can be inappropriately designated as unacceptable antigens, thereby 
unnecessarily restricting patient access to transplantation. Limited studies have 
suggested that transplant across antibodies to denatured antigen does not result in 
inferior outcomes, at least in the short term. In this study, we sought to determine if 
it was feasible to reduce the level of denatured antigen on the SABs.
METHODS: Pronase, a combination of proteolytic enzymes, reduces nonspecifi c 
reactivity in cell-based crossmatches. Therefore, we investigated the effi cacy of 
pronase treatment to reduce the level of denatured antigen on SABs. Briefl y, SABs 
were treated with pronase at a working dilution of 2.35 U/mL in RPMI media at 
37oC for 15min. Selected, well characterized sera (N=10) known to demonstrate 
reactivity to denatured antigens and/or true HLA reactivity were tested using SABs 
that had been treated with pronase.
RESULTS: Pronase treatment of SABs eliminated reactivity of patient sera 
documented to be reactive with denatured HLA antigens. By contrast, pronase 
treatment had no effect on antibodies reactive to native HLA antigens on the same 
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beads. Additionally, testing with monoclonal antibodies to Class I and Class II 
revealed that pronase did not reduce the level of native HLA antigen on any of 
the SABs.
CONCLUSIONS: These results demonstrate that pronase treatment of SABs may 
be used to enhance the specifi city of antibody reactivity in patient sera. Pronase 
treatment reduces reactivity to denatured antigens on SABs without effecting 
the expression of native HLA proteins. Whether the denatured antigen on SABs 
represents truly unfolded HLA molecules or co-purifi ed contaminants is under 
investigation. Nonetheless, pronase treatment may be used to better defi ne HLA 
antibody reactivity with SABs.

Kidney Immunosuppression: Desensitization
 Sunday, July 27, 2014
 6:30 PM - 8:00 PM
 Exhibit Hall

Abstract# A155 
Effective Low Risk Live Donor Kidney Transplantation of The 
Most Highly Sensitized Recipients With Incompatible Donors. A. 
Bingaman,1 M. Kapturczak,1 L. Shen,1 F. Wright,1 I. Agha,1 C. Murphey.2 
1Methodist Specialty and Transplant Hospital, San Antonio, TX; 
2Southwest Immunodiagnostics Inc, San Antonio, TX.
Background: Despite effective kidney paired donation (KPD) programs, the most 
highly sensitized patients (calculated panel reactive antibody (cPRA) > 98%) remain 
signifi cantly disadvantaged and accumulate in KPD databases. Methods: We 
initiated a single center KPD and desensitization program in March 2008. Consenting 
incompatible pairs were entered into our single center KPD database with blood 
types, HLA types and unacceptable antigens individually assigned based upon single 
antigen bead analysis. All crossmatches were done by fl ow cytometry. Desensitization 
recipients were treated with plasmapheresis and low dose IvIg. Results: Between 
March 2008-December 2013 we performed 37 live donor transplants on incompatible 
recipients with cPRA >98% including 5 with cPRA 98%, 8 with cPRA 99% and 24 
with cPRA 100%. 25/37 (68%) of the recipients had at least one previous transplant. 
15/37 recipients (40%) were transplanted with KPD and a negative crossmatch 
with no donor specifi c antibody (DSA), 18/37 recipients (49%) were transplanted 
with KPD in combination with desensitization for DSA and 4/37 recipients (11%) 
were transplanted with desensitization for DSA against their original donor. With a 
median follow up of 870 days, 3/37 recipients (8%) had acute rejection including 
2 who were not desensitized with late cellular rejection both related to medication 
non-adherence and 1 with early acute antibody mediated rejection which was easily 
reversed. The antibody mediated rejection rate in the desensitized group was 1/22 
(4.5%). Overall patient survival is 95%. Overall allograft survival is 89%. Of the 4 
allografts which failed, 2 recipients died with a functioning graft and 2 returned to 
dialysis with cellular rejections related to medication non-adherence. Conclusions: 
The most highly sensitized patients with incompatible donors can be successfully 
transplanted at a single center with effective KPD and desensitization programs with 
excellent outcomes and low rejection rates. This approach requires careful selection 
of appropriate low immunologic risk donors in a large KPD pool. In the era of 
KPD, there is little role for high risk desensitization requiring routine utilization of 
expensive rescue therapies. This approach should be more broadly utilized to benefi t 
the most diffi cult to transplant patients with incompatible donors.

Abstract# A156 
Effi cacy and Tolerability of Multiple-Dose Bortezomib Desensitization. 
M. Moreno Gonzales, N. Moore, C. Schinstock, M. Stegall. Transplant 
Center, Mayo Clinic, Rochester, MN.
Introduction.Bortezomib (BTZ) causes apoptosis of bone marrow-derived plasma 
cells (BM-PC) in vitro and may have a modest effect on serum donor-specifi c 
alloantibody (DSA) levels in sensitized kidney transplant (KTx) candidates (Diwan 
et al Transplantation 2011; 91:536). The goal of this study was to examine the 
tolerability and effi cacy of BTZ with increasing doses.
Methods.Between August 2008 and June 2013, we enrolled 18 highly sensitized KTx 
candidates with DSA against their potential living donor (B cell fl ow cross match 
[XM] channel shift > 300 and a corresponding DSA identifi ed by solid phase assay 
[LABscreen]). Based on intent to treat, groups included: 4 doses of BTZ (1.3 mg/
m2, n=3); 16 doses (n=6) and 32 doses (n=9). DSA levels pre and post treatment 
were based on multiple DSA measurements.
Results.While BTZ generally was tolerated well, increasing doses increased the 
incidence of toxicity. 3 patients (Pts) completed 4 doses and 4 received up to 16 
doses without events requiring dose alterations. However, in the 32 dose group, 
dose reduction was needed in 3 cases (33.3%) due to disseminated varicella zoster 
in 1 Pt and severe neuropathy in the other 2 cases. Complete cessation of BTZ was 
required in 1 case (11.1%) due to persistence of neuropathy. Effi cacy was limited. No 
Pt developed a -XM even when BTZ was combined with plasma exchange. 10 Pts 
(55.5%) demonstrated no statistically-signifi cant reduction in the mean fl uorescence 
intensity of any DSA (No Response [Rs], Table 1). 1 Pt (5.5%) showed a signifi cant 
decrease in all DSA (Good Rs) and 7 (39%) showed a reduction in at least one DSA 

(Partial Rs, Figure 1). Importantly, serial DSA measurements prior to therapy were 
stable suggesting the observed DSA reductions were likely due to BTZ. KTx was 
achieved after BTZ in 66.6% of Pts (n=12), 3 with a different donor and 9 with a 
+XM.Expression of Cytosolic Double.

Conclusion.BTZ monotherapy has a limited impact on serum DSA levels. Increasing 
doses did not appear to increase effi cacy and was associated with an increased 
incidence of dose-limiting toxicity. Based on these data, we cannot recommend BTZ 
monotherapy as desensitization for KTx candidates with very high levels of DSA.
DISCLOSURES: Stegall, M.: Grant/Research Support, Alexion, Millennium.

Abstract# A157 
Peri-Transplant Immunoadsorption for Donor-Specifi c Antibody 
Positive Recipients of a Deceased Donor Kidney Allograft With or 
Without a Positive Current Cytotoxic Crossmatch. E. Schwaiger,1 N. 
Kozakowski,2 G. Bond,1 M. Wahrmann,1 F. Muhlbacher,3 G. Fischer,4 G. 
Bohmig.1 1Internal Medicine III, Medical University of Vienna, Vienna, 
Austria; 2Pathology, Medical University of Vienna, Vienna, Austria; 
3General Surgery, Medical University of Vienna, Vienna, Austria; 4Blood 
Group Serology and Transfusion Medicine, Medical University of Vienna, 
Vienna, Austria.
Introduction: Preformed donor-specifi c antibodies (DSA) detected by single 
antigen bead technology are associated with positive crossmatch (XM) results, 
antibody-mediated rejection (AMR) and inferior allograft survival. IgG elimination 
by peri-Tx immunoadsorption (IA) may enable a rapid reduction of preformed 
alloantibodies and XM conversion immediately before transplantation without 
prolonged desensitization on the waiting list.
Methods: This study included 110 DSA-positive recipients of a deceased donor 
renal allograft (re-transplant: 71%;  ≥ third transplant: 25%), who had been subjected 
to peri-Tx IA (transplantation between June 2009 and September 2013; follow-up 
until January 2014). The protocol consisted of (i) a single pre-Tx IA session (protein 
A/GAM peptide columns), serial post-Tx IA, (ii) induction therapy (ATG or IL-2 
receptor antibody) and (iii) tacrolimus-based immunosuppression. Patients with a 
positive complement-dependent cytotoxicity crossmatch (CDCXM) proceeded to 
transplantation if XM converted negative upon 6L plasma treatment.
Results: Twenty-eight (26%) of 110 DSA+ recipients had a positive CDCXM that 
rendered negative by pre-Tx IA (DSA+/XM+). Except re-transplantation (93 vs. 63%, 
p=0.003) there was no signifi cant difference between DSA+/XM+ versus DSA+/
XM- recipients with respect to baseline data. Patient and death-censored transplant 
survival were 93% and 87% at 1 year and 92% and 78% at 3 years respectively 
without any signifi cant differences between DSA+/XM+ and DSA+/XM- recipients 
(p=0.39; p=0.37). Causes of graft loss during 4 to 54 months of follow-up were 
acute or chronic rejection (n=6), surgical complications (vascular complications in 
7patients, most of them re-Tx recipients) or other non-immunological causes (n=7). 
Rates of clinical C4d-positive AMR were 25% versus 13% (p=0.15), C4d-negative 
AMR 21% versus 18% (p=0.7) and T-cell-mediated rejection 11% versus 15% 
(p=0.6) for XM+ vs XM- patients respectively.
Conclusions: The protocol of peri-Tx enables a favourable deceased donor allograft 
survival in sensitized DSA-positive recipients even after pre-operative conversion 
of a positive CDCXM.

Abstract# A158 
Long-Term Outcomes of Living Donor Kidney Transplantation in 
Flow Cytometry Crossmatch-Positive Patients: A Single-Center 
Experience. M. Inui,1 H. Ishida,2 K. Omoto,2 T. Shimizu,2 H. Shirakawa,3 
T. Nozaki,2 D. Toki,2 T. Hirai,2 M. Furusawa,2 K. Tanabe.2 1Urology, Tokyo 
Women’s Medical University Yachiyo Medical Center, Chiba, Japan; 
2Urology, Tokyo Women’s Medical University, Tokyo, Japan; 3Urology, 
Okubo Hospital, Tokyo, Japan.
Background Information on the long-term graft outcomes after living donor kidney 
transplantation in fl ow cytometry crossmatch (FCXM)-positive patients is scare. 
This study reports the long-term outcomes of living donor kidney transplantation 
in crossmatch-positive patients. Methods All patients who underwent living donor 
kidney transplants (n = 628) at our department between January 2001 and December 
2012 were included in the study. Of the 628 patients, 7 were T- and B-cell FCXM 
positive (the T+B+FXM group), 43 were B-cell FCXM positive (the T-B+FXM group), 
and 578 were FCXMnegative (the T-B-FXM group). All the recipients showed 
negative results in CDC-XM. The T+B+FXM and T-B+FXM group recipients were 
desensitized with pre-transplant high-dose IVIG/plasmapheresis with rituximab and 
basiliximab induction therapy combined with a tacrolimus/MMF/methylprednisolone 
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immunosuppressive regimen. Results The median follow-up period was 65 months. 
The rate of acute rejection (AR) was signifi cantly higher in the T+B+FXM (42.9%) 
and T-B+FXM groups (37.2%) than in the T-B-FXM group (22.7%). Short- and 
long-term graft survival rates were signifi cantly lower in the T+B+FXM group (1 
year, 71.4%; 8 years, 35.7%, respectively) than in the T-B+FXM group (1 year, 
95.3%; 8 years, 87.7%, respectively) and the T-B-FXM group (1 year, 98.8%; 8 
years, 91.5%, respectively).

Conclusion Despite the high incidence of acute rejection, the long-term outcomes 
in the T-B+FXM patients were comparable to those in the T-B-FXM patients. 
Nonetheless, the long-term outcomes in the T+B+FXM group remain unfavorable. 
Therefore, the desensitization protocol should be further refi ned.

Abstract# A159 
Looking Behind the Curtain: Pre-Transplant Mismatched Eplet Load 
May Better Predict Increases in Post-Transplant DSA. O. Timofeeva, 
J. Verbesey, D. Li, M. Grafals, J. Moore, S. Ghasemian, P. Weems, M. 
Cooper, S. Rosen-Bronson. MedStar Georgetown Transplant Institute, 
Washington, DC.
Purpose: Patients receiving renal transplants in the presence of donor specifi c HLA 
antibodies (DSA) are at increased risk for antibody mediated rejection (AMR) as 
well as decreased graft survival. For highly sensitized patients, transplanting in the 
presence of low/moderate DSA may be the only viable option. We looked at which 
characteristics of pre-existing DSA are associated with poor post-transplant(tx) 
outcomes.
Methods: We identifi ed 11 patients (mean cPRA=87+7%) with DSAs from a cohort 
of 165 consecutive renal txs performed between 10/2012 and 12/2013. Patients were 
desensitized using plasmapheresis(PP) and IVIg and received standard induction 
and maintenance therapy post-tx. DSA titers and MFI were determined by solid 
phase assays (pre-Tx, day 3, weekly 1-4, months 2, 3, 6, 9, 12). Donor-recipient 
eplet mismatches (MM) in the DSA-associated HLA antigens were determined 
using HLA Matchmaker.
Results: Post-tx, 5 of the 11 (45.5%) desensitized patients no longer had clinically 
signifi cant DSA. Increased DSA were found in the remaining 6 (55.5%) within 2 
weeks (MFI=3469-15000, titers 1:16->1:1024) and 5 developed de novo DSA. No 
association between pre-tx MFI values, positive xmatch (T or B), or previous tx and 
increased post-tx DSA was found. In contrast, patients with negative DSA post-tx 
averaged 6.4+3.6 eplet MM in pertinent HLA antigen, whereas those with increasing 
DSA post-tx averaged 16.8+5.6 MM eplets.Expression of Cytosolic Double

Increased DSA were successfully reversed in 2 patients with PP and IVIg and in 1 
with increased basal immunosuppression. The remaining 3, after treatment, have DSA 
levels that are stable or slightly lower with surviving but sub-optimal graft function.
Conclusions: Renal transplants may be performed successfully in presence of DSA, 
but remain at increased risk for graft failure or poor function. Our data suggest that 
mismatched eplet load is predictive of clinically signifi cant post-tx DSA and may 
identify patients in need of frequent monitoring and aggressive early intervention 
to minimize DSA load and improve outcomes.

Abstract# A160 
ABO Antibody and Complement Depletion By Immunoadsorption 
Combined With Membrane Filtration - A Randomized Controlled 
Crossover Trial. F. Eskandary,1 M. Wahrmann,1 P. Biesenbach,1 C. 
Sandurkov,1 F. Koenig,2 E. Schwaiger,1 T. Perkmann,3 S. Kuenig,4 K. 
Derfl er,1 G. Zlabinger,4 G. Boehmig.1 1Nephrology and Dialysis, Division 
of Medicine III, Medical University Vienna, Vienna, Austria; 2Center 
for Medical Statistics, Informatics and Intelligent Systems, Section 
for Medical Statistics, Medical University of Vienna, Vienna, Austria; 
3Department of Laboratory Medicine, Medical University of Vienna, 
Vienna, Austria; 4Institute of Immunology, Medical University of Vienna, 
Vienna, Austria.
Potent antibody depletion techniques have paved the way to successful ABO-
incompatible transplantation. Considering its effi ciency regarding IgG removal, 
the use of non-antigen-specifi c semiselective immunoadsorption (IA) has been 
advocated. One attractive strategy to overcome the caveat of incomplete IgM 
depletion and to interfere with complement activation could be the adjunctive use of 
membrane fi ltration (MF) to enhance the removal of macromolecules. To investigate 
the depletion effi ciency of semiselective IA plus MF, we conducted a randomized 
crossover trial including 14 patients treated for autoimmune disease. Two treatment 
sequences, a single session of IA plus MF followed by IA alone after  ≥7 days (and 
vice versa), were analyzed. IA plus MF markedly enhanced the median percent 
reduction of ABO-specifi c IgM as determined by fl ow cytometry (59% versus 23%, 
P<0.001) and hemagglutination (2 versus 1 titer steps, P<0.001). Combined treatment 
also substantially lowered C1q concentrations (86% versus 58% reduction, P<0.001) 
and the functionality of classical complement as refl ected by impaired in vitro C3 
activation capability. IgG was strongly reduced without any additional effect of MF. 
In conclusion, we demonstrate enhanced antibody elimination by adding MF to IA. 
This and the observed impact on classical complement could markedly enhance the 
effi ciency of apheresis in ABO- and/or HLA-incompatible transplantation.
DISCLOSURES: Boehmig, G.: Grant/Research Support, Unrestricted grant.

Abstract# A161 
Successfull Desimmunisation Using Immunoadsorption in Sensitized 
Patients Waiting for a Kidney Graft. E. Rondeau,1 A. Boueilh,2 S. 
Caillard,4 A. Allal,5 N. Maillard,3 C. Ridel,1 P. Merville,2 B. Moulin,4 
C. Mariat,3 L. Rostaing.5 1Urgences Nephrologiques et Transplantation 
Renale, APHP, Paris, France; 2Nephrologie, Transplantation, 
Dialyse, CHU Bordeaux, Bordeaux, France; 3Nephrologie, Dialyse 
Transplantations Renales, CHU Saint Etienne, Saint Etienne, France; 
4Nephrologie et Transplantation Renale, CHU Strasbourg, Strasbourg, 
France; 5Nephrologie, Dialyse, Transplantation, CHU Toulouse, Toulouse, 
France.
We undertook a prospective collaborative study to determine the effi cacy and 
tolerance of immunoadsorption (Immunosorba, Fresenius) coupled with tacrolimus, 
MMF, and steroids during the 2 weeks before transplantation. Rituximab was 
administred 1 month before the transplantation, and high doses IVIg were given 
at the end of IA sessions. Anti-HLA antibodies (Luminex) were monitored twice a 
week. Kidney transplantations were performed with living or cadaveric donors if 
the CDC crossmatch was negative.
Between 2009 and 2013, 14 highly sensitized patients were included in the study, 
and 10 of them could be successfully transplanted with their living donor despite 
the presence of high titers DSA (> 3000 MFI) before IA. Three of these patients 
had acute humoral rejection which was reverted by high doses steroids, IA and IvIg. 
To date, graft and patient survival are 100%. Among the 4 patients who remained 
with high titers DSA after IA, 3 could be transplanted within 1 to 3 months with 
a cadaveric donor and are doing well. During the same period, 14 other sensitized 
patients who did not have living donor and who were on the waiting list since 6 to 
8 years underwent 5 to 20 sessions of IA coupled to immunosuppressive treatment, 
which induced a profound decrease in total Ig and in anti-HLA antibodies. Ten of 
them could be transplanted with a cadaveric donor, the CDC crossmatch on the day 
of transplantation being negative. Acute humoral rejection occurred in 5 of these 
patients, 4 of whom had an historical positive CDC crossmatch. To date, graft survival 
is 80% and patient survival is 80% (one death due to aspergillosis, one unrelated to 
immunosuppression). In conclusion, non specifi c IA coupled to immunosuppressive 
treatments are effective and relatively safe in sensitized patients, and can be used 
before transplantation with both living and cadaveric kidney donors. An historical 
positive CDC crossmatch remains a strong predictor of acute humoral rejection 
after transplantation.

Abstract# A162 
Desensitization Protocol With Early Administration of 
Immunosuppressants in ABO Incompatible Kidney Transplantation. 
K. Miki, K. Iwadoh, K. Kai, A. Sannomiya, T. Murakami, K. Kitajima, I. 
Koyama, I. Nakajima, S. Fuchinoue. Surgery Kidney Center, Tkyo Womens 
Medhical University, Tokyo, Japan.
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(Background) Acute rejection episode following ABO blood-type incompatible 
renal transplantation (ABOI-RTx) is a major problem in it. To surmount it, we 
launched early administration of immunosuppressants prior to ABOI-IRTx along 
with induction therapy using anti-CD 20 and 25 monoclonal antibodies.
(Method) 128 ABOI-RTx were conducted at our department from May 2007 to 
December 2012. We retrospectively reviewed clinical outcomes of these cases 
according to their types of protocols, all of which were accomplished with 
the induction of both anti-CD 20 and 25 antibodies. We did not prescribe any 
immunosuppressants to patients in Group A (n=85) until just before surgery. We 
started administration of either Tacrolimus (1 or 2 mg/day) or MMF (250 or 500 
mg/day) to patients in Group B (n=22) for one month before transplantation. 
Recipients in Group C (n=21) received prescription of both Tacrolimus and MMF 
with the same doses for the same period. Acute rejection free ratios (ARfr) and 
eGFR were compared between them, along with PRA positivity rates before vs. 
after surgery in each group.
(Results) 6 month-ARfr of Group A vs. B vs. C was 0.917 vs. 0.955 vs. 1.0, 12 
month-ARfr: 0.877 vs. 0.904 vs. 1.0, and 24 month-ARfr: 0.862 vs. 0.822 vs. 1.0, 
respectively (p>0.05). 6 month-eGFR (ml/min) of Group A vs. B vs. C was 37.9±8.7 
vs. 38.3±9.7 vs. 38.1±12.6, 12 month-eGFR: 44.1±7.5 vs. 40.9±13.0 vs. 45.0±11.5, 
and 24 month-eGFR: 54.9±12.4 vs. 33.5±16.7 vs. 46.2±14.7, respectively (p>0.05). 
There was no signifi cant change in the prevalence of PRA positivity rates before 
vs. after transplant (p>0.05).
(Conclusion) The Group C desensitized was rejection free for 2 years after 
transplantation, though there was no signifi cant difference of AR free rations with 
other groups probably due to lack of statistical power. It suggests that the early 
administration of Tacrolimus and MMF might be effective in the prevention of acute 
rejection. Expression of Cytosolic Double

Abstract# A163 
Assessing the Feasibility of Deceased Donor ABO-Incompatible 
Transplantation in Wait-Listed Transplant Recipients. M. Manook,1 
D. Veniard,1 N. Barnett,2 O. Shaw,1 T. Maggs,1 N. Mamode.1 1Renal 
Transplant, Guys & St Thomas’ NHS Trust, London, United Kingdom; 
2Colchester Hospital, London, United Kingdom.
Introduction: Outcomes for living donor ABO-Incompatible are widely accepted 
as being favourable. In our centre, a tailored approach to desensitisation for ABOi 
is used, based on baseline ABO antibody titres.1 For patients with titres < 1:8, no 
additional treatment is given compared to ABO-compatible transplants. This offers 
the potential of deceased donor ABOi (DD ABOi) transplantation. This study was 
to determine the feasibility of DD ABOi in a single centre
Methods: Prospective cohort study of ABO antibody titres & calculated reaction 
frequency (CRF) in active & suspended patients on the adult renal transplant waiting 
list in a single centre. Total immunoglobulin (Ig) Anti-A & Anti-B titres were 
measured by the Indirect Antiglobulin Test (IAT) using Biorad gel cards (Coombs 
anti-IgG) on untreated plasma capturing initial IgM binding & subsequent IgG.
Results: Of the 124 patients tested, 3 (2.4%) were excluded from analysis due to the 
presence of atypical antibodies. 60% (n=72) were male. Blood group distribution 
was A 29.2% (n = 35); B 11.7% (n= 14); O 56.7% (n=68); AB 2.5% (n=3) Black 
ethnicity was the most common (50%), White (35.8%), Asian (7.5%). Of the patients 
screened, 3 had ‘neat’ anti-A or Anti-B titres. 25% (n=30) had either an anti-A or 
anti-B titre of 1:8 or less – ‘low titre’ (of these 10% were on immunosuppressive 
medication). Haemagglutinin titres varied with blood group: Grp A 21 ‘low titre’ vs14 
high titre; Grp B 3 ‘low’ vs11 high, Grp O 3 ‘low’ vs 65 high, p = <0.02 .For Group 
O, Anti-A titres were higher than anti- B (median anti-A titre 1:256, median anti-B 
titres 1:128), 26.5% of Group O’s had a greater than expected dilution difference (>2) 
between anti-A & Anti-B. Mean Calculated Reaction Frequency (CRF – a measure 
of anti-HLA antibody) was 43.5% (SD 43.2) Comparing a high CRF (>80%) to low 
there was no signifi cant difference in mean anti-A (p = 0.6) or anti-B titre (p=0.3). 
There was no correlation between anti-A or anti-B & CRF.
Discussion: Preliminary results suggest that 25% of patients on the deceased donor 
waiting list would be suitable for DD ABOi transplantation without any additional 
treatment. Patients who are highly sensitised to HLA-antibody do not have high 
ABO antibody titres. Further work to follow up the cohort is planned

DISCLOSURES: Manook, M.: Grant/Research Support, Glycorex. Mamode, N.: 
Grant/Research Support, Alexion, Astellas.

Abstract# A164 
Does Recipient Race Affect Alloantibody Presentation and Graft 
Outcome? P. Kimball, A. Sharma, F. McDougan, A. King. Transplant 
Surgery, Virginia Commonwealth Univ. Health Systems, Richmond.
Purpose. African Americans (AA) are more likely to be sensitized against HLA 
antigens and have poorer renal transplant (RT) outcomes than Caucasian Americans 
(CA). We speculated that alloantibody presentation might differ between AA and 
CA and contribute to different outcomes.
Methods. Among 253 RT recipients, 71 were targeted for preemptive desensitization 
due to PRA >50%, FCXM > 100 MCS and DGF. Alloantibody content was identifi ed 
by fl ow crossmatch (FC) and DSA using single antigen bead luminex. Postransplant 
antibody was tested quarterly.
Results. More AA than CA needed desensitization (31% vs. 22%, p<0.05). 
Preoperatively, more AA than CA were FC+DSA+ (70 vs. 43%, p<0.05). CA tended 
to be FC+ only (57% vs. 30%, p<0.05) which is considered non-HLA. Multiple DSA 
were prevalent for AA than CA(78% vs. 28%, p<0.05). DSA against both Class I 
and II was prevalent among AA than CA (40% vs. 12%, p<0.05). DSA strength 
(MFI) against Class I was equivalent (p=ns) between AA and CA (6606 ±4472 
vs. 8323 ±3471). MFI against Class II increased 2-fold among AA (10,247 ±5015, 
p=0.01) but not CA (8707 ±7045. p=ns). FC strength (MCS) against Class I was 
higher for AA than CA (114 ±90 vs. 50 ±72 MCS, p=0.01) but equivalent against 
Class II (117 ±70 vs. 137 ±77 MCS, p=ns). After RT, alloantibody clearance was 
equivalent between AA and CA for FC+DSA+ (31% vs. 37%, p=ns) and FC+ (42% 
vs. 33%, p=ns). Among patients with alloantibody elimination, graft outcomes were 
equivalent between AA and CA with 100% 2-yr graft survival. In contrast, AA with 
antibody persistence had more rejections (33% vs. 0%, p<0.05) and poorer 2 yr graft 
survival (60% vs. 100%, p<0.05) than CA. Similar results were seen with FC+ only.
Conclusions. AA and CA variation in antibody content may impact outcome. AA 
had anti-HLA DSA whereas CA had non-HLA antibody. AA had multiple DSAs, 
higher DSA levels particularly against Class II.

Abstract# A165 
Anti-ABO Specific Assay Variability Affects Antibody Removal 
in ABO Incompatible Kidney Transplantation (ABOiKTx) - UK 
Multicentre Study. A. Bentall,1 M. Kaur,1 N. Mamode,3 D. Briggs,2 N. 
Kessaris,3 S. Ball.1 1Department of Nephrology and Transplantation, 
University Hospitals Birmingham, Birmingham, United Kingdom; 
2Department of Histocompatibility, NHSBT, Birmingham, United 
Kingdom; 3Department of Transplantation, Guys and St Thomas Hospital, 
London, United Kingdom.
INTRODUCTION: 
ABOiKTx outcomes are reported better outcomes in single centres than in registry 
data. Intracentre and intercentre variability in ABO blood group antibody titres has 
been reported without clinical correlate. In a multi-centre observational study, we 
report the clinical outcomes and anti-ABO titre variations between centres and the 
impact on clinical practice.
METHODS:
100 patients recruited received an ABOiKTx and data and samples were collected 
prospectively and analysed by blood group and extracorporeal antibody treatment 
(EART). Samples were analysed locally and central samples were retrospectively 
analysed. A single technician undertook analysis of all samples, initially 
demonstrating excellent reproducibility within same red cell batch; using different 
batches; freeze thaw repeats and on different days.
RESULTS: 
Patient and graft survival at 1 year were 99% and 94% respectively. 70 patients 
were blood group ‘O’. 36 were pre-emptive transplants and 86 were 1st transplants. 
80 patients had rituximab for induction. 55 patients had immunoadsorption(IA)
and 31 had plasma exchange (PEx). There was no difference in clinical outcomes 
between IA and PEx in graft survival (Figure 1A). 29 patients experience acute 
rejection with 4 with antibody-mediated rejection with more rejection in blood group 
B recipients(Figure1B). CMV and BK nephropathy occurred in 3 and 5 patients 
respectively. ABO titres were higher in local assays in PEx cohort, and received 
more EART, however when analysed centrally, there was no signifi cant difference 
in ABO titres between IA and PEx.
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CONCLUSION:
In the ABOUT-K study 1 year patient and graft survival approach UK antibody 
compatible live donor outcomes. It is possible to minimise intra-centre variability 
in ABO-Ab titre measurement. This is an important intermediate goal in permitting 
multi-centre study and outcome optimisation in ABOi kidney transplantation.

Abstract# A166 
The Association Between Pharmacotherapy and Healthcare Value 
in U.S. Kidney Transplant Programs. D. Taber,1 N. Pilch,2 K. Chavin,1 
P. Baliga.1 1Transplant, MUSC, Charleston, SC; 2Pharmacy, MUSC, 
Charleston, SC.
Background: Recently, there is a strong impetus to improve the value of healthcare 
in the US by improving quality while reducing costs. Kidney transplant (KTX) is 
a high-risk, high-cost surgical procedure. Immunosuppressive therapy may be a 
predominant contributor to both peri-operative cost and risk, yet there is limited 
data assessing the impact immunotherapy has on peri-operative healthcare value 
within KTX.
Methods: This was a cross-sectional analysis of a cohort on US kidney transplant 
programs using 2011 data. A dataset was developed by compiling UHC and SRTR 
data. The primary aim was to determine the variation of immunotherapy use and 
its association with peri-operative value.
Results: A total of 7,935 transplants from 75 centers were included (47% 
of transplants and 32% of programs in the US). There was wide variation in 
immunotherapy utilization (fi gure). FK, MMF, valganciclovir, ATG and basiliximab 
were utilized most commonly (columns in chart), demonstrating low variability 
(light-blue area); most other therapies demonstrated low mean utilization with very-
high variability. The table displays immunotherapy association with value measures, 
with therapies in bold red demonstrating signifi cant associations with costs and 
length of stay. The use of immunotherapy to remove antibodies accounted for 40% 
of the variability associated with inpatient costs (β=0.633, p<0.001) and 16% of 
the variability associated with LOS (β=0.418, p<0.001). There were no associations 
between immunotherapy and other peri-operative quality measures, including ICU 
LOS, complications, mortality and readmissions. There was no association between 
immunotherapy utilization and SRTR risk-adjusted graft or patient survival.
Conclusion: Some immunotherapy utilization varies widely across US KTX 
programs. A number of therapies are strongly associated with peri-operative costs 
and length of stay, but have little bearing on other peri-operative quality metrics or 
graft or patient survival.

Abstract# A167 
Incidence and Severity of CMV Viremia After Desensitization With 
IVIG + Rituximab (RIT). P. Hwu, D. Puliyanda, S. Jordan, R. Villicana, 
A. Vo, A. Peng, M. Toyoda, J. Kahwaji. Comprehensive Transplant Center, 
Cedars Sinai Medical Center, Los Angeles, CA.

Desensitization (DES) with IVIG+RIT improves transplantation rates. However, 
B-cell depletion may increase risk of CMV viremia. Here we compare incidence and 
outcomes of CMV viremia in patients (pts) desensitized with IVIG+RIT (Group 1) 
to controls who did not require desensitization (non-DES) (Group 2).
Methods: Pts were transplanted between 2006 and 2011. Baseline characteristics 
were compared in Group 1(N=216) and Group 2(N=276). Surveillance for CMV 
(positive defi ned as >5 copies/PCR in whole blood) was done for 2 years post-
transplant. The groups were subdivided by CMV prophylaxis vs none (valcyte 
vs acyclovir) for subgroup analysis. Prophylaxis was given to pts who received 
IVIG+RIT, induction via lymphocyte depletion, or high-risk for CMV(D+/R-)
Results: CMV viremia was observed in 14% of Group 1 and 21% of Group 2 
(p=0.04), with no difference in pt or graft survival. There was higher rate of rejection 
in Group 1 (25% vs 14% p=0.002). Among pts with CMV viremia, Group 1 had 
lower initial (50 vs 87 copies/PCR, p=0.15) and peak (78 vs 206 copies/PCR, p=0.15) 
copies. Time to develop CMV was shorter in Group 1 (80 vs 108 days p=0.02) 
but time to clearance was similar (33 vs 28 days). Serum creatinine was similar at 
onset of CMV viremia (1.3 vs 1.5mg/dl). Rejection before or after CMV viremia 
was similar in the groups. In a subgroup analysis of pts receiving CMV prophylaxis 
incidence of CMV viremia was higher in Group 2 (17% vs.32% p<0.001). With 
prophylaxis, initial CMV viral loads were similar (50 vs 63 copies/PCR). There was 
no difference in time to CMV viremia (80 vs 70 days) or clearance (33 vs 33 days) in 
the subgroups. Among pts with known CMV serostatus, fewer pts in Group 1 were 
high-risk (3 vs 15% p<0.001). Of the high-risk pts in the 2 groups, more pts in Group 
2 developed CMV viremia (1 vs 7% p<0.001). There was no difference in incidence 
of CMV viremia between the low(D-/R-) and moderate-risk(D+/R+, D-/R+) groups.
Conclusion: DES with IVIG+RIT is not associated with higher incidence of CMV 
viremia. With prophylaxis, even though CMV viremia was higher in non-DES pts, 
no differences were found between initial CMV loads, time to develop or clear CMV 
viremia. This indicates that with prophylaxis, DES with IVIG+RIT does not appear 
to place pts at increased risk of CMV. Rejection was more prevalent in DES pts, but 
there was no signifi cant relation to CMV viremia with rejection.
DISCLOSURES: Jordan, S.: Grant/Research Support, CLS Behring, Genentech-
Roche.

Abstract# A168 
Desensitization Protocol Consisted of DFPP, Anti-CD20 Ab, 
Tacrolimus and Mycofenolate Mofetil, Improves Graft Function 
in Sensitized Patients of Living-Donor Kidney Transplantaion. 
T. Murakami, K. Iwadoh, Y. Ogawa, M. Soeno, K. Miki, K. Kai, A. 
Sannomiya, K. Kitajima, I. Koyama, I. Nakajima, S. Fuchinoue. Kidney 
Center Surgery, Tokyo Women’s Medical University, Tokyo, Japan.
Objective) The aim of this study was to investigate the effi cacy of desensitization 
protocol (DP) including double fi ltration plasmapheresis (DFPP), rituximab, 
tacrolimus (Tac), and mycofenolate mofetil (MMF), and to evaluate risk factors for 
graft function in sensitized patients of living-donor kidney transplantation (LDKT).
Methods) Retrospectively, 35 recipients of LDKT, who had preformed donor-specifi c 
HLA antibodies (DSA), with average age of 51.0±13.0 (13 males and 22 females), 
were included in the study. Recipients were divided into 2 groups, Group 1 (n=9): DP 
consisted of DFPP and/or a rituximab (100mg) at four days before transplantation, 
and Group 2 (n=26): DP consisted of DFPP and/or a ritximab, and Tac (1mg/day) 
and MMF (250mg /day) for one month prior to transplantation. Occurrence of 
acute antibody mediated rejection (AMR), graft-survival rates (GSR) and eGFR 
at 3 years, were compared between them. And risk factors for developing AMR in 
patients with DSA were evaluated.
Results) 3-year AMR free ratio was 33.3% in Group 1 and 76.7% in Group 2 
(p=0.0190).

All AMRs responded to treatment consisted of DFPP, intravenous immunoglobulin, 
and anti-thymocyte rabbit globulin. 3-year GSR in Group 1 and 2 were 100% and 
90.2%, respectively (p=0.29). However, 3-year eGFR values in patients with AMR 
and without AMR were 23.6±8.3 and 50.0±15.8 mL/min (p<0.001). Interestingly, 
11 of 12 recipients with AMR were females (p=0.01), and 10 of them (90.1%) were 
donated from husband. Other factors, such as age, PRA, value of MFI of Flow 
Cytmetric Crossmatch test were not signifi cant.
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Conclusions)In patients with DSA, there was no signifi cant difference in graft 
survival between two groups, however, occurrence of AMR in Group2 was 
signifi cantly lower than that of Group 1. DFPP, rituximab plus prior prescription of 
Tac and MMF should be a useful DP. And female recipient donated from husband 
was signifi cant risk factors for graft function after LDKT in patients with DSA.

Abstract# A169 
Everolimus Spontaneously Decline Anti-ABO Blood Type Antibody 
Titer Prior to Plasmapheresis in Desensitization for ABO Incompatible 
Kidney Transplantation. H. Harada, N. Fukuzawa, T. Maehana, H. 
Tanaka, T. Seki. Kidney Transplant Surgery, Sapporo City General 
Hospital, Sapporo, Japan.
INTRODUCTION: The standard desensitization protocol comprising calcineurin 
inhibitor (CNI), mycophenolate mofetile (MMF), corticosteroid (CS) and rituximab 
(RIT) with some sessions of plasmapheresis (PP) have been used in ABO 
incompatible kidney transplantation (ABOiKTX). However, the effect of CS against 
B-1a cells producing anti-ABO blood type antibody is skeptical. Conversely, mTOR 
inhibitor everolimus (EVR) can suppress the cell proliferation (Ide and Ohdan et al. 
Hiroshima University). In order to ensure ABOiKTX, we have recently used EVR 
together with CNI and MMF instead of CS and discuss the outcome.
METHODS: Sixty consecutive patients suffering from end-stage kidney disease who 
attempted ABOiKTX from live donor without donor specifi c anti-HLA antibody were 
surveyed. They were divided into two groups according to the immunosuppression 
protocol (IS) , such as Control Group; CNI/MMF/CS/RIT/PP, EVR Group; CNI/
MMF/EVR/RIT/PP. EVR were initiated with a 1.5mg/day of loading dose and 
adjusted aiming the target range (3-6ng/ml) . The duration of desensitization of oral 
immunosuppression were depend on anti-ABO IgG of IgM titer, such as from D-28 
for 128x or higher, from D-14 for 64x, from D-7 for 32x or lower. Patients except 
for initial titer less than 8x received 2 to 4 sessions of PP just before ABOiKTx. 
We compared the change of strength of anti-ABO IgG titer between initial and just 
prior to PP and the outcome of ABOiKTx.
RESULTS: The patients’ characteristics were comparable except for the duration 
of dialysis and follow-up period. The strength of initial anti-ABO IgG titer was also 
comparable. Interestingly, the spontaneous decreases of anti-ABO IgG titer prior to 
PP were frequently seen in EVR Group than Control Group (p=0.0209).

Decline Stable/Elevation
Control (n=45) 5 40
EVR (n=15) 6 9

Most of patients underwent ABOiKTX except one each according to sustained high 
titer. Incidences of acute antibody-mediated rejection were only seen in Control 
Group (4 out of 44 patients). All kidney grafts functioned well and patients are alive 
without any severe events.
CONCLUSION: EVR could successfully substitute for gold standard CS in IS for 
ABOiKTX. The spontaneous decline of anti-ABO titer just prior to PP would be 
the synergistic effect of EVR on CNI/MMF. EVR have potential role in sparing the 
precious blood derivative or blood product for PP and may ensure safer ABOiKTX.

Abstract# A170 
Prevalence of Mental Health Disorders in HLA-Incompatible 
Transplant Recipients vs. Compatible Recipients: A Multi-Center 
Study. B. Orandi, L. Kucirka, K. Kumar, J. Garonzik-Wang, K. Van 
Arendonk, R. Montgomery, D. Segev. Johns Hopkins, Baltimore.
BACKGROUND: HLA-incompatible kidney transplant (IKT) recipients are more 
likely than compatible patients to have a history of a failed transplant. Furthermore, 
they are more likely to experience rejection, re-hospitalization, and graft loss. These 
hardships--in a setting in which strict adherence to immunosuppression therapy is 
particularly critical--may lead the IKT population to be associated with a higher 
prevalence of mental health disorders.
METHODS: IKT status was collected on 3,683 patients from 20 centers (501 IKT, 
3,182 compatible). These patients were linked to Medicare claims data and those 
with psychiatric diagnoses were identifi ed.
RESULTS: The prevalence of anxiety disorder was 10.8% in IKT patients vs. 6.7% 
in compatible recipients (P=0.001). IKT patients were more likely to have a diagnosis 
of depression (16.8% vs. 12.4%; P=0.008). The prevalence of adjustment disorder 
(3.4% vs. 2.2%; P=0.092), bipolar disorder (1.8% vs. 1.7%; P=0.8), alcoholism 
(1.0% vs. 1.1%; P=0.8), substance abuse (3.8% vs. 3.1%; P=0.4), and suicide attempt 
(0.6% vs. 0.2%; P=0.2) were not different between IKT and compatible patients.
CONCLUSION: Previous studies have linked psychiatric diagnoses to decreased 
medication adherence post-transplant. Given the increased rate of anxiety and 
depression in IKT patients, enhanced surveillance and prompt treatment for these 
disorders post-transplant should be considered for IKTs. Transplant candidates 
undergo a psychosocial evaluation pre-transplant. Given the high prevalence of some 
of these psychiatric disorders, particularly in the IKT population, the availability of 
psychiatric and social services for transplant patients seems warranted.

Abstract# A171 
ABO Desensitization Induces CD4+ Lymphocytopenia After Renal 
Transplantation. T. Schachtner,1,2 P. Reinke.1,2 1Nephrology and Internal 
Intensive Care, Charite University Medicine Berlin, Berlin, Germany; 
2Berlin-Brandenburg Center for Regenerative Therapies, Charite 
University Medicine Berlin, Berlin, Germany.
Rituximab, immunoabsorption and IVIG are commonly used for desensitization of 
AB0-incompatible transplantation. Its impact on infectious complications, immune 
control, and alloreactivity, however, is scarcely described.
Here, we studied all 35 AB0-incompatiblekidney transplant recipients (KTRs) at 
our center transplanted between 2005 and 2012. Our AB0-incompatibility protocol 
included rituximab, immunoabsorption, and IVIG with a tacrolimus-based triple-
drug immunosuppression. An age, gender, HLA-mismatch, and maintenance 
immunosuppression matched control group of 62 KTRs from living donors was 
used for comparison. Samples were collected before Transplantation, at +1, +2, +3, 
+6, and +12 months posttransplantation. CMV-specifi c and alloreactive T-cells were 
measured using an interferon-γ Elispot assay. The extent of immunosuppression was 
quantifi ed by measures of immune function including lymphocyte subpopulations 
and cytokine levels.
No differences were observed for 5-year graft survival and estimated GFR 
between AB0-compatible and AB0-incompatible KTRs (p>0.05). However, AB0-
incompatible KTRs were more likely to develop CMV viremia, BKV-associated 
nephropathy and septic complications during the early posttransplant period (p=0.05). 
KTRs undergoing AB0-incompatible transplantation showed signifi cantly decreased 
total CD3+ and CD4+ T-cells counts compared to AB0-compatible KTRs during the 
fi rst posttransplant year (p<0.05). CD8+ T-cell counts, however, weren’t affected 
at any time (p>0.05). Similarly, AB0-incompatible KTRs showed signifi cantly 
lower interferon-γ serum levels (p<0.05). Among KTRs developing alloreactive 
T-cells, frequencies were signifi cantly higher in AB0-compatible KTRs (p=0.013). 
AB0-incompatible KTRs showed signifi cantly lower CMV-specifi c T-cells at 
transplantation (p=0.024).
Our data suggest rituximab-induced T-cell depletion, mainly of CD4+ cells, which 
may contribute to the increased risk of T-cell-dependent infections. Elimination 
of B-cells serving as antigen-presenting cells, thereby causing impaired T-cell 
activation, could play a signifi cant role in both impaired virus control and reduced 
alloreactive T-cell activation. Immune monitoring may assist in KTRs at increased 
risk to guide therapeutic interventions.

Abstract# A172 
Clinical Application of Flow Cytometry to Measure Anti-A/B IgG 
Antibody in ABO Incompatible Kidney Transplantation. J. Lee,1,2 E. 
Kwon,1,2 H. Kim,1,2 J. Seo,1,2 H. Jung,1,2 J. Choi,1,2 J. Cho,1,2 S. Park,1,2 Y. 
Kim,1,2 C. Kim.1,2 1Internal Medicine, Kyungpook National University 
School of Medicine, Daegu, Korea, Republic of; 2Clinical Research 
Center for End Stage Renal Disease, (CRC for ESRD), Korea, Republic of.
Introduction: Current methods of measuring anti-ABO antibody titer by 
hemagglutination titer are subjective and not reproducible. However, the fl ow 
cytometry (FC)-based method was suggested to be reproducible and yield semi-
quantitative results. The aim of this study is to compare anti-ABO antibody titer by FC 
with the measurement by column agglutination test (CAT) and the clinical outcome 
according to baseline mean fl uorescence intensity (MFI) ratio obtained by FC.
Methods: We reviewed 14 cases of ABO-incompatible kidney transplantation 
(ABO-i KT) performed from February 2012 to July 2013. In these patients, baseline 
IgG titers were measured using both FC and CAT methods. We investigated the 
correlation between levels measured by FC and levels measured by CAT using 
correlation coeffi cient. Patients were classifi ed as the high MFI ratio group ( ≥200, 
n=7) or the low MFI ratio group (<200, n=7).
Results: The MFI ratio of FC-based method was highly correlated with the titer of 
CAT (r=0.895, p=0.01). An equation between MFI ratio and CAT titer is as follows: 
Log (MFI ratio) = 0.863 x log(CAT titer) + 0.342. The number of pre-transplant 
plasmapheresis signifi cantly increased with the increase of baseline MFI ratio 
(r=0.908, p = 0.01). The allograft function was immediately recovered and stable. 
The pre-transplant MFI ratios were reduced from 277.1 (baseline) to 8.3 (day of 
transplantation) and the highest MFI ratio at kidney transplantation was 32.6. There 
was no acute rejection in ether group during follow-up. The postoperative bleeding 
requiring reoperation immediately after KT occurred in 2 and 1 patients of the high 
MFI ratio and low MFI ratio groups, respectively.
Conclusions: The measured levels of anti-ABO antibody using FC-based method 
were highly correlated with the level using CAT in ABO-i KT. The decreased level 
of anti-ABO antibody using FC after plasmapheresis suggested its potential as 
effective method for measurement of anti-ABO antibody level.
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Abstract# A173 
Rituximab as a Preconditioning for Kidney Transplant Recipients 
Also Reduces Incidence of Acute T-Cell Mediated Rejection. T. Hirose, 
T. Tanabe, D. Iwami, K. Morita, H. Sasaki, Y. Oishi, K. Nonomura. 
Department of Urology, Hokkaido University Hospital, Sapporo, 
Hokkaido, Japan.
[Purpose] Rituximab has been used as a B-cell depletion agent in pre-transplant 
treatment for anti-donor HLA-specifi c antibody positive (DSA+) and ABO blood 
type-incompatible (ABOi) kidney transplantation (KTx). While it has been proven 
that rituximab can reduce incidence of acute antibody-mediated rejection (AMR) in 
patients with pre-existing anti-donor antibody, it is unclear whether rituximab also 
affect incidence of acute T-cell mediated rejection (TMR). Aim of this study is to 
investigate the relation between rituximab and TMR incidence.[Patients & Methods] 
One hundred and seven KTx were performed from February 2006 to November 2012. 
Thirty-three patients (9 cases of DSA+ and 24 cases of ABOi) were treated with 
rituximab (50-400mg/body) together with pre-existing antibody elimination protocol 
including plasmapheresis and intravanous immunoglobulin (rituximab group). The 
other 74 patients without rituximab administration were categorized as control group. 
Both groups were given basiliximab as an induction and maintained with triple 
immunosuppressants. Mean ages at KTx were 47.6 years in rituximab group and 
40.0 years in control group, and mean follow up periods were 42.6 and 48.3 months, 
respectively. Diagnosis of rejection was proven by renal graft biopsy. The incidence 
of TMR and AMR, graft survival and CMV infection were evaluated in both groups. 
The risk factors which affect the incidence of TMR were evaluated by multivariate 
analysis.[Result]While incidence of AMR in rituximab group was signifi cantly higher 
than control group (21.9% vs 2.7%, p=0.004), rituximab group had signifi cantly 
lower incidence of TMR than control group (9.4% vs 24.7%, p=0.039). Although 
all rejection had been resolved by anti-rejection therapy, 7 grafts were lost without 
immunological cause during the period of follow-up. Graft survival of rituximab 
group was not signifi cantly different from control group (97.0% vs 92.9%, p>0.05). 
The incidence of CMV infection in rituximab group was not different from control 
group (21.2% vs 31.1%, p>0.05). In a multivariate analysis, rituximab administration 
was only independent factor for prevention of TMR (OR 0.15, 95%CI 0.03-0.67, 
p=0.013). [Conclusion] Rituximab reduces incidence of TMR in renal transplant 
recipients with immunological risk. Rituximab can be also considered as an option 
for induction protocol to prevent TMR in substantial recipients.

Abstract# A174 
Changes in ABO-Blood Type Antibody Titers After Single-Dose 
Rituximab Administration. T. Hirai, H. Ishida, R. Shibahara, Y. Sawada, 
D. Toki, T. Nozaki, K. Omoto, K. Tanabe. Department of Urology, Tokyo 
Women’s Medical University, Tokyo, Japan.
Background: For ABO-incompatible kidney transplantations (ABO-I KTx), new 
B-cell targeting protocol including the anti-CD20 antibody, rituximab (Rit), has been 
adopted at our institution since 2005. However, the changes of the anti-blood type 
antibody titers after administration of Rit are still elusive. Further, an association 
between antibody titers and transplant outcomes in our new strategy has not yet 
been presented.
Patients: The subjects of this study are 165 recipients who underwent ABO-I KTx 
between 2005 and 2013. All patients received 150mg/m2 of Rit, in addition to the 
usual immunosuppressive protocol consist of FK/MMF/MP, basiliximab, and 3 
sessions of plasmapheresis (PP). The acceptable titers of IgG and/or IgM anti-blood 
type antibodies before KTx were less than 1:32. We investigated the changes of the 
antibody titers before and after desensitization, and continued to observe it after 
KTx. We also analyzed the relationships between the initial antibody titers and the 
pathological fi ndings. We did not routinely perform prophylactic PP postoperatively.
Results: At fi rst visit, 71 of 165 patients showed low titers of anti-blood type 
antibodies (<1:32; low titer group), whereas 94 recipients showed high titers (>1:64; 
high titer group). Post-transplant titers continued to be low in all recipients of the 
low titer group (71/71, 100 %). In 82 recipients of the high titer group (82/94, 
87%), antibody titer rapidly decreased to less than 1:32 after desensitization and 
then persisted to be low even after KTx (<1:32). In 12 recipients of the high titer 
group (12/94, 13 %), antibody titer also decreased after desensitization, although it 
showed rapid elevation up to preoperative levels within 1 month after KTx. Those 
titers, however, subsequently decreased by 1 year without additional interventions. 
There was no difference in either incidence rate of acute rejection or graft survival 
regardless of the titers of the anti-blood type antibodies at the fi rst visit.
Conclusions: Our novel desensitization protocol for ABO-I KTx yielded excellent 
results, regardless of the initial anti-blood type antibody titers. Even though elevation 
of antibody titers was observed, additional interventions such as administration of 
Rit and prophylactic PP may not always be necessary.

Abstract# A175 
Predictors of Transplantation Following Desensitization in Highly 
Sensitized Renal Transplant Candidates. S. Tremblay,1 N. Ejaz,1 B. Abu 
Jawdeh,1 R. Alloway,1 J. Revollo,1 A. Shields,1,2 M. Cardi,2 M. Cuffy,1 E. 
Woodle.1 1University of Cincinnati, Cincinnati, OH; 2The Christ Hospital, 
Cincinnati, OH.
HLA sensitization remains a major barrier to kidney transplantation and is often 
treated by desensitization (DS). Factors that reliably predict responses to DS and 
subsequent successful transplantation have not yet been defi nitively established. The 
aim of this study was to analyze factors that may predict transplantation following DS.
Methods: Data was prospectively collected in patients who underwent DS from 
2009 to 2012. Transplantation was performed only if a negative fl ow crossmatch 
was obtained, and with a donor-specifi c antibody level no higher than 3500 MFI. 
Statistical analyses were performed using Chi square, student t-test and logistic 
regression. Variables achieving a p-value of ≤ 0.15 on univariate analysis (UVA) were 
included in the multivariate model (MVA). Highest level donor specifi c antibody 
was termed immunodominant antibody (iAb).
Results: 44 patients underwent DS and 23 patients were transplanted, 17.4% 
with their original living donor (LD), 30.4% with another LD and 52.2% with a 
deceased donor.
Univariate analysis

Transplanted after DS
Total patients = 44
Factor (%)

Yes No p-value
n=23 n=21

Female gender 52.2 76.2 0.098
African American race 26.1 47.6 0.14
Sensitizing event
Repeat transplantation 60.8 61.9 NS
Blood transfusion 43.4 28.6 NS
Pregnancy 39.1 61.9 0.131
≥ 2 types of sensitizing events 39.2 42.9 NS
> 1 DS treatment 21.7 9.5 NS
Living donor identifi ed prior to DS 52.1 19.4 0.003
iAb decrease > 50% 78.6 85.7 NS
iAb dilution titer ≥ 1:16 titer 56.5 42.8 NS
Pre-DS cytotoxic PRA ≥ 25% 78.3 61.9 NS
Pre-DS cytotoxic PRA ≥ 50% 52.1 66.6 NS
Pre-DS calculated PRA (cPRA) ≥ 50% (1500 MFI 
cutoff) 100 95.2 NS
Pre-DS cPRA ≥ 50% (4000 MFI cutoff) 95.6 76.1 0.088
Pre-DS cPRA ≥ 50% (8000 MFI cutoff) 86.9 66.7 0.155
Multivariate analysis

OR 95%CI p-value
Living donor (LD) availability at time of DS 10.6 2.26-50 0.03
Pregnancy as sensitizing event 0.25 0.06-1.13 0.071
Factors with p-value ≤ 0.15 on UVA that entered the MVA model were female gender, 
African American recipient race, pre-DS availability of LD, cPRA (4000MFI)  ≥ 
50% and prior pregnancy. Pre-DS LD availability and prior pregnancy were the 
most signifi cant factors that infl uenced transplant rates.
Conclusions: The data indicate that identifi cation of a LD is critical to facilitating 
transplantation. Pregnancy may also be an important risk factor in determining 
transplantation success with DS.
DISCLOSURES: Alloway, R.: Grant/Research Support, Millenium Pharmaceuticals. 
Woodle, E.: Grant/Research Support, Millenium Pharmaceuticals.

Abstract# A176 
Single Center Experience of Crossmatch Positivity in Kidney 
Transplantation. Y. Kim,1 S. Park,2 S. Shin,1 B. Choi,1 J. Jung,1 H. Cho,1 
D. Han,1 H. Oh,3 S. Kwon.3 1Surgery, Asan Medical Center, Seoul, Korea, 
Republic of; 2Nephrology, Asan Medical Center, Seoul, Korea, Republic of; 
3Laboratory Medicine, Asan Medical Center, Seoul, Korea, Republic of.
(Background)Antibody against donor is a barrier to successful kidney 
transplantation. But considering the shortage of cadaveric donor especially in Korea, 
living donor renal transplantation after desensitization in HLA-incompatible patients 
provides signifi cant survival benefi t and expands donor pool.
(Methods)Rituxiamb and plasmapheresis based desensitization were performed 
±(IVIG or Bortezomib) in CDC positive (n=14) and FCXM positive patients(n=102). 
The target MFI ratio after desensitization was less than 2.0 in T cell and less than 
2.5 in B-cell in our center.
(Results)HLA incompatible KT accounts for approximately 15% of all living donor 
kidney transplantation in our center. In this cohort, Female was 65.8 % (n=77). 56 
patients were high PRA (>50% by Luminex) including 15 re-transplantation.Mean 
recipient age was 45.4 year old (±11.9). Mean baseline MFI ratio was 5.6 ± 5.6 
[Median 3.55 (2.0-32.7)].
During 827days (± 420) of follow up period, three patients died one from cardiac 
and two from infection. There was no immunologic graft loss, although nine cases 
of early AMR and six cases of ACR developed. Overall 1 year rejection free graft 
survival rate was 86.2%. CDC positive patients showed lower rejection free graft 
survival rate than that in FCXM only patients (P=0.098).
(Conclusions) HLA incompatible KT after desensitization is feasible and can expand 
donor pool. However careful recipient selection and postoperative close monitoring 
of these moderate to high risk group are required for successful outcome especially 
in CDC positive patients.
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Abstract# A177 
Late-Onset Neutropenia and Acute Rejection in ABO-Incompatible 
Kidney Transplant Recipients Receiving Rituximab. T. Iwai, J. Uchida, 
K. Kabei, Y. Kohyama, M. Okamura, Y. Nin, K. Iguchi, Y. Shimizu, N. 
Yukimatsu, T. Yamasaki, N. Kuwabara, T. Naganuma, N. Kumada, T. 
Nakatani. Urology, Osaka City University Graduate School of Medicine, 
Osaka, Japan.
Background
Recently, a new avenue in the management of ABO-incompatible kidney 
transplantation has been presented with the introduction of an anti-CD20 monoclonal 
antibody, rituximab. In May 2006, we started our program using this antibody for 
ABO-incompatible kidney transplantations. Using rituximab, we have experienced 
successful ABO-incompatible renal transplantations without splenectomy as well 
as in recipients with high pre-transplant anti-A/B antibody titers. At our institution, 
rituximab (150 mg/m2) was administered twice at 2 weeks priorto and on the 
day of transplantation except for elderly recipients. The recipients aged 65 years 
and older received only a single dose of 150 mg/m2 rituximab at 2 weeks prior 
to transplantation. An increasingly recognized toxicity of rituximab is late-onset 
neutropenia (LON), defi ned as unexplained grade III-IV neutropenia occurring 
at least 4 weeks after the last dose of rituximab in the absence of an alternative 
explanation.
Patients and Methods
Between May 2006 and December 2011, 25 patients who received rituximab 
underwent successful ABO-incompatible kidney transplantations. These 25 cases 
were enrolled as the subjects in this study. LON was defi ned as grade III to IV 
neutropenia after the last administration of rituximab, in the absence of any alternative 
reason to explain its occurrence.
 
Results
Twelve recipients (48%) experienced LON 1-11 months after transplantation. Five 
of the 12 patients (41.6%) who developed LON had an episode of biopsy-confi rmed 
acute cellular rejection, as compared with one of the remaining 13 patients (7.7%) 
who did not develop LON. Moreover, 3 patients who experienced LON developed 
steroid and deoxyspergualin-resistant acute cellular rejection, and they required 
OKT-3 administration.
Conclusion
The frequency of acute cellular rejection tended to be higher in ABO-incompatible 
kidney transplant recipients with LON than in those without LON. Our fi ndings 
suggest that recipients who develop LON after rituximab administration may be at 
an increased risk for acute cellular rejection.

Abstract# A178 
Infl uences of the CD20 Ab Rituximab On the Renal Transplant 
Recipients and Renal Grafts 5 to 8 Years After Immunologically 
High-Risk Renal Transplantation. M. Okumi, M. Furusawa, H. Ishida, 
K. Omoto, T. Shimizu, T. Nozaki, M. Inui, K. Tanabe. Urology, Tokyo 
Women’s Medical University, Tokyo, Japan.
Background; In ABO-incompatible and HLA-incompatible kidney transplantations, 
B-cell targeting therapy, including use of the CD20-antibody rituximab (Rit), has 
been adopted as part of a new immunosuppressive protocol at our institution since 
2005. However, the long-term results of this drug in the fi eld of transplantation 
are still unclear.
Materials and methods; The subjects of this study included 68 recipients who 
received 150mg/m2 of Rit, between 2005 and 2008. Among these 68 recipients, 45 
had ABO-incompatibility, 30 had HLA-incompatibilities. Long-term adverse events 
as well as the graft survival rates and incidence rates of graft rejection were compared 
between the Rit and non-Rit (N=86) groups during the same observation period of 5 
to 8 years after the introduction of the new rituximab-based protocol at our institution.
Results; The graft survival rate in the Rit group was 93% at 5 years and 91% at 
8 years. Both the patient and graft survival rates were comparable to those in the 
non-Rit group. In the Rit group, T-cell-mediated rejection rate was 8.2%, and 
antibody-mediated rejection rate was 5.5% between 5 and 8 years after Tx. CMV 
incidence rate was 2% at 5 years and 2% at 8 years, being comparable to those in 
the non-Rit group. However, the period until seroconversion of the CMV titers in 
recipients with a CMV +/- status was signifi cantly longer in the Rit group than that 
in the non-Rit group. Also, there was no statistically difference in the incidence of 
de novo malignancies, including B cell lymphoma, between the Rit and non-Rit 
groups (2% vs. 3%, P=0.44).
Conclusion; Based on the observations between 5 and 8 years after transplantation, 
administration of rituximab appeared to be satisfactorily acceptable from the point of 
view of both the side effects and the immunological-inhibitory effects for successful 
kidney transplantations in immunologically high-risk individuals.

Abstract# A179 
ABO Antibody Removal of Plasmapheresis (PP) With Intravenous 
Immunoglobulin (IVIG) Before ABO-Incompatible (ABOI) Kidney 
Transplantation: Single Center Experience. D. Lee,1 B. Kim,2 J. Kim.3 
1Nephrology and Transplantation, Maryknoll General Hospital, Busan, 
Korea, Republic of; 2Laboratory Medicine, Maryknoll General Hospital, 
Busan, Korea, Republic of; 3General Surgery, Maryknoll General 
Hospital, Busan, Korea, Republic of.
Background: ABOI kidney transplantation is an inevitable option to overcome 
serious organ shortage. Outcome of ABOI grafts became equivalent to compatible 
grafts. Variable protocols are adapted in different centers, however, there are few data 
on success rates of ABO antibody removal or relating to patients in who antibody 
removal fails. The purpose of this study was to evaluate the likelihood of achieving 
transplantation depending on ABO antibody titers.
Methods: 55 patients were enrolled between 2007-2012. We perform ABOI kidney 
transplantation using anti-CD20 antibody, tacrolimus and PP with IVIG. The median 
antibody titer was 1:64 (Range 8-4096). Transplantation was proceeded when the 
ABO titer reached ≤ 1:8. To determine the likelihood of achieving transplantation, 
the number of PP required to proceed transplantation and baseline ABO titer were 
analyzed.
Results: All 55 patients(100%) successfully completed transplantation after 5.75±4.3 
PP with IVIG. Three patients did not reach target ABO titer and their achieved ABO 
titer at the time of transplantation were 1:16. The median follow-up duration was 
18.1 month (Range 0.9-71.8). The mean age was 45.8±9.9 year and 65.6% were 
female. The median ABO titer was 2 (Range 1-16) at the time of transplantation, 
4(Range 1-64) at 1month posttransplantation and 4 (Range 4-128) at the last follow-
up, respectively. The number of PP to reach an ABO titer of ≤ 1:8 was signifi cantly 
correlated with baseline ABO IgG titers (r2=0.829, P < 0.001).

Conclusions: All 55 patients successfully preformed ABOI kidney transplantation 
without failure. Three patients even failed to reach target titer at the time of 
transplantation, however, all of them were successfully transplanted. Though optimal 
ABO titer at the time of transplantation remains debatable, we carefully need to 
tailor our protocol with target ABO titer of greater than or equal to1:16 at the time 
of transplantation to expand kidney donor pool.

Abstract# A180 
Flexible Desensitization Protocol for ABO-Incompatible Kidney 
Transplantation. A. Sushkov, A. Sharshatkin, Y. Moysyuk. Liver and 
Kidney Transplantation, Academician V.I. Shumakov Federal Research 
Center of Transplantology and Artifi cial Organs, Moscow, Russian 
Federation.
In 2011, based on experience of “Stockholm group” we started to perform ABO-
incompatible kidney transplants in our center. The fi rst 3 patients were treated in 
according to Tyden’s protocol. Then we modify initial regimen and in the next 12 
cases were used our modifi cation of protocol.
Initial 
titer

Rituximab, mg / day 
prior Tx

Tac+MMF+Ster, day 
prior Tx PP IA IVIG, 

g/kg IA/PP after Tx

≤ 1:8 200 mg / 7 7 no no 0,5 On demand (titer 
> 1:16)

1:16 - 
1:64 500 mg / 10 10 yes no 0,5 On demand (titer 

> 1:16)
≥ 1:128 375 mg/m2 / 10 10 no / 

yes yes 0,5 On demand (titer 
> 1:16)

All 129 consecutive living-donor kidney transplants performed in our center between 
January,1 2011 and May,31 2013 were included in the analysis. Recipients were 
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divided into 2 groups: ABO-compatible living donor Tx (LD, n = 114) and ABO-
incompatible living donor Tx (iABO, n = 15). The clinical outcomes of these two 
groups were retrospectively analyzed.
Maintenance of immunosuppression in all groups consisted of tacrolimus (Tac) 
/ mycophenolate mofetil (MMF) / steroids. Basilximab was administered to all 
patients.
The initial IgG anti-A/B titers in iABO group ranged from 1:2 to 1:1024. Anti-A 
incompatibility observed in 8 case, anti-B – in 7 cases.
All rejection episodes were biopsy proved. Acute cellular rejection (ACR) was 
treated with 3-day corticosteroid pulse (500 mg/day).
Implementation of our fl exible protocol in iABO group is safety – there were no 
adverse effects during pretransplant desensitization. In all cases desensitization was 
effective – at the day of transplant anti-A/B titers were 1:8 or below.
6-mo, 1-ye and 2-ye graft survival in iABO group was 91,7%; in LD group 97,3%, 
97,3% 93,1%, respectively. There were no signifi cant difference in graft survival 
between iABO and LD (log rank test p-value 0.6938) and ACR rate: 6,1% in LD 
group vs. 13,3% in iABO group (chi-square p = 0,3040).
C4d-positive graft biopsies more frequently observed in iABO group (53,3%), but 
there was no correlation with acute rejection signs or graft dysfunction.

Abstract# A181 
Desensitization Protocols in Immunologic High Risk Pediatric 
Recipients. P. Salas Del Campo,1 V. Pinto,1 J. Grandy,1 A. Rojo,1 
H. Dinamarca,1 P. Zambrano,1 R. Iniguez,1 J. Rodriguez.2 1Pediatric 
Nephrology, Hospital Exequiel Gonzalez Cortes, Santiago, Chile; 
2Facultad de Medicina Universidad de Chile, Santiago, Chile; 3, Santiago, 
Chile.
Renal transplantation (Tx) is the modality of choice for renal replacement in children 
with ESKD. Sensitized recipients have increased signifi cantly and in this group renal 
tx rate is extremely low. Currently therapies that modulate antiHLA antibodies such 
as intravenous inmune globuline (IVIG), plasmapheresis (PP) and rituximab have 
improved their transplantation’s chances. We report our desensitization protocols,the 
outcome of the sensitized patients after tx, and the immunologic post tx monitoring. 
We has been used two protocols, IGEV 2gr/kg for 3 months (2/6) and IGEV 2 gr/kg 
two doses plus one dose of rituximab 375 mg/m2 (4/6). Sensitized patients in waiting 
list for DD received one of these protocols. After one month they were included in 
a medical urgency list for tx. After tx they received another dose of IGEV 2 gr/kg 
and prophylactic PP. Donor specifi c alloantibody (DSA) was monitorized. Induction 
therapy was timoglobulin, and maintenance:prednisone, MMF and tacrolimus. 
Antibody mediated rejection (AMR) or T- cell mediated rejection (ACR) were defi ned 
by Banff classifi cation. Between January 2009 and December 2013, 160 patients 
underwent kidney Tx. Six highly sensitized, with PRA more than 40% went into 
pretransplant desensitization. After 12 months (3-20) they received a kidney from 
DD. PRA pre desensitization 89,3% (100-71), post desensitization 79,3% (97-39). All 
the patients had negative CDCXM pretx and 2/6 had positive CFXM pretx. Rejection 
incidence 33% :1 cellular acute rejection (CAR), 1 humoral acute rejection (HAR), 
1 mixed rejection. 1/6 had a BK nephritis. Observation period was 26,5 month (6-
48). Renal function determined by creatinine was: 1.2, 1.0, 1.3 mg/dl at one, three 
and twelve month postx. At the end of observation period creatinine was 1.3 mg/dl 
(0,81-2,62). One patient had proteinuria.Patients survival was 100%, graft survival 
83,3%. One patient lost the graft for an AMR. Sensitization to HLA antigens is a 
signifi cant barrier to renal transplantation. New protocols for desensitization with 
IVIG, PP and antiCD20 antibodies has become sucessfull to allow tx in this group 
of patients. The highly sensitized patients should be closely monitorized because 
they have and increase risk of AMR. The same therapies can be usefull to treat AHR.

Abstract# A182 
Preliminary Outcome of Desensitization With Super High Dose IVIG, 
Plasmapheresis, and Rituximab for Crossmatch-Positive (Highly 
Sensitized) Kidney Transplant Recipients. K. Omoto, M. Furusawa, T. 
Shimizu, M. Inui, T. Nozaki, D. Toki, H. Shirakawa, H. Ishida, K. Tanabe. 
Department of Urology, Tokyo Women’s Medical University, Tokyo, Japan.
Introduction: Perfect desensitization regimen for highly sensitized recipients has not 
been established yet. We examined the effectiveness of desensitization regimen with 
super high dose intravenous immune globulin (shd-IVIG) (4 g/kg), plasmapheresis, 
and rituximab injection.
Method: Five highly sensitized recipients were enrolled in this study. Of these, 
2 cases (patient 1 and 4) were T-cell positive complement-dependent cytotoxic 
crossmach (T-CDCXM), and 2 cases (patient 2 and 3) were T-cell positive fl ow 
cytometric crossmatch (T-FCXM). One case was B-FCXM. All patients received 
desensitization with shd-IVIG (4 g/kg), rituximab (500 mg/body), and plasmapheresis 
three times prior to kidney transplantation. Maintenance immunosuppression 
included tacrolimus, MMF, and steroids (Figure 1). We investigated allograft 
renal function after kidney transplantation and kinetics of anti-donor specifi c HLA 
antibodies (DSA) by fl ow-crossmatch and Luminex single antigen beads method.

Results: 
All patients were underwent kidney transplantation. The mean follow-up period 
was 12.6 (range 9 - 15) months. Mean serum IgG level at pre-sensitization and 
pre-transplant were 356 ± 117 and 3491 ± 795 mg/dl (normal range 870 - 1700), 
respectively. The mean serum creatinine level was 1.42 ± 0.6 (range 0.84 - 2.2) mg/
dl at last follow-up. The MFI of DSA in patients 1 and 3 were gradually decreased 
and not fi nally detected by Luminex at last follow-up. The MFI of non-DSA was still 
at a high level meaning donor-specifi c inhibition of antibody production occurred 
in this desensitization. Although three of four pre-existing DSA in patient 2 were 
decreased and disappeared, the MFI of class II DSA for DR53 was increasing. The 
patient had experienced severe cholecystitis after transplantation, then acute antibody 
mediated rejection occurred. She received steroid and additional IVIG therapy.
Conclusions: Desensitization therapy using shd-IVIG, rituximab, and plasmaphresis 
appears effective in kidney transplant recipients with T-CDCXM or T-FCXM.

Abstract# A183 
Desensitization in Incompatible Living Kidney Donor Kidney 
Transplantation – A Single Center Experience. T. Kauke,1 U. 
Schoenermarck,2 M. Guba,3 M. Stangl,3 M. Fischereder,2 A. Dick,1 B. 
Meiser,4 A. Habicht.4 1Immunogenetics, University Hospital Munich, 
Munich, Germany; 2Nephrology, University Hospital Munich, Munich, 
Germany; 3Surgery, University Hospital Munich, Munich, Germany; 
4Transplant Center, University Hospital Munich, Munich, Germany.
Introduction: Due to the shortage of deceased donors and growing waiting 
times living donor kidney (LDK) transplantation performed in the presence of 
donor-specifi c antibodies (DSA) or ABO incompatibility (ABOi) using various 
desensitization protocols has increased. Promising results have been reported using 
different desensitization strategies. However, little is known about the impact of 
this intensifi ed desensitization protocols on the risk of infectious complications.
Methods: We retrospectively analyzed 8 patients with Luminex-detected DSA (DSA) 
and 26 ABOi (ABOi) patients who were successfully desensitized by anti-CD20, 
plasmapheresis and/or antigen-specifi c immunoadsorption and received a LDK 
transplant. Twenty LDK recipients with non donor-specifi c antibodies (low risk) 
and 32 LDK recipients with no anti-HLA antibodies (no risk), who received similar 
maintenance therapy but no desensitization served as control groups. All patients 
had a negative T cell CDC crossmatch. Medical records were reviewed for patient 
and graft survival, renal function, rate of rejections as well as BK virus infection 
within 12 month after transplantation.
Results: 1-year graft survival was 100 % in the DSA, ABOi, low risk and 98% in the 
no risk group (1 graft lost due to recurrence of FSGS). Renal function at 12 months 
was similar in all 4 groups (serum creatinine 1.63 ± 0.5 vs 1.78 ± 0.6 vs 1.64 ± 0.5 
vs 1.6 ± 0.3 mg/dl; eGFR (MDRD-formula): 48.05 ± 18 vs 42.6 ± 10 vs 48.5 ± 
13 vs 45.4 ± 10 ml/min in ABOi, DSA, low risk and no risk group). Incidence of 
acute T-cell mediated rejection was lower in the DSA (12.5%) and low risk (15%) 
group vs ABOi (23%) and no risk group (25%), while antibody-mediated rejections 
(AMR) were only found in the DSA (2/8) and ABOi (2/26) group. 6/8 patients in the 
DSA group showed evidence of persistent DSA including those who experienced a 
rejection. BK nephropathy was only diagnosed in desensitized patients in the DSA 
and ABOi group as compared to the control groups (5/34 vs 0/52).
Conclusion: We demonstrate favorable short-term allograft outcome in LKD 
transplant recipients after desensitization, if DSA can be removed. However, the 
intensifi ed desensitization was associated with an increased risk of BK nephropathy.
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Abstract# A184 
Examination of ABO-Incompatible Kidney Transplantation Without 
Methods of Removing Anti-ABO Antibodies at Pre-Transplantation  
. Y. Nakagawa, M. Ikeda, M. Tasaki, K. Saito, K. Takahashi. Department 
of Regenerative and Transplant Medicine, Niigata University, Niigata, 
Japan.
Background
It is well known that blood type antigens cause humoral rejection in ABO-
incompatible kidney transplantation(ABO-IKT) because of preformed natural 
antibodies directed against the donor blood group. To perform successful ABO-
IKT, temporary elimination of the anti-A/B antibodies from the recipient’s serum 
is mandatory. However, there are some problems and complications. Furthermore, 
anti-A/B antibody titer is a relative value and is not an absolute value. And it is not 
known to which level anti-A/B antibody titers have to be decreased to. We compared 
with induction period immunosuppressive therapy with or without removing of 
anti-A/B antibodies(RA).
Patients and Methods
ABO-I-NRA Group (n=14) patients received desensitization (FK/CYA, MMF, MP 
are administered 28 days before transplantation and a low dose of rituximab ) without 
methods of removing anti-A/B antibodies.
ABO-I-RA Group (n=18) It was as a control group, we studied 18 ABO-ILKTx 
patients with DFPP/PEX/ Immuneadsorption.
Results
1.Patient and graft survival at 1 year were no different between the groups. 
(100%versus 100%)
2.Patients of ABO-I-NRA Group experienced less acute rejections than those in 
ABO-I-RA Group (7.1% versus 33.3%, P=0.105), the difference not signifi cant.
3.ABO-I-NRA Group patients had non AMR, whereas two AMR in ABO-I-RA 
Group (11.1%). They were not caused by anti-A/B antibodies but were caused by 
anti-HLA antibodies.
4.DFPP reduced the mean anti-A/B IgM and IgG antibody levels to 52.8% and 
27.8% of pre- treatment levels, respectively. After kidney transplantation, they were 
maintained at 89.4% and 62.9% of pre-DFPP level. However, In ABO-I -NRA group 
patients showed similar results by only desensitization without anti-B IgM antibody 
levels after kidney transplantation.
Conclusion
We realized that the most important point in our therapeutic strategy was the 
inhibition of antibody formation through pretransplant desensitization therapy.
Pretransplant desensitization therapy to suppress host B cell immunity against 
ABO-histo blood group antigens would be the most effective treatment to ensure 
the successful outcome of ABO-incompatible living-related kidney transplantation.

Abstract# A185 
Kidney Transplantation After Desensitization in Patients With CDC 
Crossmatch(-), Flowcytometric Crossmatch(+), and C1q Assay(-). J. 
Lee,1,2 B. Kim,3 J. Lee,1,2 J. Lee,1,2 G. Choi,1 M. Kim,1,2 Y. Kim,1,2 K. Park,4 
K. Huh.1,2 1Department of Surgery, Yonsei University College of Medicine, 
Seoul, Korea, Republic of; 2Research Institute for Transplantation, Yonsei 
University College of Medicine, Seoul, Korea, Republic of; 3Department of 
Internal Medicine, Yonsei University College of Medicine, Seoul, Korea, 
Republic of; 4Department of Surgery, CHA Bundang Medical Center, CHA 
University, Seongnam, Korea, Republic of.
Introduction : The aim of this study is the retrospectively analyze the outcome of 
renal transplantation after desensitization in complement-dependent cytotoxicity 
crossmatch (CDCXm)(-), fl ow cytometric crossmatch (FCXm)(+) and C1q assay (-).
Methods : 11 patients with CDCXm(-), FCXm(+) and donor-specifi c antibody 
(DSA) detected in single antigen assay (SAA) using Luminex were selected. Before 
kidney transplantation, plasma exchange was done and rituximab (375mg/m2) was 
administered. C1q assay was performed before transplantation.
Results : Both B and T cell FCXm were positive in 5 patients. Other 6 patients 
showed only B cell positive FCXm. The MFI level of DSA calculated using SAA 
was greater than 10000 in 4 patients. All C1q assays were negative. Acute rejection 
developed in 6 (54.5%) patients; 2 (18.2%) biopsy-proven acute T-cell mediated 
rejection, 3 (27.2%) biopsy-proven acute antibody-mediated rejection (AMR), 1 
(9.1%) presumed acute rejection.Of 4 patients with MFI levels of DSA greater than 
10000, only 1 patient was clinically diagnosed with acute rejection. Three cases 
of acute AMR showed MFI level of DSA between 1000-2000. All cases of acute 
rejection were recovered after anti-rejection treatment. The mean eGFR (MDRD) 
at 3 months after transplantation was 55.45 ± 11.56 mL/min/1.73m2 showing stable 
renal function.
Conclusion : Kidney transplant patients with CDCXm(-), FCXm (+), and C1q (-) 
showed high rate of acute rejection. However, rate of acute AMR was acceptable 
and acute rejection can be well treated with stable renal function.

Abstract# A186 
ABO-Incompatible Kidney Transplantation Outcomes: A Single 
Center Experience. M. van Sandwijk, F. Bemelman, K. van der Pant, N. 
van der Weerd, T. de Jong, I. ten Berge. Renal Transplant Unit, Academic 
Medical Center, Amsterdam, Netherlands.
Background In recent years, ABO-incompatible kidney donor protocols have 
been developed, allowing more patients access to kidneys from a living donor. 
However, it is still unclear what the long-term outcomes of ABO-incompatible 
kidney transplantation are.
Methods We conducted a single center case control study comparing 10 ABO-
incompatible (ABO-i) kidney transplantations to 40 ABO-compatible (ABO-c) 
kidney transplantations. Controls were matched by gender, age and follow-up 
period. ABO-i recipients were treated with a single dose of rituximab four weeks 
before transplantation and started triple immunosuppressive treatment (prednisone, 
mycophenolate mofetil and tacrolimus) two weeks before transplantation. All 
ABO-incompatible recipients received IVIG preoperatively. Immunoadsorption was 
conducted at least four times preoperatively, with additional sessions being performed 
if the target anti donor blood type IgG ≤ 1:8 had not been reached. Postoperatively, 
3 immunoadsorptions were conducted.
Results ABO-i and ABO-c patients were followed for a median period of 2,25 vs. 2,5 
years respectively. There was no signifi cant difference in patient and graft survival. 
Kidney function (as measured by creatinin clearance, MDRD and proteinuria) was 
also not signifi cantly different, although there was a trend toward a lower kidney 
function in ABO-i patients. ABO-i patients had more biopsy-proven rejection 
episodes (50% in ABO-i vs. 15% in ABO-c, p=0,018) for which they received 
additional immunosuppressive treatment. This resulted in significantly more 
infections (1,7 infections per ABO-i patient vs. 0,9 infections per ABO-c patient, 
p=0,045). The number of days in the hospital in the fi rst year post-transplantation 
was also higher in the ABO-i group (24 vs. 15,5 median days). In linear regression 
analysis, higher baseline anti donor blood type IgG were predictive of a lower kidney 
function during follow-up.
Conclusion ABO-i transplantations can be performed successfully, without a 
signifi cant difference in patient and graft survival after a median follow-up of 2,25 
years. However, patients are at increased risk of rejections and infections. Patients 
with high anti donor blood type IgG are not suitable candidates for ABO-i kidney 
transplantation.

Abstract# A187 
ABO Incompatible Renal Transplantation Without Protocol Post 
Transplant TPE: Preliminary Results of a Pilot Study. S. Tan,1 M. Rao.2 
1Nephrology, Prince Court Medical Centre, Kuala Lumpur, Malaysia; 
2Renal Transplant Surgery, Royal Adelaide Hospital, Adelaide, Australia.
Background: ABOi renal transplantation is an increasingly practiced method 
of expanding the kidney donor pool but there is little analysis of the protocols 
used. Although there is substantial variation in the desensitization regimes, most 
incorporate protocol post transplant ABO antibody removal with therapeutic plasma 
exchange (TPE). We recently established an ABOi renal transplant desensitization 
regime without protocol post transplant TPE and report here the preliminary results.
Methods: 8 patients entered into our ABOi program between January 2012 and 
December 2013. Data were analyzed to determine the number of TPE to achieve 
target pre transplant ABO antibody titres of < 1:16, ABO antibody titres post 
transplant, graft survival, graft function and rejection rate.
Results: Median baseline ABO titres was 1:128 and all patients achieved target pre 
transplant ABO titres of < 1:16 after a median of 4 exchanges. Median follow up 
was 13 months with all patients maintaining ABO titres of < 1:16 at follow up with 
no protocol post transplant TPE. There was 1 case (12.5%) of acute cellular rejection 
which was reversed with steroids but none had antibody mediated rejection. Graft 
survival was 100% with current median serum creatinine 92umol/L.

Patient Months 
post Tx

Baseline 
ABO titre

Pre-Tx 
ABO 
titre

Number 
of Pre-Tx 
TPE

Serum 
creatinine 
(umol/L),
1st month 
post Tx

Serum 
creatinine 
(umol/L), 
Current

Total Rejection

M.S 23.0 1:32 1:16 2 101 88 0
A.H 20.0 1:64 1:8 5 75 72 0
H.S 17.0 1:128 1:8 4 140 142 2
S.M 17.0 1:64 1:8 4 95 96 0
I.U 9.0 1:128 1:16 4 104 153 0
Y.M 6.0 1:256 1:8 6 137 143 0

F.A 5.0 1:256 (A) / 
1:128 (B)

1:8 (A) 
/ 1:8 
(B)

5 102 86 0

L.S 1.0 1:4 1:4 2 80 80 0
Median 13.0 1:128 1:8 4 102 92 0

Conclusions: Our preliminary results of 8 consecutive patients suggest that protocol 
post transplant TPE may not be necessary for maintaining suppression of ABO 
antibody titres especially in the critical immediate post transplant period. In addition 
to reducing the cost of ABOi transplants, the risk of overimmunosuppression is also 
reduced if protocol post ABOi transplant TPE can be avoided.
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Abstract# A188 
Successful Kidney Transplantation After Repeat Desensitization Using 
Plasmapheresis, Low-Dose Intravenous Immunoglobulin, Rituximab, 
and Bortezomib in a Highly HLA-Sensitized and ABO Incompatible 
Patient: A Case Report. M. Inui,1 T. Miyazato,2 M. Furusawa,3 K. 
Tanabe.3 1Urology, Tokyo Women’s Medical University Yachiyo Medical 
Center, Chiba, Japan; 2Urology, Doujin Hospital, Okinawa, Japan; 
3Urology, Tokyo Women’s Medical University, Tokyo, Japan.
Highly sensitized patients receive fewer kidney transplants and have a high risk for 
severe rejection with increased rates of graft loss. We encountered a highly HLA-
sensitized and ABO incompatible patient with an extremely high anti-blood group 
titer who underwent kidney transplantation successfully after a 2-year challenging 
desensitization. A 41-year-old female patient with ESRD due to IgA nephropathy 
visited outpatient clinic hoping for a second living donor kidney transplantation. The 
donor was her younger sister. T-cell fl ow cytometry cross match (FCXM) showed 
a positive reaction; the molecules of equivalent of equivalent soluble fl uorochrome 
(MESF) value being >20000 and the anti-blood type A IgG titer that exceeded 
1:524,288. Prior to kidney transplantation, she underwent treatment with pegylated 
interferon alpha plus ribavirin for chronic HCV. After a sustained viral response was 
confi rmed, desensitization therapy was planned with plasmapheresis/IVIG with 
rituximab combined with cyclosporine/MMF/methylprednisolone. The anti-blood 
type IgG titer successfully decreased to 1:64 on the day before transplantation, but the 
MESF of FCXM increased from 6,000 to 12,000. Hence, the transplantationoperation 
was postponed. Desensitization using bortezomib was tried again, but the FCXM 
test result was still positive. Eight months after bortezomib therapy, the cross match 
test result was negative. The anti-blood type A IgG titer was still low at 1:128. She 
fi nally underwent a living donor kidney transplantation. The allograft was functional 
immediately with the SCr level being 1.5 mg/dL on day 3. We did not observe 
acute antibody- or T-cell-mediated rejection. At 3 months post transplantation, the 
allograft function remained stable with SCr levels of 1.47 mg/dL on cyclosporine, 
MMF, and methylpredonisolone.

Abstract# A189 
Protocol of Treatment for Highly Sensitized Kidney Transplant 
Recipient. – From Single Institution Experiences -. T. Kenmochi,1 T. 
Ito,1 S. Ono,1 N. Aida,1 N. Akutsu,2 T. Asano,2 M. Kusaka,3 K. Hoshinaga.3 
1Department of Organ Transplant Surgery, Fujita Health University, 
School of Medicine, Toyoake City, Aichi, Japan; 2Department of Surgery, 
Chiba-East Ntional Hospital, Chiba City, Chiba, Japan; 3Department of 
Urology, Fujita Health University, School of Medicine, Toyoake City, 
Aichi, Japan.
Recently highly sensitized recipients because of pregnancy, blood transfusion or 
previous transplant are increasing in living donor kidney transplantation.
315 patients (pts.) underwent KTx (251 living, 64 deceased) in Chiba-East National 
Hospital from April 2004 to August 2012. The pts. were divided into following three 
groups depending on their state of sensitization. The pts. with negative fPRA are 
Non-sensitized group (NS group; n=259). The pts. with positive fPRA and negative 
DSA were Sensitized group (S group; n=41). And the pts. with positive fPRA and 
positive DSA were Highly-sensitized group (HS group; n=15).
Acute rejection (AR) episode is observed in 38 pts. (14.7%) in NS group. It increased 
to 24.4% in S group and 60% in HS group. First four pts. in HS group were treated 
only with pre-immunosuppression using MMF and three pts. (75%) developed AR. 
From these results, we introduced desensitization protocol with Rituximab, DFPP 
and PEX in addition to pre-immunosuppression. AR decreased to four (36.4%) 
out of eleven pts. in HS group after introduction of desensitization protocol.From 
our clinical outcome of kidney transplantation, we have established the strategies 
of treatment for highly sensitized recipient. When fPRA, fl ow-XM and DSA are 
negative, the patients are treated with a standard immunosuppressive protocol. In 
case of negative fl ow-XM and DSA, the patients are also treated with a standard 
immunosuppressive protocol even the fPRA is positive. However, the patients with 
positive fPRA should be carefully monitored after transplantation. All patients with 
positive DSA must be treated with desensitization protocol.

Abstract# A190 
ABO-Incompatible Kidney Transplantation With the Use of Reusable 
Immunoadsorber. M. Matyskova Kubisova,1 M. Blaha,2 P. Navratil,3 
J. Visek,1 M. Merta,1 L. Sobotka.1 13rd Internal Gerontometabolic 
Clinic, University Hospital and Medical Faculty, Charles University 
Hradec Kralove, Hradec Kralove, Czech Republic; 24th Internal 
Clinic of Haematology, University Hospital and Medical Faculty, 
Charles University Hradec Kralove, Hradec Kralove, Czech Republic; 
3Department of Urology, University Hospital and Medical Faculty, 
Charles University Hradec Kralove, Hradec Kralove, Czech Republic.
Kidney transplantation is the ultimate therapy for irreversible renal failure. Due 
to a limited supply of organs from brain-dead donors as well as better outcomes, 
transplantations from living donors represent the method of choice in irreversible 

renal failure treatment. However, in about 10-20% of patients with suitable living 
donors, AB0 incompatibility may occur. There are only two possibilities to manage 
such case: a) removal of antibodies against AB0 of the donor using any of the 
immunologic interventions or b) an exchange of donors between AB0–incompatible 
(AB0i) pair (crossover transplantation).
Here we present a 58 year-old patient with terminal renal failure who underwent AB0i 
transplantation, with patient and the donor, his spouse, having blood group B and A, 
respectively. The preparation for the transplantation included A-antibody reduction 
by antigen-specifi c immunoadsorption by reusable adsorber AB0-Adsopak (Pocard, 
Moscow) in combination with intensive conventional immunosuppressive therapy. 
Initial titre of anti-A IgM (tested against donor erythrocytes) and IgG antibodies 
were 1:128 and 1:256, respectively. After cycle seven of the immunoadsorption, the 
titres dropped to 1:2 (IgM) and 1:4 (IgG).

Immunoadsorptions had no adverse reactions. No elevation of AB0-antibody titres 
occurred after transplantation and the graft was immediately functional. Presently, 
the patient is still being followed-up and is in a good condition.
Based on our fi rst experience, we confi rm that single AB0-adsorber for multiple use 
removes antigens effi ciently and enables a successful AB0i kidney transplantation 
with more cost effective conditions.

Abstract# A191 
Optimizing Transplantation of Sensitized Kidney Recipients through 
Prioritization of Unacceptable Antigen Assignment. N. Reinsmoen,1 
K. Cisneros,2 C. Lai,1 M. Naim,1 G. Ong,1 A. Vo,2 S. Jordan,2 J. Kahwaji.2 
1HLA Laboratory, Cedars-Sinai Medical Center, Los Angeles, CA; 2Kidney 
Transplant, Cedars-Sinai Medical Center, Los Angeles, CA.
Background: The calculated PRA (CPRA) was implemented as part of the OPTN/
UNOS kidney allocation system on October 1, 2009, based on the frequency of 
antigens determined to be unacceptable (UAs) in the donor pool for a given patient. 
It is incumbent on each center to establish criteria for UAs assignment based on their 
ability to transplant (tx) sensitized recipients (recips). The aim of our study was to 
establish an algorithm for assignment of UAs such that a complement dependent 
cytotoxicity crossmatch (CDC-XM) would be negative and a concomitant fl ow 
cytometric crossmatch (FXM) would be weakly positive to allow for successful 
tx of sensitized kidney recips. Methods: Four antibody (Ab) methods were used to 
determine specifi city, function, and strength of the Ab: C1q binding, CDC panel, 
Luminex single antigen (LSA), and LSA with a 1:8 dilution. UAs were assigned in 
the following order: 1) C1q/CDC+; 2) LSA 1:8 >7,500 MFI; and LSA >10,000 MFI. 
Results: Between January 4, 2010 and July 6, 2013, 345 recips received deceased 
donor (DD) tx, including 194 with no detectable antibodies to HLA (HLA-Abs) 
and 151 with HLA-Abs. Of the 151, 20 recips (13%) received zero mismatch grafts 
and were excluded from further analysis. For the remaining 131 recips, only DD 
with no C1q binding UAs and negative CDC XMs were considered for tx. The 3 
categories of FXM were: 1) T neg/B neg = 66 recips (50.4%); 2) T neg/B pos = 32 
recips (24.4%); and 3) T pos/B pos = 33 recips (25.2%) (table). Antibody mediated 
rejection (ABMR) rates for each category were: 1) 7 (10.6%); 2) 6 (18.8%); 3) 8 
(24.2%). The overall ABMR rate for HLA-Abs+ recips = 21.5%. Conclusions: 
Careful assignment of UAs has allowed for 38% of HLA-Ab+ recips to be tx’ed 
successfully with HLA disparate DD grafts and an overall rejection rate of 21.5%. 
The C1q binding assay proved to be valuable to identify those antigens that must be 
avoided to optimize a negative CDC-XM and weak FXM. Strategies for assigning 
UAs are imperative to assign a CPRA status refl ective of the sensitization level for 
recips and thereby optimize transplantation of HLA-Ab+ recips.
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Flow XM Category # % Ab+ Tx’ed Rejection 
T neg/ B neg 66 50.4% 7 (10.6%) 
T neg/ B pos 32 24.4% 6 (18.8%) 
T pos/ B pos 33 25.2% 8 (24.2%) 
Total 131 21 (16%) 

DISCLOSURES: Jordan, S.: Grant/Research Support, CSL-BEHRING, 
GENENTECH-ROCHE.

Abstract# A192 
Efficacy and Safety of Combination Therapy With Tacrolimus 
and Sirolimus in Immunological High Risk Kidney Transplant 
Recipients. J. Lee,1,2 B. Kim,3 J. Lee,1,2 J. Lee,1,2 G. Choi,1 M. Kim,1,2 Y. 
Kim,1,2 K. Park,4 K. Huh.1,2 1Department of Surgery, Yonsei University 
College of Medicine, Seoul, Korea, Republic of; 2Research Institute for 
Transplantation, Yonsei University College of Medicine, Seoul, Korea, 
Republic of; 3Department of Internal Medicine, Yonsei University College 
of Medicine, Seoul, Korea, Republic of; 4Department of Surgery, CHA 
Bundang Medical Center, CHA University, Seongnam, Korea, Republic of.
Objective: The aim of this study was to evaluate the effi cacy and safety of 
combination therapy with tacrolimus and sirolimus in immunological high risk 
recipients.
Methods: From January 2010 to December 2011, 28 immunological high risk 
patients were enrolled according to the following criteria: 1) retransplantation, 2) 
Class I or II PRA >50%, 3) 5 or 6 HLA mismatches
The effi cacy endpoints were incidence of biopsy-proven acute rejection reaction, 
graft loss, patient death and renal function. The safety was evaluated by analyzing 
the adverse effects.
Results: Among 28 total patients, 8 (28.6%) were dropped due to acute rejection, 
infection, pneumonitis, or postoperative hemorrhage. One patient death occurred due 
to fungal infection. Acute rejection developed in 6 (21.4%) patients. The mean eGFR 
(MDRD) for the 1st year after transplantation was 52.0 ± 4.0 mL/min/1.73m2. Fifteen 
(53.6%) patients had infections and 3 (10.7%) patients experienced pneumonitis. 
Lymphocele developed in 4 (14.3%) patients.
Conclusion: The combination therapy with tacrolimus and sirolimus must be 
considered with caution for immunological high risk recipients due to high incidence 
of adverse events. Special attention should be given to the target blood concentration 
levels of the two drugs in order to minimize adverse events.

Abstract# A193 
Clinical Outcomes Based On Everolimus Concentrations in 
Combination With Tacrolimus and Prednisone in Renal Transplant 
Recipients. N. Kelly,1 J. Gralla,2 V. Lewis,1 J. Cooper,3 O. Adebiyi,3 P. 
Klem,1 A. Wiseman.3 1Pharmacy, UCH, Aurora, CO; 2Pediatrics, UCD, 
Aurora, CO; 3Transplant Center, Nephrology, UCH, Aurora, CO.
Purpose: In renal transplant recipients, lack of clinical familiarity with initial dosing 
and resulting trough levels of everolimus (EVR) in combination with tacrolimus 
(TAC) + prednisone may result in untoward events. Our retrospective study aimed to 
determine laboratory and clinical outcomes using initial EVR doses of 0.75 mg twice 
daily with TAC + prednisone, and compare these outcomes to patients on higher EVR 
doses as well as to patients initiated on mycophenolate (MPA) + TAC + prednisone.
Methods: All kidney transplant recipients from April 2010 to December 2012 
discharged on EVR + TAC + prednisone were matched 1:2 by age, sex, ethnicity, 
donor type and time of transplant to a control group discharged on MPA + TAC + 
prednisone. EVR trough levels were used to evaluate effi cacy of the conventional 
dosing strategy (1.5 mg/day). Target trough levels were 1) EVR 3-8 ng/ml and 2) 
TAC 6-9 ng/ml at 1 month, then reduced to 4-7 ng/ml (TAC + EVR) or 5-8 ng/ml 
(TAC + MPA). The composite endpoint of treated acute rejection, graft loss, or death 
was compared between treatment groups.
Results: Thirty-six patients received EVR + TAC at the time of transplant. Acute 
rejection occurred in 14% of patients with a majority occurring within 1 month 
post-transplant. Patients with acute rejection had a lower EVR trough at 2 weeks 
when compared to those who did not develop acute rejection (1.9 vs. 3.3 ng/ml, 
p=0.008). In those assessed at 2 weeks, 65% (13/20) of patients on EVR 1.5 mg/
day had a subtherapeutic trough vs. 46% (7/13) of patients on EVR 2-3 mg/day 
(mean EVR trough 2.7 vs. 3.6 ng/ml, respectively). TAC levels were lower at 2 
weeks in patients with acute rejection vs. those without acute rejection (5.4 vs. 7.5 
ng/ml, p=0.02). There was no signifi cant difference between treatment groups in 
the composite endpoint at 1 year (17% vs 16%, p=0.93).
Conclusions: In our retrospective analysis, EVR + TAC appeared to be as effective 
as MPA + TAC. However, patients on EVR + TAC who experienced acute rejection 
had subtherapeutic EVR and TAC troughs early post-transplant, and subtherapeutic 
troughs were common when initial dosing of EVR was 0.75 mg twice daily. Due to 
the lack of a drug interaction between TAC and EVR metabolism, aggressive drug 
dosing should be emphasized.
DISCLOSURES: Wiseman, A.: Other, Novartis, consulting, Astellas, consulting, 
Tolera, consulting, Veloxis, consulting.

Abstract# A194 
Proteinuria and Histopathological Change of Everolimus Based 
Immunosuppression On De Novo Kidney Transplantation With 
5 Years Follow-Up in Protocol Biopsies. A. Takeda,1 Y. Watarai,1 S. 
Narumi,1 T. Yamamoto,1 M. Tsujita,1 T. Hiramitsu,1 N. Goto,1 K. Horike,1 T. 
Kobayashi,2 K. Morozumi.1 1Transplant Surgery and Nephrology, Nagoya 
Daini Red Cross Hospital, Nagoya, Japan; 2Transplant Immunology, 
Nagoya University Graduate School of Medicine, Nagoya, Japan.
Purpose: The impact of everolimus (EVR) based immunosuppression in De Novo 
Kidney Transplantation was evaluated in safety profi le, focusing proteinuria and 
histopathological change through the protocol biopsy fi ndings compared with 
mycophenolate mofetile (MMF) based immunosuppression.
Method: During March 2008 and August 2009, we enrolled 24 living donor 
kidney transplant patients in a 2-year, multicenter, randomized phase 3 study 
(RAD001A1202 study) to compare the safety and effi cacy with protocol biopsy data 
between EVR based and MMF based immunosuppression. We extended further 3 
years and evaluated clinical outcome in a single center. EVR group received reduced-
exposure cyclosporine (target C0 25-50ng/ml after 6 months) , and EVR-C0 were 
adjusted 3-8ng/ml. MMF group received standard-exposure cyclosporine (target 
C0 100-250ng/ml) . Both group received basiliximab induction. We evaluated in 
safety profi le, focusing proteinuria and histopathological change through the protocol 
biopsy fi ndings. Protocol biopsies were performed at 1hour, 3 weeks, 6 months and 
12 months after transplantation.
Result:  All patients continued in each regimen.With a mean observation period of 
60.1 months, current patient and graft survival is 100% in both groups (EVR; n=13, 
MMF; n=11). eGFR (ml/min/1.73m2) was similar 40.7 in EVR group and 37.4 in 
MMF group. None of both groups was treated for clinical acute rejection, similar 
incidence of Banff borderline change on protocol biopsies were observed in 7.7% 
of EVR group and 18.2% of MMF group. Calcineurin inhibitor nephrotoxicity was 
observed less in EVR group (7.7%) than in MMF group (27.3%) in biopsies over 
12 months. Proteinuria were observed more in EVR group (76.9%) than in MMF 
group (54.5%) respectively. There were two patients whose proteinuria developed 
over 2g/day at 12 months or later in EVR group. We could not fi nd any particular 
glomerular lesion in the biopsies, however neovascular hyalinosis at glomerular 
vascular pole was noticeable. The proteinuria in EVR group was successfully treated 
with angiotensin-II receptor blockade.
Conclusion: EVR based immunosuppression does not provide particular histological 
change at the glomerular level even though proteinuria was observed.

Abstract# A195 
Conversion to Generic Cyclosporine to Formulation in Kidney 
Transplantation: Experience of a Center in Argentina. J. Belhart, A. 
Martinoia, M. Torres, H. Petrone. Trasplante Renal, HIGA San Martin, 
La Plata, Buenos Aires, Argentina.
Aim: Evaluate the safety and effectiveness of Generic Cyclosporine A in a selected 
patient population. 
Methods. We evaluated patients who metthe following criteria: Adults, have obtained 
a renal transplant at least 6 months prior to the switch to the original formulation, 
maintain stable cyclosporine dose for at least one month before the change, maintain 
stable levels of cyclosporine for at least one month before the change, and being 
clinically stable prior to switch. Generic Cyclosporine was provided by the Heath 
Ministry of Argentina since 2010. The study was descriptive, retrospective and no 
randomized. Design Study: Comparison problem related samples.
Results. 34 patients were included. All patients received care on an outpatient. 
The change was 1:1. The average age was 46 years (27/72).21 male and 13 female 
and graft of 108 months (61.2/175.2). The mean time before replacement was 45 
days (SD 36.6) and 63 days post substitution (SD 46.4). Mean levels of creatinine 
before and after the substitution showed no statistical signifi cant differences (1.53 
mg/dl vs 1.46 mg/dl). No differences were found in the levels of the C2 dosages 
of cyclosporine (516 ng/ml (SD 149) and 502 ng/ml (SD 175).Although blood 
levels of CSA remained above the target ,in 13 patients blood levels were higher 
( 20% ) and 21 patients were lower(by 21 %). When blood levels is related to the 
dose of cyclosporine used (CSA (ng/ml) /(dose mg/kg /day) statistically signifi cant 
differences were observed (268.7/255.7). Rejection or deaths were no evidenced.
Conclusion. Switch to Generic Cyclosporine in stable patients appears to be safe 
and effective when accompanied by monitoring therapeutic drug.
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Abstract# A196 
Outcomes at 3-Years in EBV+ Recipients of Deceased Donor 
Kidneys From Two Randomized Trials (BENEFIT and BENEFIT 
EXT) Comparing Belatacept vs Cyclosporine. F. Muehlbacher,1 A. 
Durrbach,2 S. Florman,3 J. Medina Pestana,4 M. Harler,5 C. Larsen.6 
1Vienna Transplantation Center, Austria; 2Bicetre Hospital, France; 
3Mount Sinai Medical Center; 4Hospital do Rim e Hipertensao, Brazil; 
5Bristol-Myers Squibb; 6Emory University.
Background: The less intensive (LI) regimen of belatacept (bela) is approved for 
use in EBV+ adult kidney transplant recipients. Here we present post hoc analyses 
of 3-year outcomes in EBV+ patients (pts) in the pooled population of BENEFIT 
and BENEFIT-EXT who received a deceased donor kidney.
Methods: In BENEFIT, pts received living donor (n=385) or SCD kidneys (n=281), 
and in BENEFIT-EXT (N=543), pts received ECD kidneys (defi ned as UNOS 
criteria ECD, cold ischemia time ≥24 hour, or donation after cardiac death). In both 
trials, pts were randomized to a more intensive (MI) or LI regimen of bela or CsA. 
In this analysis, the pooled cohort was evaluated for pt and graft survival, cGFR, 
acute rejection (AR), and a composite end point (EP): death, graft loss or GFR<30.
Results: In this cohort, 250 MI, 247 LI, and 249 CsA pts were EBV+ at the time 
of transplant and received a deceased donor kidney. Pt/graft survival at Month (M) 
36 was numerically higher with bela LI vs the other 2 arms: 211 (84%) MI, 217 
(88%) LI, and 205 (82%) CsA. The rate of AR through M36 was 22% MI, 17% LI, 
14% CsA. Mean (SD) MDRD cGFR at M36 was 50.5 (30) MI, 51.6 (27) LI, 35.0 
(23) mL/min/1.73m2 CsA. Fewer bela-treated pts vs. CsA reached the composite EP 
(Figure). PTLD and other safety data in the subpopulation presented here are pending.
Conclusions: The results of this post hoc analysis demonstrate the following for 
EBV+ pts in BENEFIT and BENEFIT-EXT receiving a deceased donor kidney: 
similar pt/graft survival with bela vs. CsA, improved renal function for both bela 
regimens vs. CsA, and similar rate of AR for bela vs. CsA (approved LI regimen 
only). For both bela regimens, the rate of composite EP was lower with bela vs. CsA. 
The positive outcomes in this subset of EBV+ pts are consistent with the results 
observed with bela in the overall populations of BENEFIT and BENEFIT-EXT.

DISCLOSURES: Durrbach, A.: Employee, Bristol-Myers Squibb, Stockholder, 
Bristol-Myers Squibb. Florman, S.: Grant/Research Support, Bristol-Myers Squibb. 
Harler, M.: Employee, Bristol-Myers Squibb.

Abstract# A197 
Novel Strategy to Improve the Effi cacy of Belatacept. D. Wojciechowski, 
S. Chandran, F. Vincenti. UCSF, San Francisco.
Introduction
Belatacept used with basiliximab and MMF/corticosteroids has been associated with 
a higher eGFR compared to cyclosporine. However, acute rejection was higher with 
belatacept at 17% vs. 7% with cyclosporine. Non-human primate studies have shown 
synergism with the combined use of belatacept and mTOR inhibitors. We investigated 
the safety and effi cacy of a novel immunosuppression regimen utilizing belatacept 
with rATG induction (3 mg/Kg) and initial MMF maintenance with conversion to 
everolimus at 1 month post-transplant ± corticosteroids.
Methods
Retrospective analysis of the fi rst 19 renal transplant recipients who received our 
de novo belatacept regimen (Group 1) compared to a historical control group of 
38 patients who met the de novo belatacept inclusion/exclusion criteria (EBV 
seropositive and low immunologic risk) but were placed on a regimen of basiliximab 
induction with tacrolimus/MMF maintenance ± corticosteroids (Group 2). Groups 
were matched for the following variables: type of kidney transplant, ESRD cause, 
CIT, and steroid withdrawal. We compared eGFR and rates of acute rejection and 
infection at 6 months post-transplant.

Results
Baseline characteristics were similar between the groups with the exception of 
the development of DGF which occurred in 7 and 3 patients in Groups 1 and 2, 
respectively (P=0.01). Mean cPRA (SD) was 6.2 (13.7) and 2.9 (8) for Groups 1 
and 2, respectively (P=0.26). In Groups 1 and 2 there were 15 and 29 patients who 
remained on a corticosteroid maintenance regimen, respectively (P=1.0). Mean 
tacrolimus trough levels (SD) for Group 2 at months 1, 3, and 6 were 9.8 (2.8), 8.4 
(2.3), and 8.6 (3.1), respectively. Mean everolimus trough levels (SD) for Group 1 at 
month 3 and 6 were 5.3 (2.9) and 5.8 (2.7), respectively. Acute rejection occurred in 
1 (type 2b) and 3 (2 type 1a and 1 type 1b) patients in Groups 1 and 2, respectively 
(P=1.0). Renal function was similar between the Groups at months 1, 3, and 6.
eGFR (SD) Group 1 Group 2 P value
Month 1 55.2 (17.4) 51.6 (17.4) 0.46
Month 2 61.6 (20.3) 59.5 (17.2) 0.67
Month 3 61 (18) 60.8 (19.8) 0.97

Similar rates of infections (CMV viremia, BK viremia, and UTI) were seen in 
both groups.
Conclusion
Our de novo belatacept protocol is a novel immunosuppression strategy that yielded 
a lower than previously reported acute rejection rate at 5.3% while maintaining a 
similar safety profi le compared to a tacrolimus based regimen in the short term. 
Longer term follow-up will be needed to better assess the safety and effi cacy of this 
strategy as well as to evaluate the impact on renal allograft function.
DISCLOSURES: Wojciechowski, D.: Grant/Research Support, BMS, Novartis. 
Chandran, S.: Grant/Research Support, BMS. Vincenti, F.: Grant/Research Support, 
BMS, Novartis.

Abstract# A198 
Outcomes at 3 Years in EBV+ European Subpopulations From 
BENEFIT and BENEFIT-EXT. G. Blancho,1 K. Budde,2 P. Merville,3 
M. Moal,4 L. Rostaing,5 M. Harler,6 J. Grinyo.7 1Univ Hosp Nantes, 
France; 2Charite Universitatsmedizin Berlin, Germany; 3CHU Bordeaux, 
France; 4CHU de Brest, France; 5CHU Toulouse, France; 6BMS; 7Univ 
Hosp Bellvitge, Spain.
Background: The clinical profi le of belatacept (bela) was demonstrated in two 
phase 3 studies; BENEFIT enrolled recipients of living donor or SCD kidneys, 
and BENEFIT-EXT enrolled recipients of ECD kidneys defi ned by UNOS criteria, 
anticipated CIT >24 hrs, or NHB donor. Each assessed a more (MI) and less intensive 
(LI) bela regimen vs cyclosporine (CsA) in adult kidney transplant recipients. The 
bela LI regimen is approved for use in EBV+ recipients. Here we present post hoc 
analyses of 3-year outcomes in EBV+ patients (pts) in Europe (EU) from BENEFIT 
and BENEFIT EXT by donor type.
Methods: EBV+ pts from EU were categorized by donor type: UNOS ECD in 
BENEFIT-EXT and deceased donors (DD, pooled from BENEFIT and BENEFIT-
EXT). Endpoints evaluated at year 3 were death (D), graft loss (GL), cGFR, AR, 
and a composite endpoint (EP) of time to D, GL, or cGFR<30mL/min/1.73m2.
Results: Among EU EBV+ patients in BENEFIT EXT, 67 MI, 69 LI, and 73 CsA 
received a UNOS ECD kidney. Of these, 54(81%) MI, 60(87%) LI, 59(81%) CsA pts 
survived with a functioning graft; mean cGFR was 40 MI, 42 LI, 26 mL/min/1.73m2 
CsA; AR was reported in 11(16%) MI, 16 (23%) LI, 9 (12%) CsA pts.
Among EU EBV+ patients in the 2 studies 123 MI, 127 LI, and 118 CsA had a DD 
kidney. Of these, 107(87%) MI, 116(91%) LI, 102(86%) CsA pts survived with a 
functioning graft; mean cGFR was 53 MI, 53 LI, 34 mL/min/1.73m2 CsA; AR was 
reported in 25(20%) MI, 23 (18%) LI, 15(13%) CsA pts.
In both subgroups, fewer bela vs. CsA pts reached the composite end point EP 
(Figure). The safety outcomes in the overall population of EBV+ pts were consistent 
to those of the ITT; safety data in the subgroups presented here are pending.
Conclusions: Results of these analyses in EU EBV+ pts in BENEFIT and BENEFIT-
EXT are consistent with those of the global ITT population and also demonstrate a 
lower rate of composite EP with both bela regimens vs. CsA.

DISCLOSURES: Blancho, G.: Speaker’s Bureau, Novartis, Roche. Merville, P.: 
Grant/Research Support, Bristol-Myers Squibb, Astellas, Novartis. Rostaing, L.: 
Speaker’s Bureau, Novartis, Astellas, Veloxis, Fresenius, LFB. Harler, M.: Employee, 
Bristol-Myers Squibb.
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Abstract# A199 
Clinical Outcomes of Kidney Transplant Recipients Switched to 
Belatacept Based Regimen. R. Villicana, A. Peng, J. Kahwaji, J. Choi, 
A. Vo, S. Jordan. Comprehensive Transplant Center, Cedars Sinai Medical 
Center, Los Angeles, CA.
Introduction: Belatacept is a co-stimulation blockade agent that has been approved 
for denovo kidney transplant recipients. Reported benefi ts include superior graft 
function compared to CNI based regimens. Unfortunately, there have been numerous 
issues that have arisen since approval including increased risk of acute rejection 
and PTLD. Data on patients switched from CNI based regimens to Belatacept is 
limited. We report our single center experience of patients switched from CNI to 
Belatacept post kidney transplant.
Patients and Methods: All patients who received CNI at time of kidney transplant 
who subsequently switched to Belatacept were included in this analysis. Patients 
not on Belatacept for at least one month post switch were excluded.
Results: 18 patients met study inclusion criteria. There were 10 females and 8 males. 
8 pts were Hispanic, 6 African American and 4 were Caucasian. 7 pts received living 
donors vs 11 deceased donors (4 ecd/7 scd). Patients were between 6 weeks and 12 
years post tx at time of switch (avg 25 months post tx). Post switch follow-up ranged 
from 1-18 months (avg 7.6 mo). 4 pts received IL-2 antagonists and 14 received 
t- cell depleting agents for induction. All patients with the exception of 1 pt had bx 
before switch that showed CNI toxicity. 15/18 patients that switched have remained 
on Belatacept. 3 pts returned to CNI (1 pt with rejection, 1 pt due to logistics related 
to infusion and 1 pt due to non-resolution of headaches attributed to FK). There 
was 1 acute rejection episode in a pt 3 months post switch. No patients developed 
DSA .4 pts (22%) developed cmv viremia and no pts developed bk viremia. Serum 
creatinine at time of switch ranged from 1.2-6.1 mg/dl (avg 2.6) and at last follow-up 
ranged from 1.1-3.0 mg/dl (avg 2.0).
Conclusion: Although length of follow-up was limited, switching from CNI to a 
Belatacept based immunosuppressive regimen appears safe. A very low rate of 
acute rejection was noted and no pts developed DSA. There was a high rate of cmv 
viremia noted in pts who switched to Belatacept. Renal function did improve post 
switch. Pts who switch from CNI to Belatacept post kidney transplant experience 
improved renal function but require intensive follow-up including viral monitoring.
DISCLOSURES: Villicana, R.: Speaker’s Bureau, BMS.

Abstract# A200 
Differential Impact of Belatacept and Cyclosporine A On 
Central Aortic Blood Pressure and Arterial Stiffness After Renal 
Transplantation. F. Seibert,1 J. Steltzer,2 E. Melilli,3 G. Grannas,4 N. 
Pagonas,1 F. Bauer,1 W. Zidek,2 J. Grinyó,3 T. Westhoff.1 1Marienhospital 
Herne Medizinische Klinik I, Ruhr Universitaet Bochum, Herne, 
Germany; 2Nephrologie, Universitaetsmedizin Charite Berlin, Berlin, 
Germany; 3Hospital Universitari de Bellvitge Department of Nephrology, 
University of Barcelona, Barcelona, Spain; 4Department of Surgery and 
Transplantation, University of Hannover, Hannover, Germany.
BACKGROUND: Calcineurin inhibitors (CNI) are potent vasoconstrictors and 
induce an acceleration of arteriosclerosis, thus contributing to the cardiovascular risk 
after renal transplantation. Belatacept has proven a favorable cardiovascular profi le. 
The present study compares the impact of belatacept and cyclosporine A (CsA) on 
arterial stiffness and central aortic blood pressure. METHODS: We performed a 
case-control study in 23 patients on belatacept and 23 patients on CsA matched 
for age, body mass index (BMI), time after transplantation and time on dialysis 
prior to transplantation. Pulse wave analysis (SphygmoCor, AtCorR) was used to 
assess central aortic blood pressure, aortic augmentation pressure, and pulse wave 
velocity (PWV) as a marker of arterial stiffness. Assessment of vascular function 
was performed after a minimum of 20 months and a median follow-up of 81 months 
posttransplant. Repeated renal transplantation was defi ned as an exclusion criterion. 
RESULTS:Peripheral systolic and diastolic blood pressure did not signifi cantly 
differ in the two groups (p>0.05 each). The central aortic augmentation pressure 
was higher in the CsA group (12.7 vs. 7.3 mmHg, p 0.048). PWV as a measure of 
arterial stiffness did not differ in the two groups. CONCLUSION: After a median 
follow-up of 81 months, belatacept is not associated with a signifi cant difference 
in arterial stiffness compared to CsA. It is associated, however, with a lower aortic 
augmentation pressure, a strong and independent cardiovascular risk factor.

Abstract# A201 
Belatacept Conversion in Kidney Transplant Recipients for Prolonged 
DGF. D. Wojciechowski, S. Chandran, F. Vincenti. UCSF, San Francisco.
Introduction
Prolonged delayed graft function (PDGF), which we defi ne as need for HD or a serum 
creatinine >2 mg/dL >14 days post-transplant, has a negative impact on long-term 
graft outcome. Tacrolimus may prolong PDGF. We investigated belatacept conversion 
from tacrolimus as a novel treatment strategy for PDGF.
Methods
Retrospective single center analysis of the fi rst 11 patients converted to belatacept for 
PDGF (Group 1) compared to a historical control group of 22 PDGF patients who 

remained on tacrolimus (Group 2) matched for type of kidney transplant, cause of 
ESRD, and CIT. A renal allograft biopsy was done to rule out rejection as a cause of 
PDGF. Included patients demonstrated only acute tubular necrosis on their biopsies. 
Objectives: compare eGFR and rates of acute rejection and infection during the fi rst 
6 months post-transplant.
Results
Demographic and transplant characteristics were similar.

Group 1 Group 2 P Value
Race, n
White
African-American
Asian

4
4
3

9
4
9

0.49

Male, n 8 19 0.38
Age, years (SD) 56.6 (12.9) 57.7 (12.1) 0.81
Donor type, n
Standard
ECD/DCD

6
5

17
5

0.23

Cause of ESRD, n
DM
HTN
GN
Other

3
1
4
3

6
1
9
6

0.99

cPRA, mean (SD) 11 (28.6) 6.8 (19.3) 0.62
CIT, hours (SD) 11.8 (4.1) 11.1 (5.9) 0.73
Induction, n
rATG
Basiliximab

9
2

16
6

0.69

Steroid maintenance, n 11 22 1.0
Tacrolimus initiation, mean POD (SD) 2.6 (1.1) 2.9 (2) 0.65
Tacrolimus trough, mean (SD)
Wk1
M1
M3
M6

8.3 (3.4)
7.6 (2.3)
n/a
n/a

8.3 (5.3)
9 (3.6)
8.8 (2.4)
9 (4.3)

1.0
0.25
n/a
n/a

MMF dose, mean (SD)
M3
M6

1583.3 (664.6)
1600 (652)

1527.8 (830.9)
1361.1 (819)

0.88
0.5

Biopsies to evaluate PDGF occurred on mean POD (SD) 36 (15.7) and 20.2 (19.8) 
for Groups 1 and 2, respectively (P = 0.03). Mean POD of belatacept conversion 
was 45.6 (range 18-74). Mean number of HD treatments (SD) for Groups 1 and 2 
were 10.7 (10.7) and 13 (7.3), respectively (P = 0.47). Mean eGFR mL/min/1.73m2 
(SD) for Groups 1 and 2 were 52.8 (31.6) and 47.2 (24.6; P = 0.59) at 3-months 
and 59.6 (26.7) and 47.4 (21; P = 0.19) at 6-months post-transplant, respectively. 
One Banff type 2a clinical rejection occurred in a patient in Group 2; subclinical 
rejection occurred in 3 patients in Group 1 (all type 1a) and 3 patients in Group 2 
(1 type 1a and 2 type 2a). Infectious events were similar.
Conclusion
Belatacept conversion for PDGF is a novel strategy that resulted in a numerically 
higher eGFR at 6 months post-transplant compared to a tacrolimus historical control 
group. Expansion of this cohort with longer follow-up is necessary to further defi ne 
the effi cacy and safety of this strategy.
DISCLOSURES: Wojciechowski, D.: Grant/Research Support, BMS. Chandran, 
S.: Grant/Research Support, BMS. Vincenti, F.: Grant/Research Support, BMS.

Abstract# A202 
Outcomes at 3-Years in EBV+ Recipients of UNOS Criteria ECD 
Kidneys From a Randomized Trial (BENEFIT-EXT) Comparing 
Belatacept vs Cyclosporine. A. Durrbach,1 F. Muehlbacher,2 S. Florman,3 
J. Medina Pestana,4 C. Jones-Burton,5 B. Charpentier.1 1Bicetre Hospital, 
France; 2Vienna Transplantation Center, Austria; 3Mount Sinai Medical 
Center; 4Hospital do Rim e Hipertensao, Brazil; 5Bristol-Myers Squibb.
Background: The less intensive (LI) regimen of belatacept (bela) is currently 
approved for use in EBV+ adult kidney transplant recipients. Here we present post 
hoc analyses of the 3-year outcomes of EBV+ patients (pts) in BENEFIT-EXT who 
received deceased donor kidneys consistent with UNOS ECD criteria.
Methods: In BENEFIT-EXT, 543 pts received ECD kidneys defi ned by UNOS 
criteria, anticipated CIT >24 hrs, or donation after cardiac death. UNOS criteria 
donors were defi ned as age  ≥60 years or age 50–59 with  ≥2 other risk factors 
(cerebrovascular accident, hypertension, or serum creatinine >1.5 mg/dL). Pts were 
randomized to CsA or a more intensive (MI) or LI bela regimen. In this post hoc 
analysis, the UNOS ECD cohort was evaluated for pt and graft survival, cGFR, 
acute rejection (AR), and a composite end point (EP) of time to death, graft loss or 
cGFR<30 mL/min/1.73m2.
Results: In BENEFIT-EXT, 119 MI, 110 LI, and 123 CsA pts were EBV+ and 
received a UNOS criteria ECD kidney. At month (M) 36, survival with a functioning 
graft was similar across treatment arms: 95 (80%) MI, 90 (82%) LI, and 94 (76%) 
CsA. Mean (SD) MDRD cGFR at M36 was 40.0 (26) MI, 39.7 (24) LI, and 26.3 
(21) mL/min/1.73m2 CsA. AR up to M36 was 24 (20%) MI, 22 (20%) LI, 18 (15%) 
CsA. Fewer bela pts reached the composite EP compared with CsA (Figure). PTLD 
and other safety data in the subpopulation presented here are pending.
Conclusions: The results of this post hoc analysis of EBV+ recipients of UNOS ECD 
kidneys in BENEFIT-EXT demonstrate similar pt and graft survival with both bela 
regimens vs CsA. Renal function was also improved with bela MI and LI despite 
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numerically higher rates of AR, and the rate of composite EP was lower with bela 
MI and LI vs. CsA. The positive outcomes in this subset of EBV+ pts are consistent 
with the results observed with bela in the overall population of BENEFIT-EXT.

DISCLOSURES: Durrbach, A.: Employee, Bristol-Myers Squibb, Stockholder, 
Bristol-Myers Squibb. Florman, S.: Grant/Research Support, Bristol-Myers Squibb. 
Jones-Burton, C.: Employee, Bristol-Myers Squibb.

Abstract# A203 
Improvement in Renal Function in High Immunologic Risk Kidney 
Transplant Recipients Switched From Tacrolimus to Belatacept. 
G. Gupta,1 D. Kumar,1 A. Cotterell,2 A. Sharma,2 M. Posner,2 Q. Ren,1 
S. Posner,2 A. King.1 1Medicine/Nephrology, Virginia Commonwealth 
University, Richmond; 2Transplant Surgery, Virginia Commonwealth 
University, Richmond.
Introduction: Belatacept, a selective costimulation blocker, has been proposed 
as an alternative to Calcineurin Inhibitors (CNI) to avoid the short and long-
term nephrotoxicity associated with CNIs. Prior data on low immunologic risk 
(PRA<20%) de-novo kidney transplant recipients who were switched from a CNI to 
belatacept demonstrated better renal function despite a higher risk of acute rejection 
(AR). There is no literature on the use of belatacept for sensitized patients or re-grafts.
Methods: We present our initial experience on a small group of high immunologic 
risk patients who were switched from tacrolimus (tac) to belatacept for presumed 
acute CNI toxicity and/or interstitial fi brosis/tubular atrophy (IFTA). Belatacept was 
initiated at 5mg/kg on Day 1, 15, 29, 43, 57 and then monthly. Tac was tapered to 
75% of initial dose by Day 15, 50% by Day 23 and off by Day 29. Mycophenolate 
mofetil (MMF) dose was increased from baseline to a dose of 2-3g/d to minimize 
risk of rejection.
Results: Four (median age=46 yrs) patients were switched from tac to belatacept 
at a median of 6 months post-transplant. The initial clinical characteristics are 
listed below.
Pt 
No Regraft Panel Reactive 

Andibody (PRA, %)
Indication for 
Switch

History of Acute 
Rejection

Tac trough (ng/dL) at 
time of switch

1 Yes 99 Acute CNI 
toxicity No 5.2

2 Yes 97 IFTA Yes 7.3
3 No 23 IFTA No 4.1
4 Yes 88 IFTA Yes 5.8

Renal function improved signifi cantly (p=0.02) from a peak mean serum creatinine 
of 3.1±0.3mg/dL prior to the switch to a mean creatinine of 1.8±0.6mg/dL at the 
end of a median follow-up of 11 months post-switch. No new rejection episodes 
were diagnosed despite a prior history of AR in 2/4 patients. Surveillance biopsies 
performed in these two patients also did not show subclinical rejection. No 
development of donor-specifi c antibodies (DSA) was noted at most recent follow-up.
Conclusions: In this preliminary investigation we report a signifi cant improvement 
in renal function without a concurrent increase in risk of rejection and DSA in four 
sensitized patients switched from tac to belatacept. Improvement in renal function 
was noted even in patients with chronic allograft fi brosis without evidence of acute 
CNI toxicity. Further follow-up and protocol biopsies are needed to ensure safety 
and wider applicability of this approach.

Abstract# A204 
Belatacept Vs. Tacrolimus: Clinical Outcomes in De Novo Kidney 
Transplant Recipients. P. Wongsaroj, J. Kahwaji, A. Vo, J. Choi, R. 
Villicana, A. Peng, S. Jordan. Comprehensive Transplant Center, Cedars-
Sinai Medical Center, Los Angeles, CA.
INTRODUCTION:Belatacept (CTLA-4 Ig) shows similar patient & graft survival 
and superior renal function compared to CSA. However, belatacept with basiliximab 
(IL2R) induction has a higher rate of rejection. Here we report our 12 month 

clinical experience with belatacept and compare outcomes with matched controls. 
PATIENTS AND METHODS: 39 low immunologic risk deceased donor (DD) 
recipients were analyzed. 13 were treated with belatacept and received allografts 
with anticipated DGF. 6 belatacept patients received IL2R induction & 7 received 
ATG. 26 retrospective controls recieved tacrolimus (tac) & matched 2 to 1. Matched 
characteristics included recipient age, gender, diabetes, induction, donor age, and 
terminal SCr. Patient & graft survival, acute rejection, cGFR, and viral complications 
were analyzed 12 months post-transplant. RESULTS: Outcomes in the belatacept 
and tac groups were not signifi cantly different. 2 deaths occurred in the belatacept 
group; 1related to PCP following acute rejection and 1 related to pneumonia. Death 
censored graft survival was lowest in the tac/basiliximab group. Acute rejection 
in the belatacept group was higher (31% vs 15%), highest in the belatacept/IL2R 
group (50%). The belatacept/IL2R group had the highest incidence of CMV and 
BK viremia.

CONCLUSION: The outcomes with belatacept were similar to tac. However, the 
sample size limits statistical conclusion. The belatacept/IL2R group had higher 
rates of rejection and viremia while the belatacept/ATG group was similar to tac 
treated patients. The high incidence of CMV and BK viremia in the belatacept/IL2R 
group was likely associated with treatments of rejection. Although not signifi cant, 2 
deaths from infection in the belatacept group are sobering and suggest intense viral 
monitoring would be benefi cial.
DISCLOSURES: Jordan, S.: Grant/Research Support, CSL-Behring, BMS, 
Genentech Roche.

Abstract# A205 
Limited Sampling Strategy for Prolonged-Release Tacrolimus. G. 
van Boekel,1 R. Donders,2 K. Hoogtanders,3 T. Havenith,3 L. Hilbrands,1 
R. Aarnoutse.4 1Nephrology, Radboud University Medical Centre, 
Nijmegen, Netherlands; 2Epidemiology, Biostatistics and HTA, Radboud 
University Medical Centre, Nijmegen, Netherlands; 3Clinical Pharmacy 
and Toxicology, Maastricht University Medical Center, Maastricht, 
Netherlands; 4Pharmacy, Radboud University Medical Centre, Nijmegen, 
Netherlands.
Aim: To develop a limited sampling strategy for ambulatory patients to estimate 
the the area under the concentration-time curve (AUC0-24) of prolonged-release 
tacrolimus.
Methods: 26 kidney recipients, at least 6 months after transplantation, receiving 
prolonged-release tacrolimus (ADVAGRAF®) as part of their immunosuppressive 
regimen were enrolled. In each patient, seven blood samples were collected during 
a period of 24 hours after the intake of prolonged-release tacrolimus by use of the 
validated dried blood spot method. Tacrolimus levels were measured with HPLC-
tandem mass spectrometry. Best subset selection multiple linear regression was 
performed to derive limited sampling equations predictive of the AUC0-24. To assess 
the predictive performances of the models, residuals for each patient were calculated 
based on models fi tted to a dataset where that patient was omitted. Potential bias in 
the predictions was assessed using the median percentage prediction error (MPPE). 
Imprecision was assessed using median absolute percentage prediction error (MAPE) 
and root median squared prediction error (RMSE).
Results: All participants were of Caucasian ancestry. The median daily dose of 
prolonged-release tacrolimus was 4.0 mg (range 1.5-10.0). The geometric mean of the 
trough level was 6.2 μg/L (95% confi dence interval 4.8-7.9). The prediction formula 
for the AUC0-24 using the time points 0, 2, and 4 hours after ingestion (C0h-C2h-C4h) 
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gave the highest correlation with the AUC0-24 (r2 = 0.9567): 44.9 + 8.9 x C0h + 2.1 x 
C2h + 7.6 x C4h. The MPPE, MAPE, and RMSE of the formula using C0h-C2h-C4h were 
0.38%, 4.80% and 11.13%, respectively. This was within the acceptable limits for 
accuracy of 5%, 10%, and 15%, respectively. For the same patients, the correlation 
between trough levels and AUC was lower (r2 = 0.7779).
Conclusion: In the outpatient clinic, a limited sampling strategy using C0h-C2h-C4h 
can be used for reliable estimation of the AUC0-24 of prolonged-release tacrolimus.

Abstract# A206 
Ten Years Follow-Up Data of Tac QD Treated Renal Transplant 
Patients. M. Christiaans,1 M. Gelens,1 E. van Duijnhoven,1 E. van 
Heurn,2 J. Vanderlocht,3 J. van Hooff.1 1Internal Medicine, Division 
of Nephrology, Maastricht University Medical Centre, Maastricht, 
Netherlands; 2Surgery, Maastricht University Medical Centre, Maastricht, 
Netherlands; 3Transplant Immunology, Maastricht University Medical 
Centre, Maastricht, Netherlands.
Introduction
Tacrolimus is used since the mid 90’s as Tac BID. In 2003, 40 renal transplant patients 
(RTx) participated in a phase 2 PK study on conversion (conv) from Tac BID to 
Tac QD (ADVAGRAF). Main inclusion criteria were: adult Rtx on TAC BID > 6 
months, stable creatinine < 265 umol/L. After the study, 39 RTx participated in the 
followup study with Tac QD compassionate use. We describe their 10-yr clinical data.
Methods: Data were collected from patient fi les (number or median + range).
Results: Two RTx restared Tac BID <4 months after conv (increased liver enzymes 
and dizziness) and were excluded from analysis.
Characteristics of the 37 included RTx were:
Recipient: Male 25 (68%); Orig disease: Immunologic 16 (IgA 7), PCKD 9, Other 
7, Urologic 3, Cardiovascular: 2.
Tx: 1st-tx 30 (81%), re-Tx 7. Donor: living 11, DBD 17, DCD 9. Donor age 45,0 
(range 15-69) yr.
Conversion: 4.1 years postTx (1.5-11.4). Age RTx 55.3 yr (range 20-64); Tacro 
monotherapy 29 (78%), Dual 8 (MMF 5, Pred 3).
3 RTx were censored at FU because of switch to
1. Sirolimus at 2 yr (recurrent skin cancers); restarted later Tac BID (Sirolimus 
intolerance).
2. Tac BID at 3 yr (local doctor; unclear safety concerns), restarted Tac QD.
Both have good graft function 14 resp. 15 yr postTx;
3. Withdrawn at yr 4 (non-compliant for scheduled visits), restarted Tac BID. Graft 
failed 6 yr later (13 yr postTx Bx proven chron hum rej).
34 RTx (89%) continued Tac QD during the 10 yr FU.
Pat Surv: 92% and 85% at 5 and 10 yr postconv. Five patients died with functioning 
graft (1.2 - 9.2 year postconv due to cardiovascular (2x), pulm adeno carc, pulm 
embolism, Creutzfeldt-Jakob).
Death-cens Graft Surv: 100% and 83%  at 5 and 10 year postconv. 5 graft losses 
(8.2- 9.0 yr postconv) due to Bx proven recurr IgA (3x), chronic rej (no Bx), ESRD 
after cardiac surgery.
There were no acute rejections during follow-up.
Creatinine at conv 128 umol/L (64-180), at 10 yr 141 umol/L (66-304).
Conclusion:
Although an observational study, it shows excellent Graft Survival, Patient 
Survival, and renal function during 10 year follow up on Tac QD with 78% TAC 
QD monotherapy! Graft failures were mainly due to recurrent disease (high rate of 
recurrent IgA!) with only 1 (chronic) allograft rejection.
DISCLOSURES: Christiaans, M.: Grant/Research Support, Investigator contracted 
research, Speaker’s Bureau, Speaker. van Hooff, J.: Speaker’s Bureau, Speaker.

Abstract# A207 
Higher Starting Dose and Rapid Attainment of Tacrolimus Blood 
Levels With Envarsus Vs. Prograf Is Not Associated With Increased 
Toxicity: Exploratory Analysis of a Phase 3, Double-Blind, Double-
Dummy, Multi-Center, Randomized, Prospective Study of Envarsus 
(Once-Daily MeltDose Tacrolimus Tablets) Vs. Prograf (Twice-Daily 
Tacrolimus Capsules). H. Tedesco Silva Jr.,1 S. Bunnapradist,2 S. 
Steinberg.3 1Hospital do Rim, Sao Paulo, Brazil; 2David Geffen School of 
Medicine at UCLA, Los Angeles; 3California Institute of Renal Research, 
San Diego.
Tacrolimus’ (Tac) toxicity profi le includes neurotoxicity and gastrointestinal 
adverse events (AEs). Envarsus (LCP-Tacro), a novel once-daily MeltDose tablet 
formulation of Tac, has greater bioavailability, a more consistent concentration 
profi le, noninferior effi cacy and similar safety and with lower total daily dose (TDD) 
vs. twice-daily Tac capsules (Prograf). In a double–blind, double–dummy, phase 3, 
trial of 543 kidney transplant recipients treated with Envarsus (n=268) vs. Prograf 
(n=275), higher starting doses of Envarsus (0.17mg/kg vs. 0.10mg/kg for Prograf) 
were administered; subsequent doses of each drug were adjusted to maintain Tac 
troughs within the 6–11ng/mL target range for the fi rst 30 days, and 4–11ng/mL 
thereafter. In the fi rst 2 weeks, TDD and trough levels were higher for Envarsus. 
During week 3–month 12, troughs were similar yet statistically higher for Envarsus, 

and TDD was statistically lower. To investigate differences in AEs associated with 
increased Envarsus exposure, we explored AEs pre and post day 30. Incidence of 
treatment emergent AEs and serious AEs was similar between the 2 treatment groups 
pre and post day 30. AEs known to be associated with increased Tac exposure and/
or over-immunosuppression were not different for Envarsus vs. Prograf. (Table) 
Rapid attainment of therapeutic Tac levels and higher exposure in Envarsus-treated 
patients, in early post-transplant period, was not associated with increased toxicity.

TEAE Envarsus Before 
Day 30

Prograf Before 
Day 30

Envarsus After 
Day 30

Prograf After 
Day 30

N (%) N (%) N (%) N (%)
All 243 (91) 251 (91) 236 (88) 243 (88)
SAEs 72 (27) 88 (32) 114 (43) 114 (42)
TEAEs of Interest
BK Virus 3 (1) 0 19 (7) 25 (9)
Abdominal 
Discomfort 21 (8) 29 (11) 25 (9) 21 (8)
Constipation 47 (18) 62 (23) 3 (1) 10 (4)
Diarrhea 43 (16) 49 (18) 47 (18) 61 (22)
Nausea 25 (9) 31 (11) 13 (5) 13 (5)
Oedema 
Peripheral 25 (9) 34 (12) 24 (9) 29 (11)
Urinary Tract 
Infection 30 (11) 41 (15) 51 (19) 52 (19)
Headache 21 (8) 16 (6) 22 (8) 14 (5)
Tremor 37 (14) 29 (11) 17 (6) 21 (8)
Insomnia 30 (11) 18 (7) 5 (2) 11 (4)

DISCLOSURES: Bunnapradist, S.: Grant/Research Support, Veloxis, Genentech, 
Novartis , Speaker’s Bureau, Novartis, Other, Veloxis, Advisory Board.

Abstract# A208 
Once-Daily MeltDose Tacrolimus (Envarsus) Offers Dosing Flexibility 
and Maintains Therapeutic Activity When Make-Up Dose Is Taken 
Outside of Schedule. S. Gabardi, R. Nachtrieb, V. Nigro. Brigham and 
Women’s Hospital, Boston; MIT Sloan School of Management, Boston; 
Veloxis Pharmaceuticals, Edison.
Tacrolimus (Tac) is considered a Narrow Therapeutic Index drug and non-adherence 
may be an issue in transplant patients. Missed or delayed doses may result in 
subtherapeutic drug levels resulting in rejection-associated morbidity/mortality. 
Missed dose guidance is important to helping patients maintain therapeutic Tac 
levels. Envarsus is a novel once-daily, MeltDose formulation of Tac with greater 
bioavailability, less peak and trough-to-peak fl uctuations, and similar effi cacy and 
safety vs. twice-daily Tac (Prograf). Envarsus’ pharmacokinetic (PK) profi le is similar 
whether dosed morning or evening (Nigro V., et al. Flexible Dosing Of Once-daily 
LCP-Tacro Tablets: Morning Vs. Evening Chronopharmacokinetic Study, AST/ESOT 
Joint Meeting 2012). We evaluated the impact of non-adherence on PK of Envarsus 
vs. Prograf using a System Dynamics model inspired by physiologically based PK 
models and data from kidney transplant recipients (KTR). A “what if” analysis of 
various non-adherence simulated scenarios, based on varying trough levels from 
12ng/ml to 6ng/ml in the presence of perfect adherence, no make-up dose, missed 
dose, double-dose, and makeup doses at 21, 18 and 15hrs after missed dose was 
conducted. (Figure) Results showed: a double dose 24h after missed dose results in 
higher blood concentration vs. perfect adherence; the concentration peak is highest 
when the Envarsus make-up dose is taken 18 or 21 hours after the missed dose (vs. 
15); and taking an Envarsus make-up dose never results in peak blood concentration 
that exceeds Prograf normal peak. Based on the observations, it is recommended 
that if KTR miss a dose, a make-up dose be taken as soon as possible, followed 
by the next regularly scheduled dose; a double dose can be taken although it is not 
recommended. In addition to the lack of diurnal variation, Envarsus maintains Tac 
levels and offers dosing fl exibility beyond a 24 hour dosing window.

DISCLOSURES: Nachtrieb, R.: Other, Veloxis Pharmaceuticals, Paid consultant. 
Nigro, V.: Employee, Veloxis Pharmaceuticals.
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Abstract# A209 
Relative Risk of Acute Rejection and Graft Loss With Generic 
Tacrolimus in Adult Transplant Recipients. T. Rath,1 I. Cowlrick.2 
1Department of Nephrology and Transplantation Medicine, Westpfalz-
Klinikum GmbH, Kaiserlauten, Germany; 2Pharma Communications 
GmbH, Erding, Germany.
Purpose: Review available literature on generic tacrolimus (Tac) in adult solid organ 
patients (pt) to assess relative risk of acute rejection (AR) and graft loss.
Methods: Published/presented abstracts and papers on generic tacrolimus to Dec 
2013 were identifi ed by PubMed, Google Scholar, congresses. Tac was defi ned by: 
text, authors, publication time vs. drug approval date. Numbers of kidney/liver pt 
were calculated. Duplicate pt were excluded. Incidences of AR and graft loss were 
determined only for pt with clinical outcome data.
Results: Data on 5 different Tac were captured - see table. Total pt n exposed 
exceeded n for de novo and conversion pt with clinical outcomes. Mean/median 
follow-up range 1-66 weeks and in 14/27 cohorts was  ≥3 months for Tac Sandoz. 
The range was 3-33 months from 9 remaining cohorts for 4 other Tac. Cohorts were 
heterogenous with mixed living/deceased kidney donors. AR occurred in 1/1239 
(<0.1%) Tac Sandoz conversion pt including 1/1037 (<0.1%) kidney and 0/105 (0%) 
liver pt. The single kidney AR occurred 130 days after conversion. In 3 studies with 
innovator Tac Prograf (Ref) comparator arms (total n=262), AR was 0.7% Tac Sandoz 
vs. 1.7% Ref. No case of graft loss was reported for Tac Sandoz in any conversion 
cohort. AR and graft loss after conversion remain unknown for other Tac. All de 
novo pt were kidney except 80 Tac Sandoz pt, 59 Tac Panacea, 57 Tac Chong Kun 
Dang. Where comparative kidney studies vs. Ref were available, AR was not sig 
different to Ref for Tac Sandoz, Chong Kun Dang, and Teva. Graft loss was also 
not sig different to Ref for Tac Sandoz and Chong Kun Dang.

Tac Sandoz Tac Panacea Tac Chong Kun Dang Tac Teva Tac Recalcine
Cohorts, n 27 3 3 2 1
Exposed pt, n 2311 488 214 61 17
Conversion pt, n 1239 0 0 0 0
De novo pt, n 345 483 214 33 17

Conclusions: This literature search evidences a low risk (0%-0.7%) of AR 
following conversion to generic Tac, no greater than remaining on innovator Tac 
(1.7%). De novo kidney studies also support rates of AR and graft loss equivalent 
to innovator Tac.
DISCLOSURES: Cowlrick, I.: Other, Fees, Consultant to Astellas & Sandoz.

Abstract# A210 
Rapid Attainment of Tacrolimus Trough Levels Early Post-Transplant 
Reduces Risk of Treatment Failure in De Novo Kidney Transplant 
Patients: A Covariate Analysis of a Phase 3 Double-Blind Study. J. 
Grinyo,1 L. Rostaing,2 K. Budde,3 K. Ciechanowski,4 S. Bunnapradist,5 
H. Silva.6 1Hospital Universitari de Bellvitge, Cataluna, Spain; 2Hopital 
de Rangueil/Larrey, Toulouse, France; 3Charite University, Berlin, 
Germany; 4Pomeranian Medical University, Szczecin, Poland; 5David 
Geffen School of Medicine at UCLA, Los Angeles; 6Hospital do Rim e 
Hipertensao, Sao Paulo, Brazil.
Envarsus, a novel once-daily, MeltDose formulation of tacrolimus (Tac), has greater 
bioavailability, a more consistent concentration profi le, noninferior effi cacy and 
similar safety and with lower total daily dose (TDD) vs. traditional twice-daily 
Tac (Prograf). From a Phase 3, double-blind, double-dummy, multicenter trial of 
de novo kidney transplant recipients (KTR) randomized to once-daily Envarsus 
(n=268) or twice-daily Prograf (n=275), we explored the relationship between Tac 
trough level as a time-dependent covariate and treatment failure (graft loss, death, 
biopsy-proven acute rejection, or lost to follow-up). Treatment failure rates were 
similar between Envarsus (18.3%) and Prograf (19.6%); however, events occurred 
later for Envarsus-treated KTR (at a mean of 101.7 days posttransplant) vs. Prograf 
(mean: 83.3 days). Kaplan-Meier analysis showed comparable effi cacy throughout 
the study (fi gure). Within the fi rst 3 months posttransplant, when KTR have the 
greatest rejection risk, treatment failure rates were LCP-Tacro: 10.4% and Prograf: 
14.2%, P=0.124. In days 2–4, TDD was higher for Envarsus (~12mg) vs. Prograf 
(~8mg), refl ecting the higher Envarsus starting dose (0.17mg/kg vs. 0.10mg/kg 
for Prograf). Tac trough levels were notably greater in the Envarsus group vs. the 
Prograf group in the fi rst 2 weeks after dosing; thereafter, trough levels were similar. 
Higher Tac trough level was signifi cantly (P<0.001) associated with a decreased 
risk for treatment failure (Hazard ratio: 0.85; 95% CI 0.82–0.95). These fi ndings 
support improved bioavailability of Envarsus results in a dose-sparing effect and 
permits rapid attainment of therapeutic levels. These results confi rm the hypothesis 
that low levels of Tac pose an increased risk of treatment failure in de novo KTR.

DISCLOSURES: Rostaing, L.: Other, Chiesi, advisory board. Budde, K.: Grant/
Research Support, AiCuris, Astellas, BmT GmbH,  Bristol-Myers Squibb, speaker’s 
fees, honoraria, travel expenses, Chiesi, Hexal, Novartis, Roche, Pfi zer, Siemens, 
speaker’s fees, honoraria, travel expenses, Veloxis, speaker’s fees, honoraria, travel 
expenses, Other, Bristol-Myers Squibb, Chiesi, Effi mune, Hexal,, consultant, 
Novartis,  Pfi zer, Veloxis, consultant. Bunnapradist, S.: Grant/Research Support, 
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Abstract# A211 
Lower Treatment Failures in Blacks and Older DeNovo and Stable 
Kidney Transplant Recipients Treated With Envarsus Once-Daily 
MeltDose Tablets Vs. Twice-Daily Prograf Capsules: A Pooled 
Subgroup Analysis of Two Phase 3 Trials. S. Bunnapradist,1 R. Alloway,2 
P. West-Thielke,3 J. Denny,4 S. Mulgaonkar.5 1David Geffen School of 
Medicine at UCLA, Los Angeles; 2University of Cincinnati Medical Center 
& The Christ Hospital, Cincinnati; 3University of Illinois at Chicago, 
Chicago; 4Henry Ford Health System, Detroit; 5St. Barnabas Medical 
Center, Livingston.
African-American and elderly kidney transplant recipients (KTR) have increased risk 
for poor clinical outcomes posttransplant. Management of immunosuppression may 
be challenging in these patients and contribute to worse outcomes. Envarsus (LCP-
Tacro) is a once-daily MeltDose formulation of tacrolimus which has demonstrated 
non-inferiority, similar safety, improved bioavailability, a consistent concentration 
time profi le, and less peak and peak-trough fl uctuations vs. Prograf. This pooled 
analysis of two phase 3 randomized, controlled trials, including 861 (Envarsus 
N=428; Prograf N=433; 38% of patients were stable KTR [study 3001], and 62% 
were de novo KTR [study 3002]) patients examined the effi cacy of Envarsus in 
important subgroups of KTR. Treatment failure (death, graft failure, centrally read 
biopsy-proven acute rejection [BPAR], or lost to follow-up) at 12 months was: 
Envarsus: 11.9%, Prograf: 13.4% (-1.48% [-5.95%, 2.99%]). BPAR rates were: 
Envarsus: 8.2%, Prograf: 9.5% (-1.29% [-5.14%, 2.55%]). Trends of improved 
effi cacy with Envarsus were found in the majority of subgroups, with signifi cantly 
less effi cacy failure associated with Envarsus among black KTR (-13.82% [-27.22%, 
-0.31%]) and older KTR (-13.46% [-25.27%, -0.78%]) (Figure). This pooled analysis 
of ~900 patients suggests numerically lower effi cacy failure rates associated with 
Envarsus amongst high-risk subgroups, in particular African American KTR and 
KTR >=65 years old.
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Abstract# A212 
Higher Initial Exposure of Envarsus Immediately Post Transplantation 
Is Not Associated With Increased Risk of Delayed Graft Function in 
Kidney Transplant Patients Treated With Novel Once-Daily MeltDose 
Tacrolimus (Envarsus) Vs. Twice-Daily Tacrolimus (Prograf): Results 
From a Phase 3, Double-Blind, Double-Dummy, Multi-Center, 
Randomized Trial. K. Budde,1 H. Silva,2 S. Steinberg,3 N. Kamar.4 
1Department of Nephrology, Charite University, Berlin, Germany; 
2Hospital do Rim e Hipertensao, Sao Paulo, Brazil; 3California Institute 
of Renal Research, San Diego; 4Hopital de Rangueil/Larrey, Toulouse, 
France.
Delayed graft function (DGF) in kidney transplant recipients (KTR) is associated 
with risk for acute rejection (AR) and decreased survival. Nephrotoxicity associated 
with early tacrolimus (Tac) exposure may aggravate DGF; thus Tac is often delayed 
until graft function begins. In phase 3 study 3002, starting doses for a novel 
once-daily MeltDose version of Tac (Envarsus) (0.17mg/kg) and twice-daily Tac 
(Prograf) (0.10mg/kg) were given immediately posttransplant to 543 de novo KTR 
(Envarsus: N=268; Prograf: N=275). Envarsus was noninferior to Prograf based on 
the composite effi cacy endpoint. Here we examined early Tac exposure and DGF. 
By Day 2, 66% of Envarsus patients vs. 25% of Prograf had therapeutic Tac levels 
of  ≥6ng/mL, P<0.001. During days 2–4, Envarsus trough levels ranged from 9–12 
ng/mL vs. 4.7–6.5 ng/mL for Prograf; mean Envarsus total daily dose (TDD) was 
~12mg vs. 8mg for Prograf. Incidence of DGF tended to be lower for Envarsus vs. 
Prograf despite higher troughs and exposure; DGF reported as a serious adverse event 
trended towards being lower for Envarsus vs. Prograf overall and was signifi cantly 
lower among non-obese patients and males. In this post-hoc analysis the applied 
starting dose of Envarsus resulted in signifi cantly higher exposure and more patients 
achieving Tac target range. Despite higher exposure, Envarsus was not associated 
with higher risk of DGF vs. Prograf; DGF trended lower for Envarsus vs. Prograf.

Envarsus
N (%)

Prograf
N (%) P-Value

Incidence of DGF
Overall 19 (7.1) 30 (10.9) 0.135
Patients <65 Years 16 (6.3) 27 (10.9) 0.079
Patients ≥65 Years 3 (18.8) 3 (10.7) 0.652
Black patients 0 3 (20)
White patients 15 (7.4) 25 (11.7) 0.183
Males 10 (5.7) 18 (9.9) 0.170
Females 9 (9.6) 12 (12.8) 0.644
Non-obese patients 15 (6.9) 27 (13) 0.05
Incidence of DGF 
reported as a SAE
Overall 8 (3.0) 17 (6.2) 0.100
Patients <65 Years 8 (3.2) 15 (6.1) 0.139
Patients ≥65 Years 0 2 (7.1) 0.129
Black patients 0 2 (13.3)
White patients 6 (3.0) 14 (6.5) 0.109
Males 2 (1.1) 11 (6.1) 0.021
Females 6 (6.4) 6 (6.4) 1.0
Non-obese patients 4 (1.8) 15 (7.2) 0.009
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Abstract# A213 
Conversion From the Twice-Daily to the Once-Daily Tacrolimus 
Formulation Does Not Reduce Intra-Patient Variability in Tacrolimus 
Exposure. N. Shuker, T. van Gelder, M. Cadogan, W. Weimar, D. 
Hesselink. Internal Medicine, Division of Nephrology & Renal 
Transplantation, Erasmus MC, Rotterdam, Netherlands.
Background: The widely used immediate-release tacrolimus formulation (Prograf®; 
Tac-TD) is given twice daily and is the standard strategy for patients on tacrolimus. 
A prolonged-release oral dosage form of tacrolimus (Advagraf®; Tac-OD) has been 
developed to improve adherence in transplant recipients by allowing a once-daily 
dosing alternative. However, the clinical use of tacrolimus is complicated by 
considerable intra-patient variability (IPV) in tacrolimus exposure, which is defi ned 
by fl uctuating drug concentrations within a certain period during which drug dosage 
remains unchanged. As a high IPV in tacrolimus exposure is a possible risk factor 
for rejection and graft failure, improved adherence to Tac-OD might reduce IPV 
in tacrolimus exposure. The main purpose of this study was to investigate whether 
conversion from Tac-TD to Tac-OD reduces IPV in tacrolimus exposure.
Methods: We converted 251 stable renal transplant recipients from Tac-TD to Tac-
OD on a 1mg:1mg total daily dose basis. After conversion, patients were followed 
up for 12 months for tacrolimus predose blood concentrations (C0), serum creatinine, 
estimated glomerular fi ltration rate (eGFR), and proteinuria. These parameters were 
compared with those collected at all outpatient visits in the period 12±3-months 
before conversion (Prograf® period).
Results: For analysis, we included patients for whom 3 or more C0 values were 
available (n=220). After conversion to Tac-OD, mean C0 was signifi cantly lower, 
falling from 6.10 ± 1.76 μg/L to 5.37 ± 1.29 μg/L, corresponding to a 12% reduction 
(P<0.001). Both drugs had similar IPV (Tac-TD: 18.88 ± 9.16% versus Tac-OD: 
18.85 ± 9.97%; P=0.976). Renal function remained stable (eGFR before conversion: 
47.31 ± 15.47 ml/min versus eGFR 12 months after conversion: 47.54 ± 15.50 ml/
min; P=0.656).
Conclusions: Although conversion from Tac-TD to Tac-OD signifi cantly reduces 
tacrolimus exposure as measured by C0, it does not reduce IPV in tacrolimus 
exposure. This study provides evidence that conversion from Tac-TD to Tac-OD 
is safe. 

Abstract# A214 
Outcomes of De Novo Renal Transplant Recipients Using EC-MPS 
vs MMF: A Meta-Analysis. Z. Guo, F. Li, D. Wang, W. Ju, X. He. The 
First Affi liated Hospital of Sun Yat-sen University, Guangzhou, China.
Background: Mycophenolate mofetil (MMF) has been widely used in organ 
transplant recipients. But MMF can cause gastrointestinal( GI) side effects of 
varying severity. Enteric coated mycophenolate sodium (EC-MPS) is expected to 
have equivalent immunosuppressant effects while reducing incidence of GI adverse 
events. Here we conduct a meta-analysis on the comparison of outcomes of EC-MPS 
vs MMF in de novo renal transplant recipients.
Methods: We included trials with no year and language restriction. All data were 
analyzed using fi x or random effect model. We performed meta-analyses on both 
safety and effi cacy endpoints. Safety endpoints include GI adverse events and dose 
change of EC-MPS or MMF during follow-up time. Effi cacy endpoints include 
BPAR and patient survival.
Results: There was no statistical signifi cance in incidence of GI side effects between 
EC-MPS and MMF groups at both 3 months (Z=0.91, P=0.36) and 12 months 
(Z=0.45, P=0.65).
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At the end of both 3 and 12 months, no difference was found in incidence of 
dose reduction or interruption due to GI adverse events in EC-MPS and MMF 
groups (Z=1.46, P=0.14 and Z=1.37, P=0.17 respectively). Similarly, no statistical 
signifi cance was detected in the comparison of dose discontinuation due to GI adverse 
evens in these 2 groups at month 12 (Z=0.44, P=0.66).

The 12-month and long term BPAR rate was comparable between EC-MPS and 
MMF groups (Z=1.21, P=0.22 and Figure S2, Z=0.76, P=0.45 respectively). Long 
term patient survival was also comparable between 2 groups (Z=0.67, P=0.50).
Conclusions: The fi ndings of this meta-analysis suggest that EC-MPS does not 
reduce incidence of GI side effects, although have similar immunosuppressant 
effects as MMF.

Abstract# A215 
TNT003, a Novel Anti-C1s Monoclonal Antibody, Inhibits Anti-
HLA Antibody Induced Complement Deposition. K. Thomas,1 N. 
Valenzuela,1 G. Parry,2 S. Panicker,2 E. Reed.1 1Pathology and Laboratory 
Medicine, UCLA, Los Angeles, CA; 2True North Therapeutics Inc., South 
San Francisco, CA.
PURPOSE: To determine whether the anti-C1s antibody, TNT003, inhibits 
complement deposition induced by anti-HLA Class I and II antibodies (Ab).
METHODS: HLA reference and transplant patient sera were used as sources of anti-
HLA Ab. Complement deposition was evaluated using C1qScreen (OneLambda) 
and C3d solid phase assays (Immucor/Lifecodes). Briefl y, single antigen beads 
were coated with anti HLA Ab, incubated with normal human serum complement, 
and C1q or C3d production/deposition were detected by monoclonal PE conjugates 
and quantifi ed by Luminex analysis. For in vitro studies, either HLA-typed primary 
human aortic endothelial cells (HAECs) or EBV-immortalized B cells (B cells) were 
incubated with sera containing cognate anti-HLA Ab and normal human complement 
serum, and deposition of complement proteins was detected by fl ow cytometry using 
monoclonal antibodies. Complement split products produced during deposition 
reactions were measured by ELISA. TNT003 (True North Therapeutics Inc, CA) was 
titrated into these experiments in a concentration-dependent manner (0-50 μg/mL).
RESULTS: The anti-C1s monoclonal Ab, TNT003, inhibited complement deposition 
in both solid phase and in vitro assays, and complement split product formation 
during in vitro assays. TNT003 reduced both anti-HLA Class I and II Ab induced 
C3d but not C1q deposition on single antigen beads in a concentration-dependent 
manner. In vitro, increasing concentrations of TNT003 were inversely proportional 
to levels of complement deposition on ECs that had been treated with anti-HLA Ab; 
complement split product production was also diminished with TNT003 treatment. 
Similar results were seen using B cells as a source of HLA, as TNT003 addition 
to the complement deposition reaction decreased levels of complement proteins 
on the cell surface, as well as split products in the supernatant of these reactions.
CONCLUSIONS: We demonstrate here that TNT003, a novel anti-C1s monoclonal 
Ab, is capable of inhibiting complement activation, deposition, and split product 
formation induced by anti-HLA Class I and II Ab in both solid phase and cell based 
in vitro assays. These data suggest TNT003 may be useful in reducing DSA-induced 
complement-mediated damage in transplant patients experiencing AMR.
DISCLOSURES: Thomas, K.: Grant/Research Support, True North Therapeutics 
Inc. Valenzuela, N.: Grant/Research Support, True North Therapeutics Inc. Parry, 
G.: Employee, True North Therapeutics Inc. Panicker, S.: Employee, True North 
Therapeutics Inc. Reed, E.: Grant/Research Support, Pfi zer, True North Therapeutics 
Inc, Novartis, Immucor.

Abstract# A216 
Bortezomib Induced Peripheral Neuropathy in the Treatment of 
Renal Allograft Antibody Mediated Rejection. P. Weems, A. Gilbert, 
M. Cooper, J. Moore. MedStar Georgetown Transplant Institute, 
Washington, DC.
Introduction: 
Treatment modalities for AMR and the development of DSA often prove inadequate 
with an observed failure rate, substantial cost, and unknown durability. The fi rst-in-
class novel therapeutic bortezomib has been shown to produce a clinically signifi cant 
reduction in alloantibody and allograft stabilization. Despite a reported low incidence 
of adverse effects in transplantation, our center has observed a direct correlation with 
the use of bortezomib and the development of severe polyneuropathy.
Methods:
Selected cases were based upon inclusion in a pre-operative desensitization 
protocol or development of post-transplant AMR refractory to traditional treatment 
modalities for which bortezomib was initiated (4 IV doses at 1.3 mg/m2). Presence 
of bortezomib induced peripheral neuropathy (BIPN) was assessed by treating 
physicians in accordance to the National Cancer Institute Common Terminology 
Criteria for Adverse Events (NCI CTCAE) Version 4.0. 
Results:
Demographics are reported in Table 1.

Table 2 contains treatment information and observed degree of BIPN. Patient 1’s 
symptoms led to prolonged immobility and the need for a lumbar sympathetic 
blockade. Patient 2 developed severe abdominal pain with paralytic ileus requiring 
hospitalization. Patient 4 remains ambulatory with assistance secondary to ataxia. 
Only Patients 2 and 5 were able to fully recover.

Discussion:
Although bortezomib is used in an increasing number of transplant centers, BIPN has 
been infrequently documented. In our series, severe motor and sensory neuropathy 
symptoms were shown to negatively impact the quality of life, impair ADL’s, and 
placed additional burdens on caregivers. As bortezomib based therapy is used in 
broader applications, detailed evaluations of its effi cacy, durability, and safety profi le 
in the transplant population should be an expectation.
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Abstract# A217 
Dactinomycin Based Immunosuppression Maintains Long Term 
Renal Graft Survival. N. Elias, D. Ko, M. Farrell, S. Shao, K. Crisalli, 
N. Tolkoff-Rubin, B. Cosimi. Transplant Unit, Massachusetts General 
Hospital, Boston, MA.
The compound Dactinomycin was identifi ed as antibiotic that intercalates within 
DNA and has bacteriostatic and cytotoxic activity. Dactinomycin interferes with 
DNA and RNA synthesis and inhibit antibody production in vitro, hence it has 
immunosuppressant properties. Early clinical trials showed that it can prevent 
rejection in heart transplant. With number of emerging immunosuppressive agents, 
the use of Dactinomycin was not explored in kidney transplant.
METHODS:
Retrospective chart review was performed to identify renal transplant recipients 
treated with Dactinomycin within our institution. We identifi ed 127 patients; they 
underwent kidney transplant between 1969 and 2009. 110 were fi rst transplant; 78 
were recipients of deceased donor grafts and 49 of living donors, and 9 of those 
were HLA identical. 107 were Caucasians and 74 were males.
All patients were converted to Dactinomycin following allograft dysfunction: 15 
patients following the fi rst dysfunction episode, 28 patients following the second 
dysfunction episode, 23 patients following the third dysfunction episode, and 61 
patients were converted following more than 3 episodes of graft dysfunction.
RESULTS:
Most patients underwent renal allograft biopsy to diagnose graft dysfunction: most 
showed rejection (including chronic humoral, acute humoral, and the acute cellular). 
Most of these patients did not respond to standard steroid pulse and T cell depleting 
antibody therapy.
Dactinomycin dose was 5-10 mcg/Kg (maximum of 500 mcg), and was administered 
as an intravenous infusion every 6 weeks.
Deteriorating renal function prior to initiating therapy stabilized following 
Dactinomycin, and rising serum creatinine plateaued for as long as 4 years.

CONCLUSION:
Dactinomycin is an effective immunosuppressant; it preserves residual renal 
function in grafts with signifi cant dysfunction when other therapy fails. Treatment 
with Dactinomycin is more cost effective compared to current CNI alternatives. 
For patients who cannot tolerate CNI or alternate regimes, Dactinomycin should 
be considered as an option for maintenance immunosuppressant.
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Abstract# A218 
Is There a Socioeconomic Gradient for the Risk of Acute Rejection and 
Other Adverse Outcomes in Canadian Kidney Transplant Recipients? 
H. Felice, R. Zyla, Y. Li, O. Famure, S. Kim. Division of Nephrology and 
the Kidney Transplant Program, Toronto General Hospital, University 
Health Network, Toronto, ON, Canada.
Background: Socioeconomic status (SES) is an important determinant of health. 
Many studies from the United States have shown low SES to be a risk factor for 
poorer graft and patient survival among kidney transplant recipients. However, the 
way SES contributes to recipient outcomes within a universal health care system, 
such as Canada, has not been well studied.
Purpose: To determine the presence, or absence of a socioeconomic gradient for 
kidney transplant outcomes (particularly acute rejection) among kidney transplant 
recipients at a single, Canadian centre.
Methods: This is a retrospective cohort study of all patients who received a kidney 
transplant at Toronto General Hospital between 1 Jan 2001 and 31 Dec 2010. 
Neighbourhood-based measures of income (as a surrogate for SES) were determined 

by linking patients’ postal codes with 2001 and 2006 Canadian Census data. Annual 
neighbourhood income was categorized into quartiles (Q1: < $44,440; Q2: $44,440 
to $63,099; Q3: $63,100 to $82,909; Q4:  ≥ $82,910). The primary outcome was 
biopsy proven acute rejection (BPAR) with graft failure and patient mortality as 
secondary outcomes. Multivariable Cox proportional hazards models were used to 
estimate adjusted relative hazards for all time-to-event endpoints.
Results: A total of 986 patients were included in the analysis. There were 164 BPAR 
events over 4,205.3 person-years of follow-up (median follow-up 3.3 years). There 
was no association between income quartile and the risk of BPAR (hazard ratios 
or HR 0.92 [95% CI: 0.59, 1.44], 0.94 [95% CI: 0.60, 1.45], and 0.91 [95% CI: 
0.59, 1.41] for Q1, Q2, and Q3, with Q4 as the referent group). The risk of death 
with graft function was strongly associated with income quartile (HR 3.60 [95% 
CI: 1.64, 7.88], 2.68 [95% CI: 1.20, 5.99], and 2.81 [95% CI: 1.23, 6.43]) but not 
death-censored graft failure (HR 0.96 [95% CI: 0.50, 1.85], 1.07 [95% CI: 0.56, 
2.05], and 1.36 [95% CI: 0.73, 2.54]).
Conclusions: Lower SES (as measured by neighbourhood income status) is not 
associated with an increased risk of BPAR or death-censored graft failure among 
Canadian kidney transplant recipients. Unrestricted access to medical care and 
immunosuppressive medications in the setting of a universal health care system may 
partially explain these fi ndings. The factors leading to an increased risk of mortality 
in patients with lower SES require further study.
DISCLOSURES: Kim, S.: Grant/Research Support, Astellas Pharma Canada, 
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Abstract# A219 
Utility of One Month Protocol Biopsies in the Management of Highly 
Sensitized Kidney Transplant Patients. A. Islam, J. DeVos, R. Knight, L. 
Gaber, S. Patel, L. Teeter, L. Moore, A. Gaber. J.C. Walter Jr. Transplant 
Center, Houston Methodist, Houston, TX.
Background: Protocol biopsies have been advocated in monitoring kidney transplant 
recipients, but it is unclear whether these biopsies should be performed in all 
recipients or in special high risk groups. Additionally, the timing for biopsy in this 
population is uncertain. We sought to review our experience with early (1-month) 
protocol biopsies in high risk recipients to determine if the biopsy informs patient 
management.
Methods: We reviewed 368 renal transplant recipients from 1/2012-10/2013. 19% 
(71) were high risk, defi ned as either PRA > 75%, pre-transplant anti-HLA donor 
specifi c antibodies (DSA), or both. All patients received Thymoglobulin induction. 
Protocol biopsies were performed at 1 month post-transplant, and biopsy-proven 
acute rejection (BPAR) was reported using the Banff classifi cation.
Results: Of the 66 high-risk patients analyzed, the majority (65%) were female. 
Median follow-up was 10±7 months. Fifty-four (82%) had a PRA >75%, 7 (11%) a 
pre-existing DSA, and 5 (7%) had both. 50/66 patients (76%) had 1-month biopsies. 
Six had elevated creatinine at time of protocol biopsy, 3 of whom (50%) had BPAR. 
Of the 44 protocol biopsies in asymptomatic patients, 11 (25%) had BPAR. Pathology 
revealed borderline acute cellular rejection (ACR) (7), antibody-mediated rejection 
(AMR) (3), and ACR 1b (1). 9 of the 11 patients with stable renal function and BPAR 
were treated with steroids (9) or with additional Thymoglobulin (1), rituximab (3), 
or IVIG (2). 7 had follow-up biopsies, and all 7 demonstrated complete resolution 
of BPAR. There were no differences in renal function at 3, 6, 9, and 12 months in 
the asymptomatic high-risk patients who developed rejection compared to those 
without rejection.
Conclusions: Despite aggressive immunosuppression, there was still a high rejection 
burden in high risk renal transplant recipients. 1 month protocol biopsies detected 
rejection in 25% of recipients with stable function, and in 50% of recipients with 
renal dysfunction. Protocol biopsy at 1 month allowed for earlier identifi cation, 
treatment and complete resolution of rejection. Under current immune suppression 
protocols, 1 month biopsies may be benefi cial in the monitoring of high risk patients.

Abstract# A220 
Clinicopathological Characteristics and Impact of Late Acute 
Rejection On Renal Transplant Outcomes. C. Rodrigues, M. Cristelli, 
M. Franco, H. Tedesco, J. Medina. UNIFESP, Sao Paulo, Brazil.
Background: There is no consensus on the defi nition of late acute rejection episodes. 
In 1989 Rao K.V. et al. described a series of acute rejection episodes occurring 
beyond 10 years of renal transplantation. Subsequently, several studies showed that 
late acute rejection episodes, occurring after 3 or 6 months after transplantation, were 
associated with inferior kidney allograft outcomes as compared to early rejection 
episodes. The clinical relevance of LAR after renal transplantation prompted us to 
undertake a detailed characterization of LAR episodes in a large cohort of kidney 
transplant recipients, including diagnosis, degree of renal dysfunction, histological 
classifi cation, treatment strategies and effectiveness, and outcomes.
Methods: We retrospectively evaluated 355 episodes of biopsy confi rmed LAR in 
a cohort of 5758 kidney transplants performed between 1998 and 2008. Estimated 
glomerular fi ltration rate (eGFR) was obtained before, at and after each LAR episode 
as well as histology and treatment. Associations of LAR with subsequent death or 
graft loss were estimated with Cox-proportional regression analysis.
Results: 215 patients had one, 57 had 2 and 13 had 3 episodes of LAR. LAR-free 
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survival was 97.4% at 1 year and 93.7% at 5 years. eGFR decreased after each 
episode of LAR (56±21 vs. 44±18 vs. 36±11 ml/min/1.73 m2, p<0.01). The majority 
of rejections were Banff IA or less but the chronicity scores as well as plasma cell 
infi ltrates increased after each LAR. All patients requiring dialysis lost their grafts. 
Quartile analysis showed that eGFR before LAR (RR=3.1, p=0.01), the need for 
dialysis (RR=29, p=0.00) and percent decrease in eGFR at LAR (RR=3.4, p=0.00) 
were independently associated with graft loss within 12 months.
Conclusion: In summary, our study showed that the incidence and recurrence of LAR 
is relatively high and may be associated with poor adherence. The severity of acute 
lesions based on the traditional Banff classifi cation was not associated with kidney 
graft outcomes as opposed to baseline renal function, the need for dialysis during 
LAR and residual renal function after LAR, which were independently associated 
with inferior allograft survival.

Abstract# A221 
Impact of Pre-Transplant PRA Level On Renal Graft Survival in 
Patients With Negative Cross-Match and No Donor Specifi c Antibody. 
K. Jun,1 M. Kim,1 J. Hwang,1 S. Park,1 I. Moon,1 M. Lee,1 S. Kim,2 J. 
Kim.1 1Surgery, School of Medicine, The Catholic University of Korea, 
Seoul, Korea, Republic of; 2Internal Medicine, School of Medicine, The 
Catholic University of Korea, Seoul, Korea, Republic of.
Purpose: The aim of this study was to investigate the impact of pre-transplant PRA 
level on rejection and graft survival after kidney transplantation in patients with 
negative cross-match(CXM(-)) and no donor specifi c antibody(DSA(-)). Method: 
We analyzed retrospectively 513 kidney recipients transplanted at our center. And 
among them, those who identifi ed positive test on cross-match, those who had donor 
specifi c antibodies, ABO incompatible, and those who had no information of PRA 
were excluded(n=130). The factors included peak PRA, age, gender, HLA mismatch 
number, transplant number, donor source, rejection were reviewed. Peak PRA was 
stratifi ed into 3 groups according to their PRA levels group I, PRA=0; group II, PRA 
0< ≤50%, and group III, PRA 50%<. Graft failure was defi ned as return to dialysis, 
transplant nephrectomy, or death with functioning kidney. Results: The mean 
follow up duration was 29.4±14.6month(0-59). The rejection rate was 20.1%(group 
I 18.5%(n=58) vs. group II 23.8%(n=10) vs. group III 33.3%(n=9) (p=0.053)). The 
graft failure rate was 21.7%(group I 6.4%(n=20) vs. group II 7.1%(n=3) vs. group 
III 7.4%(n=7)(p=.792))

PRA Group p-value
I(n=314) II(n=42) III(n=42)

Age(ys) 44.5±11.5 46.8±10.6 45.0±10.1 .462
Donor source(Living) 207(65.9%) 26(61.9%) 18(66.7%) .864
HLA mismatch No. 3.3±1.7 3.3±1.8 2.7±1.9 .279
Number of KT(1st) 300(95.5%) 34(81.0%) 19(70.4%) .000
Peak PRA (mean%(SD)) 0(0) 30.3±11.7 84.6±14.6 .000
Rejection 58(18.5%) 10(23.8%) 9(33.3%) .053
Graft failure 20(6.4%) 3(7.1%) 2(7.4%) .792

Univariate analysis by log-rank test, donor source and rejection were signifi cantly 
associated with graft survival(p=.000 and .000, respectively), however subcatergories 
of PRA were not(p=.851). On multivariate Cox regression analysis, donor source and 
rejection were also signifi cantly associated with graft survival(p=0.002 and 0.000, 
respectively), however including subcatergories of PRA(p=.552), other variables 
were not signifi cant. Conclusion: The rejection rate was higher as PRA group 
increasing, however it was not statistically signifi cant(p=.053). Pre-transplant PRA 
value was not signifi cantly associated with graft survival, in patients with CXM(-) 
and DSA(-). However, donor source and presence of rejection were signifi cantly 
associated with graft failure.

Abstract# A222 
Type of Rejection and Biopsy Findings After Induction Therapy 
With a Single Dose of Rituximab. M. van den Hoogen,1 E. Kamburova,2 
M. Baas,1 E. Steenbergen,3 S. Florquin,3 H. Koenen,2 I. Joosten,2 L. 
Hilbrands.1 1Department of Nephrology, Radboud University Medical 
Centre, Nijmegen, Netherlands; 2Department of Laboratory Medicine, 
Laboratory of Medical Immunology, Radboud University Medical Centre, 
Nijmegen, Netherlands; 3Department of Pathology, Radboud University 
Medical Centre, Nijmegen, Netherlands.
Introduction. A variety of data indicates a role for B cells in acute renal allograft 
rejection. We report the type of biopsy proven acute rejection (BPAR) and biopsy 
fi ndingsafter induction therapy with a single dose of the anti-B cell antibody 
rituximab.
Patients and methods. In a single centre, double-blind, placebo-controlled study, 280 
adult renal transplant patients were randomised between a single dose of rituximab 
(375 mg/m2) or placebo during transplant surgery. Maintenance immunosuppression 
consisted of tacrolimus, mycophenolate mofetil, and steroids. The primary end 
point was the incidence BPAR within six months after transplantation. Biopsies 
were scored independently by two blinded pathologists according to the updated 
Banff 07 criteria. Additionally biopsies were scored for CD20+, CD79a+ (B-cell 
markers), and CD138+ (plasma cell marker) cells and C4d. Protocol graft biopsies 
were not performed.

Results. The incidence of BPAR was comparable between rituximab-treated (23/138, 
16.7%) and placebo-treated patients (30/142, 21.2%, p=0.25 by log-rank test). Most 
rejections were T cell mediated according to the Banff classifi cation. Rituximab-
treated patients tended to have less antibody mediated rejections (ABMR), compared 
to placebo-treated patients (4/138, 2.9% vs. 11/142, 7.7% p=0.11). An additional 
analysis of biopsies performed during the fi rst six months showed that biopsies of 
rituximab-treated patients had signifi cantly less CD20+ cells and signifi cantly less 
(clusters of) CD79a+ cells in their biopsies (CD20+ cells 18.5% vs 82.9%, p<0.01 
and score for CD79a+ 0.15 vs 1.56, p<0.01), and tended to have less C4d deposition 
(8.2% vs. 15.8%, p=0.13) compared with biopsies from placebo-treated patients. 
There was no difference in the score for CD138+ cells (0.35 vs 0.48, p=0.43).
Conclusion.  The results of our study suggest that a single dose of rituximab may 
reduce the incidence of biopsy proven acute rejection in immunised patients. The 
incidence of ABMR tended to be lower after rituximab, especially in immunised 
patients. After rituximab treatment, signifi cantly less B-cells were found in the 
biopsies.
DISCLOSURES: Hilbrands, L.: Grant/Research Support, Hoffmann–La Roche, 
Astellas Pharma.

Abstract# A223 
Expression of a Membrane Cofactor Protein in Renal Allografts 
During Acute Cellular Rejection. Y. Kakuta,1 M. Okumi,1 T. Kato,1 
K. Yamanaka,1 S. Miyagawa,2 N. Nonomura.1 1Dept. of Urology, Osaka 
University Graduate School of Medicine, Suita, Osaka, Japan; 2Division 
of Organ Transplantation, Dept. of Surgery, Osaka University Graduate 
School of Medicine, Suita, Osaka, Japan.
Background. The complement system plays a critical role in both innate and adaptive 
immune responses. Locally produced complement component 3 (C3) from renal 
allografts during acute cellular rejection have been the focus of recent research 
interest. We examined the expression of a membrane cofactor protein (MCP), a 
complement regulatory protein, produced by rejecting renal allografts, and followed 
the clinical prognosis of the graft.
Methods. The study group consisted of 64 renal transplant biopsies that were 
originally selected for the diagnosis of acute cellular rejection type I and type II. The 
major reason for performing the biopsies was allograft dysfunction. Graft function 
was determined by serum creatinine measurements, before biopsy, at the time of 
biopsy, at 2 and 12 months. The expression of MCP was then examined for the 
functional outcome of the graft and clinicopathological correlations.
Results. C3b deposition in renal tubular cells was observed in 60 patients (93.8 %). 
No difference in serum creatinine levels were found between the patients with high 
and low MCP expression before and at the time of biopsy (1.32 ± 0.36 mg/dL vs. 
1.36 ± 0.36 mg/dL, 1.99 ± 0.63 mg/dL vs. 1.89 ± 0.55 mg/dL, respectively). After 
the anti-rejection treatment, patients with a high level of MCP expression had lower 
creatinine levels compared to those with low MCP expression (1.47 ± 0.40 mg/dL 
v.s. 1.76 ± 0.79 mg/dL at 2 months after biopsy, 1.50 ± 0.40 mg/dL v.s. 1.85 ± 0.66 
mg/dL at 12 months after biopsy). 5-year graft survival was better in patients with a 
high MCP expression compared to those with a low MCP expression, 100 % versus 
76.6 % respectively. The age of the donors in the high MCP expression group was 
signifi cantly lower than that of the low MCP expression group.
Conclusion. The fi ndings herein indicate that MCP expression in renal tubular cells 
during acute cellular rejection may infl uence the outcome of treatment and graft 
survival. Grafts from older donors may be a risk factor for decreased expression 
of MCP in renal tubular cells. The clinical application of complement regulatory 
protein including MCP and complement regulatory drugs is considered to have 
some potential for suppressing acute cellular rejection after transplantation and to 
improve graft outcome.

Abstract# A224 
A Prospective Study of Acute Clinical and Subclinical Rejection in 
a Rapid Steroid Withdrawal Protocol. R. Kasekar, R. Mehta, P. Sood, 
P. Randhawa, C. Wu, N. Shah, C. Puttarajappa, A. Tevar, R. Shapiro, 
M. Sturdevant, M. Wijkstrom, A. Humar, S. Hariharan. University of 
Pittsburgh Medical Center, Pittsburgh.
Purpose: To estimate the incidence and risk factors for acute clinical rejection (CR) 
and subclinical rejection (SCR) and evaluate response to therapy. Methods: We 
prospectively followed all adults who underwent kidney transplantation between 
1/1/2013 - 9/30/2013 at our center. All received thymoglobulin(94%) or simulect(6%) 
induction, CNI/MPA maintenance therapy and rapid steroid withdrawal by day 7. 
Protocol biopsy was performed at 3 months post transplant. Five pts expired within 3 
months of transplant and were excluded. Remaining 138 were divided into 4 groups. 
Gr I (N=15) had SCR on protocol biopsy and received therapy. Gr II (N=62) no 
rejection. Gr III (n=16) had acute CR on indication biopsy. Gr IV (n=45) did not 
undergo biopsy. Banff classifi cation was followed for biopsy grading. Steroids and/
or thymoglobulin were used for acute T-cell rejection and PP/IVIG for acute AMR. 
Recipient demographics, transplant and post-transplant variables, serum creatinine 
(1, 3 and 6 months) were compared using t-test and chi-square test. Results: The 
incidence of SCR was 16%(15/93) and CR was 11.6%(16/138). The distribution 
of variables are as shown.
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Groups (N) I (15) II (62) III (16) IV (45) All (138)
Mean age (yrs) 52.93 50.87 49.50 53.18 51.69
Gender (Male) % 67 66 38 49 57
Race (W/AA/Other)% 93/7/0 74/24/2 69/31/0 91/9/0 81/18/1
TX type (LD/DD)% 27/73 50/50 44/56 29/71 40/60
PRA (mean) 5.67 15.35 11.38 24.02 16.67
CIT(Hrs/mins) 7h 42m 6h 41m 6h 24m 8h 7h 11m
HLA DR mismatch 1.2 1.19 1.38 1.13 1.20
SCr at 1 month (mg/dl) 1.81 1.57 2.05 1.44 1.61
SCr at 6 months (mg/dl) 1.52 1.41 1.67 1.24 1.40
Banff Gr (Borderline/1A and 1B/2A and 
2B) % 7/93/0 NA 31/56/13 NA -

No statistical difference was noted for all variables among the groups. Creatinine 
was higher in patients with CR at the time of the biopsy. There was a trend towards 
decline in creatinine from 1 to 6 months in Gr 1 and 3 (p = NS). Conclusion: This 
prospective study revealed the incidence of acute CR to be 11.6% and SCR to be 
16% with mainly thymoglobulin induction and CNI/MPA based maintenance therapy 
with rapid steroid withdrawal. This immunosuppressive regimen was associated with 
high incidence of combined CR and SCR (at 3 months post-transplant). Protocol 
biopsy helps identify early acute rejection and optimize therapy to stabilize short-
term renal function. Longer follow up with larger cohort size is required to estimate 
long-term outcome.

Abstract# A225 
Clinical Relevance of IgG Antibodies Against Human Endothelial Cell 
Precursors in Recipients of Living Related Kidney Grafts. V. Daniel,1 
M. Sadeghi,1 C. Suesal,1 S. Scherer,1 H. Tran,1 C. Morath,2 G. Opelz.1 
1Department of Transplantation-Immunology, University-Hospital, 
Heidelberg, Germany; 2Department of Nephrology, University-Hospital, 
Heidelberg, Germany.
There are reports in the literature suggesting that preformed (non-HLA) IgG 
antibodies (ab) against donor endothelial cells increase the risk of early acute 
rejection. In the present study we investigated 51 recipients of renal transplants 
(Tx) for possible clinical relevance of pre-Tx IgG ab against human endothelial 
cell precursors (ECPs).
 
Using the fl ow cytometric XM-One crossmatch test kit, angiopoietin receptor positive 
ECPs were isolated from donor blood and tested with patient serum according to the 
manufacturer´s instructions (Absorber AB, Stockholm, Sweden). Cut-offs for IgG 
MFI shift: <80 = negative, 80-120 = weakly positive, >120 = positive; corresponding 
cut-offs IgM MFI shift: <100, 100-120, and >120 channels.
The presence of donor-specific HLA ab prior to Tx was excluded using the 
combination of microlymphocytotoxicity as well as solid phase assay ELISA and 
Luminex testing.
 
Endothelial cell crossmatch test (ECXM) was performed 49+/-65 days before Tx. 
Patients were followed for at least 1 month post-Tx. 5 patients developed acute 
biopsy-proven rejections (Banff Ia: n=3 and Banff Ib: n=2) on days 7, 8, 9, 85 and 
130 post-Tx. All 5 patients with acute rejection showed no IgG or IgM ab against 
ECPs. Conversely, IgG and IgM ab against ECPs were detected in 10 patients without 
acute rejection (1x both IgG+IgM, 1x IgG and 8x IgM).
One patient received a combined pancreas/kidney graft from a deceased donor and 
lost the graft intraoperatively. Pathology showed histomorphological alterations that 
could be interpreted as ischemia injury but also shared typical features of hyperacute 
rejection. ECXM was performed retrospectively with pre-Tx patient serum and donor 
ECPs enriched from spleen cells. Positive channel shifts were adjusted specifi cally 
for spleen cells. The patient showed IgG and IgM ab.
 
Our preliminary data suggest that pre-Tx IgG or IgM ab against ECPs were not 
associated with early acute rejection (within one month). However, retrospective 
analysis of a patient with intraoperative graft loss reminiscent of hyperacute rejection 
using ECPs enriched from spleen cells revealed IgG and IgM ab against ECPs in 
the pre-Tx serum. This result suggests that ECXM with ECPs enriched from spleen 
cells is technically possible and may be of clinical relevance.

Abstract# A226 
Micro RNA142-3p Is Differentially Expressed in the Peripheral Blood 
of Kidney Transplant Recipients With Graft Dysfunction Without 
Acute Rejection. T. Domenico, G. Joelsons, F. Spuldaro, R. Montenegro, 
L. Goncalves, R. Manfro. Division of Nephrology, Hospital de Clinicas 
de Porto Alegre, Porto Alegre, Brazil.
Background and aims. The uncovering of non invasive molecular biomarkers of 
graft dysfunction would be an important accomplishment in the clinical management 
of kidney transplant recipients (KTR). We evaluated the transcriptional expression of 
micro RNA 142-3p (miRNA 142-3p) in urinary sediment cells and peripheral blood 
cells of KTR in order to evaluate it as a non-invasive biomarker for graft dysfunction.
Patients and methods. Seventy-six KTR who underwent 98 graft biopsies for the 
evaluation of renal dysfunction were included. There were forty-nine indication 
biopsies obtained for evaluation of acute graft deterioration, 42 surveillance biopsies 
obtained during the period of delayed graft function and 7 were protocol biopsies from 

stable patients at the third post-transplant month. Peripheral blood and urine were 
obtained immediately before the biopsy for the evaluation of the miRNA 142-3p by 
real-time polymerase chain reaction (RT-PCR). Biopsies were classifi ed according 
to the Banff squema into three groups: acute rejection (AR, n = 23), other causes 
of dysfunction (OD, n = 68) and normal kidney transplant biopsy (NKT, n = 7).
Results. The molecular expression of miRNA 142-3p in the urinary sediment cells 
of NKT was [(0.7 (95%CI 0.6 – 2.0)] and no difference was found in the comparison 
with the AR group [(9.0 (95%CI 0.3 – 38.2)] and OD group [(8.0 (95%CI 0.5 – 
80.3)], (P = 0.29). In the peripheral blood, miRNA 142-3p expression values were 
[(1.1 (95%CI 0.4 – 2.4)] for the NKT group and presented lower expression in the 
group of patients with AR [(1.3 (95%CI 0.5 – 1.8)] as compared with the OD group 
[(2.39 (95%IC 1.06 - 5.82)], (P = 0,01).
Conclusions. Micro RNA 142-3p presented increased expression in the peripheral 
blood of patients with kidney graft function not due to acute graft reejction. The 
uncovering of the clinical situation in which this miRNA is increased may lead to 
the development of an accurate biomarker for such situation.

Abstract# A227 
Early and Late Antibody Mediated Rejection: Distinct Profi les, 
Distinct Outcomes. S. Braga, D. Carneiro, G. Basso, R. Marco, M. 
Cristelli, M. Franco, H. Tedesco, J. Medina-Pestana. Nephrology Division, 
Hospital do Rim UNIFESP, Sao Paulo, Brazil.
Introduction: Antibody mediated rejection (AMR) has a signifi cant negative impact 
on kidney transplant outcomes. Yet, the relative low incidence of AMR complicates 
the understanding of the phenotype of its clinical presentation and relation to 
outcomes. Methods: This retrospective study examined all cases of AMR diagnosed 
in kidney transplant recipients who were in follow up between January 2010 and 
May 2013. Diagnostic criteria were composed by renal allograft dysfunction plus 2 
of the following 3 criteria: suggestive histological fi ndings according Banff 2009, 
strong C4d positivity in peritubular capillaries and/or presence of donor-specifi c 
antibodies (DSA, >300 mFi in solid phase Luminex or ELISA testing). Patient and 
graft survivals were recorded until June 2013. Results: of the 7051 patients at risk, 
we identifi ed 37 cases (incidence rate 0.52%). They were classifi ed as early (eAMR, 
within 3 months after transplantation, n=18) and late (lAMR, after 3 months, n=19) 
episodes. Patients with eAMR had higher mean age (40 vs. 32 y, p=0.015), time 
on dialysis (78 vs. 19 months, p=0.001), number of pregnancies (4 vs. 1, p=0.008) 
and frequency of pre-transplant Class I DSA (65 vs. 8%, p=0.002), but not Class 
II (0 vs. 17%, p=0.081). Compared to patients with lAMR, a higher proportion of 
patients with eAMR received grafts from deceased donor (78 vs. 22%, p=0.001), 
thymoglobulin induction (50 vs. 16%, p=0.083) and tacrolimus+prednisone+myco
phenolate regimen (61 vs. 21%, p=0,019). The median time from diagnosis in AMR 
was 23 vs. 1832 days (p=<0,001) and diagnostic criteria had a uniform distribution 
between the groups: presence of DSA (89 vs. 100%, p=ns), histological criteria 
(88 vs. 89%, p=ns) and C4d positivity (73 vs. 94 %, p=ns). Of the patients, 89% 
were treated with plasmapheresis and immunoglobulin. Due to clinical infectious 
complications, 11% of patients in eAMR group did not receive immunoglobulin and 
11% of patients with lAMR did not receive either plasmapheresis or immunoglobulin. 
High incidence of infectious complications were observed in both groups (76 % 
vs. 26%, p=0.003). Interestingly, mean creatinine (3.4 vs. 2.1mg/dl, p=0.12) and 
graft survival (72 vs. 95%, p=0.063) appeared to be worse in patients with eAMR 
compared to lAMR. Conclusion: The profi le of patients with eAMR is distinct 
from those with lAMR. Patients with eAMR are older, more sensitized, had more 
complications and higher risk of graft loss.

Abstract# A228 
Thymoglobulin 5 mg/kg Is as Effective as 6 mg/kg and Costs Less: 
Largest Report to Date. L. Bowman,1 J. Hagopian,1 T. Horwedel,1 
L. Horwedel,2 D. Brennan,2 R. Delos Santos,2 J. Wellen,2 C. Klein.2 
1Barnes-Jewish Hospital, St. Louis, MO; 2Washington University School 
of Medicine, St. Louis, MO.
Background: The agent, dose, and duration used for induction post-renal 
transplantation (RT) are controversial and center-specifi c. Approximately 50% of RT 
patients receive induction with rATG nationwide. Cumulative target doses in small, 
retrospective studies have ranged from 3-10.5 mg/kg. A recent retrospective study of 
188 patients showed that acute rejection (AR) is more frequent if the cumulative rATG 
dose is <6 mg/kg of actual body weight (ABW). We adjusted our induction protocol 
with rATG by lowering the cumulative dose from 6 mg/kg ABW to 5 mg/kg ABW.
Methods: We performed a retrospective cohort study of adult RT recipients 
transplanted 2006-2012 who received rATG for induction. The primary outcome 
was the incidence of acute cellular rejection (ACR) at 1 year. Secondary outcomes 
were AR (ACR or AMR) and time to ACR. A multivariate analysis was performed 
to determine predictors of ACR at 1 year post-transplant.
Results: 1,096 patients were identifi ed and groups were compared based on total 
induction dose of rATG [low dose <5 mg/kg (n=683) vs high dose >5 mg/kg (n=413)]. 
60% were male, 23% AA race, 64% deceased donor recipients, and average of 3.8 
HLA mismatches. Baseline characteristics were well matched, with the exception of 
the low dose group being slightly older (51 vs 50 years). The mean dose of rATG in 
the low dose group was 4.87 mg/kg vs 5.86 mg/kg in the high dose group, p<0.001. 
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There were no differences in the incidence of ACR (4.7% low dose vs 5.1% high dose, 
p=0.76) or AR (5.3% low dose vs 5.7% high dose, p=0.81) at 1 year post-transplant.

In a multivariate model including HLA mismatches, AA race, age, and rATG dosing, 
only older age was associated with a signifi cant reduction in risk of ACR (HR 0.967, 
CI 0.948 – 0.987 for each year).
Conclusions: This large retrospective analysis suggests that induction 
immunosuppression with rATG <5 mg/kg is as effective as higher doses for 
preventing AR at 1 year post-transplant, and can save over $2,000 per patient without 
compromising graft outcomes.
DISCLOSURES: Brennan, D.: Speaker’s Bureau, Sanofi .

Abstract# A229 
Analysis of Early Biopsy in Deceased Donor Renal Transplantation 
(DDRT). P. Whatling, A. James, G. Giuffrida, K. Pawelec, S. Soldano, 
A. Ali, C. Sammartino, R. Cacciola. Renal Transplantation, The Royal 
London Hospital, London, United Kingdom.
AIM
Induction Immunosuppression (IIs) regimens have contributed to a lower incidence 
of early biopsy proven acute rejection (BPAR). Percutaneous renal transplant 
Biopsy (Bx) carries risks of complications; controversy still exists as to whether 
the diagnostic yield of early transplant Bx outweighs these risks in patients 
immunologically at Low or Standard Immunological Risk (LSIR) for BPAR.
This single centre study analyses the risk of early Bx and BPAR in early biopsies 
(<4months) after deceased donor renal transplant (DDRT) and compares between 
two IIs regimens either with Basiliximab or low dose ATG (2.5mg/kg on day 0 and 
1.25mg/kg on day 4).
METHOD
The analysis was performed on prospectively collected data of all DDRT performed 
in our unit from January 2010 to June 2013.
Inclusion criteria were LSIR patients defi ned as recipients of fi rst DDRT with no 
DSA and negative Flow Cytometry XM, with a functioning graft >6months.
Risk factors for Bx and rejection were studied using Cox Proportional Hazard 
modeling. Minimum follow up 6 months.
RESULTS
244 patients received DDRT; 159 (65%) were included in the study.
74 patients recieved IIs with ATG (DBD 12, DCD 62) and 85 (DBD 74, DCD 11) 
received Basiliximab.
In the 2 weeks post-operatively 49 Bx were performed and there were no rejection 
episodes in either group.
Within 16 weeks of transplantation 67 biopsies were performed in 48 patients who 
had received ATG. In the same time period 56 biopsies were performed in 48 patients 
who had received Basiliximab.
Signifi cant Risk Factors for Bx were DGF: HR 3.36 (95% CI 1.16-9.69) and IIs 
regimen:HR 2.03 (95% CI 0.54-7.64)
In the fi rst 16 weeks there were zero BPAR in the ATG group and 10 (11.7%) in 
the Basiliximab group (p 0.006). Most important risk factor for early BPAR was 
IIs regimen.
CONCLUSION
This study shows that in the very early post transplant period (<2weeks) the incidence 
of BPAR is rare. Early Bx in this period appears to be unjustifi ed in LSIR recipients. 
The increased incidence of DGF is also related to the increasing number expanded 
criteria donors. In our experience IIs with ATG was associated with zero BPAR in 
the fi rst 4 months. In this context we can question the utility of early Bx in LSIR 
recipients because of the risk of exposing this group of transplant recipients to 
complications that may affect the early post-operative phase.

Abstract# A230 
Comparison of Parenchyma Thickness/Graft Length Ratio and 
Resistive Index With Histopathology Findings in Transplanted 
Kidney. A. Ales Rigler,1 A. Vizjak,2 D. Ferluga,2 A. Kandus,1 J. Buturovic-
Ponikvar.1 1Department of Nephrology, Universitiy Medical Center, 
Ljubljana, Slovenia; 2Institute of Pathology, Medical Faculty, University 
of Ljubljana, Ljubljana, Slovenia.
Background: In our previous study on 72 deceased donor renal allograft biopsies, 
we found that parenchyma thickness/graft length ratio (parenchyma size index – PSI) 
and resistive index (RI) correlate with histopathology fi ndings in transplanted kidney.
Aim: To expand the analysis of correlation of parenchyma size index and resistive 
index measured by ultrasonography with histopathology fi ndings on renal biopsy.
Patients and methods: We analysed 117 deceased donor renal allograft biopsies 
and respective allograft ultrasounds, performed on 112 patients (66 % men) with 
mean age of 50 years (range: 21 – 73 years), with kidney graft dysfunction in the 
years 2010 - 2012. Parenchyma thickness relative to graft length and resistive index 
were compared with different histopathology diagnoses: acute rejection, chronic 
rejection, chronic kidney changes, acute tubular necrosis (ATN) and other diagnoses.
Results: The mean value of the parenchyma thickness/graft length ratio (parenchyma 
size index - PSI) and of the resistive index (RI) was 1.45 ± 0.27 (SD) and 0.79 ± 
0.10 (SD), respectively. Enlarged PSI was signifi cantly higher in ATN (mean 1.71 ± 
0.3) compared with no ATN (mean 1.37 ± 0.24) - p<0.001, and lower when chronic 
changes were present (mean 1.36 ± 0.24 for chronic changes vs. mean 1.61 ± 0.3 
for no chronic changes), p<0.001. In the group without ATN, PSI was enlarged in 
acute graft rejection compared with no graft rejection (mean 1.48 ± 0.24 vs. 1.25 ± 
0.18, respectively) – p<0.001, while in the whole group, that also included ATN, PSI 
showed no differentiating power for acute rejection, p=0.129. RIwas signifi cantly 
higher in ATN than without it (mean 0.91 ± 0.1 vs. 0.77 ±0.09, respectively), p<0.001, 
while RI was not increased (but was actually lower) in acute graft rejection compared 
to no graft rejection in the group without ATN and in the whole group (mean 0.79 
± 0.1 vs. 0.81 ± 0.11, respectively), p=0.323.
Conclusions: Expanded study, on a larger number of biopsies, additionally 
corroborates our previous observations that parenchyma thickness/graft length ratio 
is higher in acute tubular necrosis and acute allograft rejection, while resistive index 
is increased in acute tubular necrosis, but not in acute allograft rejection. Decreased 
parenchyma thickness/graft length ratio is observed in chronic kidney changes.

Abstract# A231 
The Long-Term Outcome of Ketoconazole and Tacrolimus Co-
Administration in Kidney Transplant Recipients. M. Killackey,1 E. 
Khan,2 Y. Liu,3 D. Kumbala,2 H. LaGuardia,2 A. Paramesh,1 D. Slakey,1 B. 
Saggi,1 J. Buell,1 R. Zhang.2 1Surgery, Tulane University Medical School, 
New Orleans, LA; 2Medicine-Nephrology, Tulane University Medical 
School; 3Biostatistics, Tulane University School of Public Health, New 
Orleans, LA.
Transplant programs often utilize the p450 inhibitor effect of ketoconazole to reduce 
tacrolimus doses and thus fi nancial cost to the patient. Short-term studies have 
supported such practice, but the long-term outcome remains unknown.
From 2006 to 2010, 450 adult patients received a primary kidney transplant. A 
retrospective review of these charts revealed that ketoconazole was used in 199 
patients for a minimum of 1 year or until graft failure (Group 1). Results in this group 
were compared to the 149 ketoconazole naive recipients (Group 2). Basiliximab 
induction was used in high risk (59%) patients. Maintenance immunosuppression 
included tacrolimus, mycophenolate and steroids.
Basic demographic data were similar between the 2 groups and all patients had 
a minimum of 3 years of follow-up. The 5-year cumulative incidence of BPAR 
was signifi cantly higher in Group 1 than in Group 2 (34 vs. 18%, p=0.01). The 
5-year Kaplan-Meier estimated graft survival (74.3 vs. 76.4%, p=0.58) and patient 
survival (87.8 vs. 87.5%, p=0.93) however, were not different between the 2 
groups. Multivariable logistic regression analyses identifi ed ketoconazole usage 
as an independent risk factor for acute rejection(AR) (OR 2.33, 95% Cl 1.33-4.07; 
p=0.003).
Table 1. Multivariable analysis of RF for AR
Risk Factors Odds ratio 95% CI p-value
Race (black v non-black) 2.68 1.67-6.73 0.032
Donor (living v deceased) 0.32 0.11-0.94 0.038
Ketoconazole (yes v no) 2.33 1.33-4.07 0.003
Delayed graft function (yes v no) 2.14 1.22-3.73 0.008
Infection (yes v no) 1.89 1.04-3.48 0.038
Tacrolimus dose (mg/d) at 3 months 0.89 0.75-0.96 0.041

In addition, delayed graft function (OR 2.14, 95% Cl 1.22-3.73; p=0.008) and 
infectious complications (OR 1.89, 95% Cl 1.04-3.48; p=0.038) were also found 
to be signifi cant risks of AR.
Our study suggests that co-administration of ketoconazole and tacrolimus is 
associated with signifi cantly higher incidence of AR in kidney transplant recipients. 
This, however, did not result in a worse graft or patient survival. While this is a 
retrospective review, we postulate that an overall lower AUC in the ketoconazole 
group may be responsible. Closer monitoring in patients taking ketoconazole and a 
lower threshold for biopsy may be necessary.
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Abstract# A232 
Electron Spin Resonance Spectroscopy of Albumin Transport Quality 
Is a New Test for Diagnosis of Kidney Transplant Acute Rejection. 
A. Kalachyk,1 I. Ugolev,2 T. Zabello,2 V. Voitovich.1 1Nephrology and 
RRT Unit, National Transplant Center, Minsk, Belarus; 2Nuclear Physics 
Department, Belarussian State University, Minsk, Belarus.
Background:
We looked at the albumin functional disorders caused by proteins released by kidney 
allograft at the time of acute rejection (AR).
Using electron spin resonance (ESR) spectroscopy as a quick and non-invasive 
technique to measure changes of serum albumin functionality and evaluate utility of 
the method for monitoring kidney transplant function to detect kidney transplant AR.
Methods:
We used an ESR spectrometer and 16-doxyl stearic acid as spin label to measure 
detoxifying activity of albumin (DTE, %) in blood samples from the 91 (44 males 
and 47 females) kidney transplant recipients.
30/91 had the kidney transplant AR: 9 males and 21 females with median age 
39(23; 64) years. Median time on dialysis was 63 (9; 168) months. Donor age was 
45.5(20; 61) years.
AR was confi rmed by kidney biopsy in most cases (24/30), or diagnosed clinically 
(6/30). Regarding the Banff classifi cation we found the following grades of AR: 
borderline -4/24, 1A – 4/24, 1B – 6/24, 2A – 7/24, 2B-4/24.
Control group included 61 pts without AR: 35 males and 26 females with median 
age 40(21; 65) years. Median dialysis duration was 28 (4; 168) months and median 
donor age was 42 (10; 58) years.
Results:
The diagnostic sensitivity and specifi city of this test were 80.0% and 82.5%, 
respectively, for differentiating non-rejection pts from pts with AR. Cut-off value 
of DTE was 60%. ROC-analysis showed AUC of 0.880.
The median value of DTE was found as 45.95% (29.5%; 58.2%) for pts with acute 
rejection versus 91% (65.9%; 144.4%) for pts without AR (p< 0,0001).
Conclusion: 
ESR spectroscopy of serum albumin functionality is a sensitive and noninvasive 
method of detecting kidney transplant AR. It is a useful non-invasive monitoring 
the postoperative course to detect early AR.

Abstract# A233 
Sub-Clinical Rejection Detected On Surveillance Biopsies Performed 
at 3 Months After Kidney Transplantation Does Not Confer a 
Negative Impact in Relation to Function and Survival. R. Aiyer, R. 
Bakthavatsalam, N. Kieran, E. Kendrick, C. Blosser, S. Rayhill, N. Leca. 
Nephrology and Transplant Surgery, University of Washington, Seattle.
The clinical implications of subclinical rejection are unclear. We evaluated the 
incidence and clinical signifi cance of subclinical rejection in 135 patients transplanted 
at our center between Jan 2004 and Jun 2010 who received a surveillance biopsy in 
the fi rst 3 months after kidney transplantation.
Patients with no biopsies or for-cause biopsies were excluded. Rejection diagnosis 
was extracted from the charts, as classifi ed by the pathologist reading the biopsies. 
Semi-quantitative histological scores of infl ammation and fi brosis were assessed.
Sixteen patients (12%) were classifi ed by their pathological diagnosis as having 
rejection.

No Rejection(n=119) Rejection(n=16) p value
Age(±sd) 47±12 44±12 0.27
Sex(male%) 54 50 0.78
BMI(±sd) 26±5 27±4 0.68
CIT hrs(±sd) 12.5±8 12±7 0.81
WIT min(±sd) 38±11 33±7 0.09
Deceased-donor 92 12 0.84
PRA>20(%) 21 31 0.35
DGF 10 1 0.99
Biopsy time(d,±sd) 52±30 46±27 0.41
Creatinine at biopsy 1.2±0.3 1.3±0.3 0.57
C4d positive 1 5 0.41
Tubulitis(0-3)
0
1
2

109
10
0

3
11
2

<0.001

Interstitial 
Infl ammation (0-3)
0
1
2

78
41
0

1
14
1

<0.001

Chronic changes(0-3)
0
1
2

49
26
44

7
0
9

0.066

All rejections were mild in severity and no allograft losses were seen. Four patients 
did not receive any additional treatment, 7 received steroids, 5 antibody depleting 
therapy(all C4d and DSA positive), 2 received additional treatment with ATG. Follow 
up time was similar and creatinine levels at 1 and 3 years, patient and graft survival 
were not different between groups.

No Rejection(n=119) Rejection(n=16) p value
Follow-up time(mo) 58±27 63±39 0.52
Graft failure 4 0 0.99
Deaths 10 3 0.19
Combined 14 3 0.43
Creatinine 1yr 1.2±0.3 1.4±0.4 0.13
Creatinine 3yr 1.3±0.8 1.5±0.5 0.62

Time to event analysis estimated the risk of death and allograft loss associated with 
rejection at 1.65(95%CI: 0.48, 5.76), p=0.43 and 1.83(95%CI: 0.51, 6.55), p=0.35, 
after adjustment for baseline characteristics.
Although potentially limited by the sample size, our analysis does not identify a 
signifi cant risk of worse allograft function or patient and allograft survival associated 
with subclinical rejection at 3months post transplantation. Further analysis regarding 
correlation with histology on follow up biopsies is ongoing, given the heterogeneity 
of the biopsy fi ndings seen on the 3 month biopsies.
DISCLOSURES: Leca, N.: Grant/Research Support, Investigator initiated grant 
support.
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Abstract# A234 
HLA-DR Matching Is Associated With Improved Graft Survival 
in Recipients of Deceased Donor Kidneys. Review of OPTN Data. 
R. Bray, A. Kucheryavaya, D. Tyan, B. Freed, A. Hahn, G. Boyle, L. 
Baxter-Lowe. Histocompatibility Committee, United Network for Organ 
Sharing, Richmond, VA.
Purpose:
In May of 2003, Organ Procurement and Transplantation Network (OPTN) policy 
was amended to allow candidates for deceased donor kidneys HLA allocation points 
only for DRB1 (DR) matching; points for HLA-A and -B were removed. Candidates 
are given 2 points if there are no mismatched (MM) DR antigens. To assess the 
effi cacy of this policy change the OPTN Histocompatibility Committee reviewed 8 
yr. outcomes data stratifi ed by the degree of DR MM.
Methods:
Results from 16,329 deceased donor (DD) kidney transplants performed from 
2005-2007, with up to 8 years follow up, were analyzed. Recipients were excluded 
if they received a multi-organ transplant or if the level of DR mismatch (MM) was 
unknown. Pair-wise comparisons were made between 0, 1, and 2 DR MM groups. 
All results are based on OPTN data.
Results:
During this time, 20.9% of patients received 0-DR MM grafts, 41.5% 1 DR MM, 
and 37.6% 2 DR MM. Graft survival (GS) was signifi cantly better for 0 DR MM 
transplants compared to 1 or 2 MMs (p <0.001). A single DR MM was suffi cient 
to confer a statistically signifi cant decrease in GS which was evident within 4 yrs. 
post transplant. For 0 DR MM transplants, 57% were also 0 AB MM. Interestingly, 
among the 0 MM DR group; 69% were also 0 MM for HLA DQ.

Conclusions:
These data demonstrate the GS benefi t of DR matching among recipients of DD 
kidneys and supports the utility of awarding allocation points for DR match. 
Recipients with lower DR MMs enjoyed signifi cantly better GS by 4 years post 
transplant. Importantly, more than half of the 0 DR MM group was also 0 AB MM 
suggesting that the 0 MM allocation policy is a predominant factor resulting in better 
DR matching. These results support the continued use of allocation points for DR 
matching and warrant additional analyses to determine if the current point values 
are adequate given the improved GS.
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Abstract# A235 
The Effect of Donor and Recipient Gender On Graft Survival 
and Function After Kidney Transplantation. E. Mor,1 M. Litwak,1 
R. Michowitz,1 N. Eviatar,1 E. Sigal,1 S. Ezra,1 S. Evgeny,1 R. Ruth.2 
1Department of Transplantation, Rabin Medical Center, Beilinson 
Hospital, Petach-Tiqwa, Israel; 2Institute of Nephrology, Rabin Medical 
Center, Beilinson Hospital, Petach-Tiqwa, Israel.
Previous studies have shown inferior outcome when female kidneys are transplanted 
into male patients. A fi nding that might be explained by nephron-underdosing theory. 
More recently however, two large multicenter studies demonstrated that female 
recipients of male donor kidneys had the worst graft survival after the fi rst year and 
up to ten years post transplant, which suggests an “ H-Y effect” in which the female 
immune system attacks H-Y antigens presented by male kidney cells.
Study goal: The primary goal is to assess the outcome of renal graft function, graft 
and patient survival after kidney transplantation in the different donor/recipient 
gender combinations. The secondary goal is to fi nd if there is an H-Y effect in our 
patient population as previously reported.
Patients and Methods: We performed a cohort-retrospective study using data 
on kidney transplantation done between 1995 and 2005 at our center representing 
Israel largest transplantation experience. Donor and recipient demographics and 
clinical data including graft and patient survivals and renal function were collected 
to database and statistically analyzed on SPSS 21 software.
Results: For female recipients, grafts from female versus male donor had superior 
long-term graft survival (HR 0.52, p=0.048). For male recipients, grafts from male 
versus female donor had superior long-term graft survival )HR 1.35, p=0.04). Female 
donor to male recipient had inferior long term graft survival compared to other groups 
(HR 2.25, p=0.02). Likewise, male donor to female recipient had increased risk for 
graft failure compared to other groups (HR 2.09, p=0.047) and an increased graft 
failure rate due to chronic rejection (HR 1.46, p=0.041). Comparing GFR means, 
grafts from male donor has better function than grafts from female donor, irrespective 
of whether the recipient was male or female.
Conclusions: The results presented confi rm the known so far for the hypothesis 
of nephron-underdosing and for the H-Y antigen in kidney transplantation. Male 
recipients could probably profi t from male kidneys, with their higher nephron 
doses. Female recipients, however, might not need the same number of nephrons 
as men, and could profi t from the lower likelihood of rejection associated with a 
sex-matched donor kidney.

Abstract# A236 
Outcomes in Kidney Transplant Recipients With Post-Transplant 
DSA in the Absence of Antibody Mediated Rejection. L. Osadchuk,1 
B. Astor,1 T. Ellis,2 D. Kaufman,3 J. Brar,3 A. Djamali,1 B. Muth,1 M. 
Mohamed.1 1Medicine, Division of Nephrology, UW School of Medicine 
and Public Health, Madison, WI; 2Pathology and Laboratory Medicine, 
UW School of Medicine and Public Health, Madison, WI; 3Surgery, 
Division of Transpalntation, UW School of Medicine and Public Health, 
Madison, WI.
There is limited information on the signifi cance of HLA-DSA (human leukocyte 
antigen donor-specifi c antibody) on outcomes in kidney transplant recipients with 
no histopathological evidence of Antibody Mediated Rejection (ABMR).
We addressed this question in patients who underwent a kidney allograft biopsy 
between 01/2009 and 06/2012(n=1470). There were 75 patients with DSA (+) ABMR 
(-) biopsies (5.1%). 489 patients (33.2%) were DSA (-) ABMR (-) [table 1]. We 
evaluated patient and allograft survival through 3 years post biopsy.

DSA+ ABMR- group 
(N=75)

DSA- ABMR- group 
(N=489) p

Donor age, mean(years) 44.2 ± 14.1 44.6 ± 13.7 0.84
LDKT/DDKT (%) 32.0/68.0 27.2/72.8 0.38
Recipient age, mean 
(years) 49.2 ± 11.8 50.6 ± 13.2 0.42
Recipient gender (Male 
%) 53.4 63.2 0.10
Recipient race (White, %) 78.7 80.2 0.76
HLA mismatch, mean 3.9 ± 1.3 3.9 ± 1.4 0.84
Previous transplant (%) 30.7 19.2 0.02
Blood transfusion (%) 58.7 48.9 0.11
PRA, mean 16.4 ± 25.6 7.3 ± 17.0 0.008
DGF (%) 28.0 24.5 0.51

Patients with DSA (+) ABMR (-) were more sensitized as evidence by higher PRA 
and re-transplant rates. DSA in this group were directed against class II in 55%, 
class I - 36%, class I and II - 8.5, respectively. In 49% of cases DSA were found 
to be de novo DSA . Regression analysis demonstrated that anti-HLA DSA were 
signifi cantly associated with graft loss (HR 2.7, 95% CI 1.67-4.42, p = 0.000) [fi gure 
1], although they were not signifi cantly associated with patient survival (HR 1.8, 
95% CI 0.88-3.81, p = 0.14).

Conclusion
The observation that DSA is an independent risk factor for graft loss even in the 
absence of histological evidence of ABMR indicates that the pathologic effects of 
such DSA may be signifi cant and warrant follow-up biopsies and/or therapeutic 
interventions.

Abstract# A237 
Rising Incidence of De Novo Anti-HLA DSA in African American 
Renal Transplant Recipients Over a Decade. G. Dieplinger,1 M. 
Everly,1 L. Rebellato,2 C. Haisch,2 K. Briley,2 P. Bolin,2 W. Kendrick,3 S. 
Kendrick,3 C. Morgan,2 M. Hoermann,1 A. Maldonado,4 R. Harland,2 P. 
Terasaki.1 1Terasaki Foundation, Los Angeles; 2East Carolina University, 
Greenville, NC; 3Eastern Nephrology Associates, Greenville, NC; 4Vidant 
Medical Center, Greenville, NC.
Recent studies have reported the 1- and 5-year incidence of de novo donor specifi c 
antibodies (DSA). However, it is currently not known if DSA rates have changed 
over the last decade. We aimed to assess whether recipient characteristic and 
immunosuppression changes over the past decade have impacted the incidence 
rates of DSA.
Methods:We performed a retrospective analysis of two eras of transplants at a single 
transplant center. All patients underwent frequent HLA IgG antibody monitoringby 
LABScreen® single antigen beads pre-transplant, post-transplant at 1,3,6,9,12 
months, and annually, thereafter. Era I included patientstransplanted between 9/1999 
to 2/2006 and Era II included patientstransplanted between 3/2006 to 12/2010. All 
patientswere DSAnegative at time of transplantation.
Results:Era II (n=151) patients had a signifi cantly higher 2-year incidence of DSA 
compared to Era I (n=186) patients (Fig A, 35.9% vs 14.1%, respectively, p<0.001), 
with a similar 2-year post-DSA survival for both Eras (Fig B,p=0.537). Comparing 
DSA incidence in subgroups by Eras revealed the highest increase in transplants 
of African American recipients (Fig C,p<0.001).Compared to Era I, Era II African 
American recipients showed signifi cant higher rates of mismatches, tacrolimus 
maintenance, rabbit antithymocyte globulin induction and delayed graft function 
(Fig D, p<0.001).

Conclusions:The DSA incidence increased over the last decade. Subgroup 
analysis identifi ed African American transplants as group with the highest increase 
in incidence. This rise is likely a result of a change in patient characteristics and 
management over time.
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Abstract# A238 
Anti-HLA Antibodies and Renal Function in Living Donor Renal 
Allograft Recipients - A Single Centre Cross Section Study in The 
Balkans. N. Ivanovski,1 S. Pavleska-Kuzmanovska,1 J. Masin-Spasovska,1 
P. Dzekova-Vidimliski,1 A. Sikole,1 I. Nikolov,1 Z. Popov.2 1University 
Clinic of Nephrology, Medical Faculty, Skopje, Macedonia, The Former 
Yugoslav Republic of; 2University Clinic of Urology, Medical Faculty, 
Skopje, Macedonia, The Former Yugoslav Republic of.
Background: It is known that humoral immunity is important for graft survival after 
organ transplantation. The Luminex technology has enabled the detection of both, 
anti-HLA and donor specifi c anti-HLA antibodies (DSA).The aim of our cross section 
study is to investigate the correlation between the anti-HLA antibodies and renal 
function in living donor transplant (LDT) recipients, 60 months after the surgery.
Methods: The samples from 45 stable LDT pts 61 months after LDT ( range 12-150 
months) were investigated using a single antigen Luminex assay. All pts were under 
standard immunosuppression including induction (ATG or IL-2R antagonists) and 
triple drug maintenance therapy (MMF, CNI and steroids).LDT was performed 
using HLA haploidenthical parents(84.4%) and spousal donors (15.6%). According 
to the presence of anti-HLA antibodies the pts were divided in anti-HLA positive 
(MFI > 1000) group (1) and anti-HLA negative group (2). There was no statistical 
difference in both groups regarding age (37.3 vs. 39.8), gender (male 76% vs. 72%) 
and the average time of follow up ( 61.16 vs. 61.22 months). The renal function 
(GFR-MDRD), serum Creatinine (sCr), Proteinuria(Pr), Rejection Episodes(RE) 
and Delayed Graft Function (DGF) were analyzed.
Results: A relevant amount of anti-HLA antibodies were detected in 17 (37%) 
recipients. Nine against Class I, 6 against Class II and 3 against Class I and II antigens. 
In 3 pts were detected DSA.The most frequent anti-HLA antibodies identifi ed were 
A1, A2, A3, A68, B44, B45, DR7, Dr17. DR18, DQ7, DQ8 and DQ9.The actual sCr 
in Group 1 was 160.65 vs. 117.9 micromol/L in Group 2, while GFR-MDRD was 
55.5 vs. 65.8 ml/min (p<0.01). Pts in Group showed more Pr (0.84 vs. 0.36 gr/24h, 
p<0,01).There was no statistical difference between RE (17% vs. 14.2%) and DGF 
(11.7 vs. 7.14%) in Groups 1 and 2, respectively.
Conclusion: The authors confi rmed the negative effect of anti-HLA antibodies 
(DSA and non-DSA) on renal function. The detection of anti-HLA antibodies have 
deleterious effect on graft and patients survival rate. More careful investigation 
including protocol biopsies are needed for more useful data regarding the long term 
clinical impact of anti-HLA antibodies in transplant recipients.

Abstract# A239 
Prevalence of Angiotensin II Type I Receptors (AT1R) Antibodies 
(Ab) in Kidney Allograft Recipients. E. Weimer,1 T. Kozlowski,2 R. 
Detwiler,3 J. Schmitz.1 1Pathology and Laboratory Medicine, UNC-Chapel 
Hill, Chapel Hill, NC; 2Surgery, UNC-Chapel Hill, Chapel Hill, NC; 
3Medicine, UNC-Chapel Hill, Chapel Hill, NC.
Concurrent development of DSA and AT1R Ab is associated with increased risk of 
kidney graft loss. HLA Ab is routinely measured in kidney recipients pre- and post- 
transplant (Tx) but not AT1R Ab. There is a paucity of data concerning accepted cutoff 
for AT1R Ab positivity. The prevalence of AT1R Ab in the transplant population is 
not clearly defi ned. Monitoring of AT1R Ab and donor specifi c antibodies (DSA) 
may effect patient management.
Aim: The prevalence of AT1R antibodies in renal transplant recipients is not 
consistent in published reports. The aim of this study was to determine the prevalence 
of AT1R antibodies in kidney recipients.
Methods: 56 recipients were tested for DSA and AT1R Ab prior and 6-12 months 
post Tx. Flow cytometry screening beads and class I/II single antigen bead assays 
were used with a positive cutoff of 1000 MFI. AT1R Abs were determined using 
commercially available ELISA (One Lambda). A cutoff of 17 U/mL was used to 
determine positivity based on package insert. A cutoff of 15 U/mL was also assessed 
based on published data.
Results: Pre-transplant, 9 of 56 (16%) kidney Tx recipients had AT1R Ab based on a 
cutoff of 17 U/mL. The cutoff of 15 U/mL identifi ed an additional 9 AT1R positive 
patients. Seven of the 18 AT1R positive patients also had Class I and/or II HLA 
Ab pre-Tx, but only 1 patient had HLA DSA. Two of 18 AT1R positive patients 
developed de novo DSA 6 – 12 months post-Tx. 1 of 2 patients with de novo DSA 
patients remained positive for AT1R antibodies 6 – 12 months post-Tx. 1 patient had 
evidence of Ab mediated rejection (AMR) with negative C4d immunofl uorescence.
Conclusion: AT1R Ab can be detected pre and post Tx in kidney recipients. More 
work is needed to establish cutoff for AT1R test and correlation with short and 
long term outcomes. AT1R presence may be supportive in detecting AMR in C4d 
negative cases.

Abstract# A240 
Proper Interpretation of Molecular Changes Associated With 
Atrophy-Fibrosis Requires Correction For Time Post-Transplant. K. 
Famulski, J. Reeve, P. Halloran. Alberta Transplant Applied Genomics 
Centre, University of Alberta, Edmonton, Canada.

We previously reported that fi brosis (ci-lesions) in renal transplant biopsies was 
associated with plasma and mast cells, and with immunoglobulin transcripts (IGTs) 
and mast cell transcripts (MCATs). Fibrosis is a feature of late biopsies, and these 
changes could refl ect time post-transplant rather than fi brosis per se. We explored 
the molecular features associated with time and fi brosis in 703 indication biopsies 
taken 6 days to 36 years post-transplant. We wanted to fi nd the molecular features of 
time post-transplant and to separate those from the changes associated with fi brosis.
Time associated transcripts were identifi ed by a classifi er comparing late biopsies 
(>1year) to early biopsies (<1year). Fibrosis associated transcripts were identifi ed 
by two classifi ers: cigt1 - comparing biopsies with ci scores 2-3 (high fi brosis) to 
biopsies with ci scores 0-1 (low fi brosis), and cigt1time that had time as the covariate, 
i.e. time-corrected. The cigt1time classifi er had the best AUC for predicting fi brosis 
compared to cigt1 classifi er, injury response (AKI score), IGTs, MCATs and time 
alone (Table 1).

cigt1time cigt1 AKI score IGT MCAT Time
AUC (high fi brosis) 0.84 0.78 0.64 0.74 0.77 0.77

The time classifi er used mostly IGTs and MCATs (Figure 1A).

The Cigt1 classifi er used a high proportion of time-associated IGTs and thus was 
actually predicting time rather than fi brosis. The Cigt1time classifi er selected injury-
response transcripts (AKI Score) but did not select time-associated transcripts. 
Notably, the latter frequently included transcripts whose expression was decreased 
in biopsies with high fi brosis. IPA and GO pathway analyses of time corrected 
gene expression revealed that increase in acute phase signaling and ILK signaling 
(related to tissue injury), and decrease in amino acid metabolism and mitochondrial 
transcripts (related to atrophy) characterizes biopsies with high fi brosis (Figure 
1B). We conclude that when interpreting kidney transplant molecular features, it is 
important to distinguish between time-dependent features (e.g. IGTs/MCATs) and 
features actually associated with atrophy-fi brosis and parenchymal injury.
DISCLOSURES: Halloran, P.: Speaker’s Bureau, Astellas, Novartis, OneLamba.

Abstract# A241 
Increased Intragraft Endothelial Cell and Interferon-gamma 
Associated Transcripts and Banff Chronic Allograft Glomerulopathy 
(cg) Score Predict the Graft Loss in Transplant Glomerulopathy. L. 
Kamal,1 P. O Broin,2 Y. Bao,2 A. Golden,2 E. Akalin.1 1Einstein-Montefi ore 
Transplant Center, Bronx; 2Computational Genomics, Albert Einstein 
College of Medicine, Bronx.
Background: We aimed to investigate the clinical, histopathological and molecular 
predictors of graft loss in kidney transplant recipients with transplant glomerulopathy 
(TGP).
Methods: Of the 525 patients who underwent clinically indicated transplant kidney 
biopsies, 53 (10%) had diagnosis of TGP. The gene expression profi les of 28 TGP 
biopsies (8 graft loss and 20 functioning allografts) were studied by Affymetrix 
HuGene 1.0 ST expression arrays comparing to 11 normal transplant kidney biopsies.
Results: Over a median follow up of 23 months (1-46), 16 patients (43%) lost their 
allografts at a median of 16 months (1-44). There was no difference in terms of age, 
sex, race, type of transplant, HCV status, history of prior transplant or rejection 
episodes, serum creatinine levels, class I and II PRA levels, donor-specifi c antibody 
(DSA) frequency or mean fl uorescence intensity values of DSAs. Although there 
was a trend towards a higher median proteinuria in graft loss patients (2.08 g/g 
(1.18-4.56))compared to patients with a functioning allograft (0.91 g/g (0.08-
1.97)), the difference was not statistically signifi cant (p=0.06). The only signifi cant 
histopathologic Banff injury score was higher mean cg score in graft loss patients 
(2.00±0.82) compared to patients with a functioning allograft (1.11±0.94) (p=0.04). 
There was no difference in terms of peritubular capillaritis, glomerulitis, tubulitis, 
interstitial infl ammation, interstitial fi brosis, tubular atrophy, vascular fi brosis, or 
C4d scores. While gene expression profi les of both groups had statistically signifi cant 
increased gene transcripts associated with cytotoxic T cells, regulatory T cells, and 
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DSA-specifi c transcripts compared to normal transplant kidney biopsies, only graft 
loss group had increased interferon-gamma and rejection induced (GRIT) transcripts. 
When pathogenesis based transcripts of both TGP groups were compared to each 
other, the only statistically signifi cant difference was increased endothelial cell 
associated transcripts (ENDAT) in graft loss patients (p=0.02). There was a trend 
towards increased GRIT expression in graft loss TGP patients compared to patients 
with a functioning allograft (p=0.05).
Conclusion: Our results demonstrate that increased intragraft ENDAT and GRIT 
and cg score predict allograft loss in TGP patients.

Abstract# A242 
First Gene Expression Profiling of the Chronic Transplant 
Arteriopathy On FFPE Renal Biopsies. F. Schena,1 L. Gesualdo,2 F. 
Citterio,3 P. Rigotti,4 P. Stratta,5 L. Biancone.6 1C.A.R.S.O. Consortium, 
Valenzano, Italy; 2University of Bari, Bari, Italy; 3Cattolica University, 
Rome, Italy; 4University of Padova, Padova, Italy; 5University of Piemonte 
Orientale, Novara, Italy; 6University of Turine, Turine, Italy.

Background: Chronic rejection shows varying combination of lesions such as 
transplant glomerulopathy, interstitial fi brosis/tubular atrophy and chronic transplant 
arteriopathy (CTA) which is characterized by larger arteries with intimal fi brosis, 
thickening of intima, invasion of proliferated smooth muscle cells and infi ltrates 
of mononuclear cells. Several independent coexisting factors contribute to the 
characteristic morphological features of CTA which are the fi nal event of different 
non-immunological and immunological pathways. Since smooth muscle cells 
respond to growth factors and vasoactive peptides we applied transcriptomics on 
archival formalin-fi xed, paraffi n-embedded (FFPE) renal tissue of patient with CTA 
for searching genes responsible for the production of humoral factors.
Materials and Methods: Total RNA from 21 CTA biopsies was processed using 
cDNA-mediated Annealing, Selection, extension, and Ligation (DASL) Assay 
(Illumina). Fifty-two renal tissue samples obtained from cadaveric donors were 
used as controls.
 Results: Using fold change ≥2 and a false discovery rate<0.05, we identify 191 
differentially modulated genes in CTA respect to cadaveric donors. Principal 
Component Analysis 3-D analysis showed that the two groups had signifi cant 
differences in gene expression distribution indicating two transcriptionally distant 
populations. A Gene Set Enrichment Analysis approach showed functional gene set 
differentially expressed such as allograft rejection, and graft versus host disease. In 
particular, we focus on 9 modulated genes belonging to the leukocyte endothelial 
transmigration pathway, 16 up-regulated genes belonging to cell adhesion molecules 
pathway and 16 modulated genes belonging to natural killer mediated cytotoxicity, 
that were modulated more than 1.5 fold.
Discussion and Conclusions: This study shows, for the fi rst time, that a characteristic 
gene expression profi le occurs in CTA. The in vivo and in vitro validation studies of 
some identifi ed genes may help in evolving strategies for diagnosis and treatment 
targeted to specifi c mechanisms.

Abstract# A243 
Dynamic Analysis Using Gene Expression Post-Kidney Transplantation 
Resulted in a Set of Molecular Markers for Monitoring Graft 
Function. V. Mas,1 J. Lee,1 L. Suh,1 R. Gehrau,1 L. Gallon,2 T. Lee,1 B. 
Kenneth,1 D. Maluf.1 1UVA, Charlottesville; 2NWU, Chicago.
Background. Short-term kidney graft survival after kidney transplantation (KT) has 
continuously improved in recent years.However, allograft attrition over time remains 
undiminished mainly due to chronic allograft dysfunction (CAD). Biomarkers for 
continuing monitoring of graft function and prediction of CAD progression are 
needed in KT.
Material and Methods. A total of 158 deceased donor kidney transplant patients 
were included (age range: 21-83 years). Three available time point biopsies at 
pre-implantation, (K1); 3-(K3) and 12-months (K12) post-KT were used for gene 
expression analysis using microarrays (474 kidney samples) and for the time-course 
analyses. Probeset summaries were obtained using Robust Multiarray Analyses 
(RMA) algorithm. Logistic regression models, a method to determine the L1 
constraint in order to force the model to the number of estimates within m/10 where 
m=min(n1,n0) non-zero parameters, were used.
Results. Aiming to investigate the time-course genomic of gene expression data from 
a pre-KT time to continuous post-KT times up to 2-yr, we identifi ed 26 genes that 
were signifi cantly associated with KT long-term outcomes. CAD at 2-yr post-KT 
was used as study end-point (defi ned using graft function and histological fi ndings). 
We confi rmed that many of these 26 genes were related to kidney failure (e.g., 
lipocalin 2 (LCN2))and renal damage (e.g., interleukin 18 (IL18)) (IPA, Ingenuity 
Systems, Redwood City, CA). Using a statistical dimension reduction technique, we 
developed multivariate statistical models on these genes from 3-mo post-KT organ 
biopsy samples (K3), and then independently tested their prediction performance on 
samples from different time points: pre-KT (K1) and 12-month post-KT (K12). In 
these independent predictions, our multi-gene models showed a highly signifi cant 
and consistent prediction performance for the patient sets at all three time points. In 
particular, the prediction was highly signifi cant based on the K1 samples for 15 to 

22 gene models (Wilcoxon rank sum test p-value<0.01), suggesting that we could 
predict KT long-term outcomes based on pre-KT biopsy samples from donor organs.
Conclusions. Dynamic analysis using gene expression at multiple time points post-
KT resulted in a reduced set of markers for monitoring graft function. Moreover, there 
markers may allow to identify grafts at high risk of chronic allograft dysfunction 
post-KT.

Abstract# A244 
The Clinicopathological Significance of Acute Transplant 
Glomerulitis. M. Giordani,1 M. Bedini,1 S. Groppa,1 S. Christiansen,2 
M. Tambutti,3 C. Mombelli,1 C. Schreck,1 N. Imperiali,1 G. Rosa Diez.1 
1Nephrology, Hospital Italiano de Buenos Aires, Buenos Aires, Argentina; 
2Pathology, Hospital Italiano de Buenos Aires, Buenos Aires, Argentina; 
3Histocompatibility, Hospital Italiano de Buenos Aires, Buenos Aires, 
Argentina.
Background: Acute transplant glomerulitis (ATG) may be present in all types of 
acute rejection (AR). It´s associated with proteinuria and C4d deposits in peritubular 
capillaries (PTC C4d+) as a footprint of antibody mediated rejection. ATG can 
progress to chronic transplant glomerulopathy (CTG).The signifi cance of glomerular 
C4d deposits (G C4d+) is still unclear. Recent data suggests correlation with ATG.
Aim: to characterize the clinicopathological features of ATG in biopsies with AR 
and evaluate progression to (CTG) in kidney transplant (KT) patients (pts).
Methods: 102 indicated biopsies with AR (2006-2013) were retrospectively 
analyzed. Our study population was classifi ed according to the presence or absence 
of ATG (G1 n=42 and G2 n=60). C4d stain by immunofl uorescence was performed 
in all biopsies. Immunohistochemistry for CD68, CD3, CD8, CD4 and CD 20 was 
done in 31/42 biopsies (G1).
Screening for the presence of circulating Donor-Specifi c anti HLA antibodies (DSA) 
was performed using Luminex.
The Wilcoxon and Kruskal-Wallis test were used for comparing continuous variables. 
Categorical variables were analyzed using the Chi² test. p < 0.05 was considered 
signifi cant. Data are expressed as median, range.
Results: ATG was found in 41.2% of biopsies. There were no signifi cant differences 
in serum creatinine between both groups at 6, 12 and 24 months. Proteinuria was 
the indication for biopsy in 35% vs 6 % and it was signifi cantly higher in G1 at 6,12 
and 24 months (p<0.0001, p<0.0004 and p<0.05).CD68 was the infl ammatory cell 
phenotype in G1 (23/42, 55%) and was absent in G2 (p<0.0001). PTC C4d+ staining 
was 20/42 (48%) in G1 vs 8/49 (14%) in G2 (p=0.0006). G C4d+ concomitant 
deposits were found in 69% in G1. De novo DSA was positive in 10/42 (23.8%pts) 
in G1 vs 2/60 (3.3%pts) in G2. Incidence of late AR was more frequent in patients 
with ATG: 74% vs 38% (p=0.0009) Post-rejection control biopsies showed more 
progression to CTG in patients with ATG (59% vs 26%, p=0.002).
Conclusion: ATG was associated with proteinuria, late AR, PTC C4d+ and G C4d+ 
codeposits as markers of humoral rejection. In this study, CTG was more frequent 
in patients with previous ATG.

Abstract# A245 
Clinical and Pathological Analysis of Transplant Glomerulopathy 
Cases. T. Shimizu,1 H. Toma,2 H. Ishida,3 K. Tanabe,3 K. Honda.4 
1Transplant Surgery, Toda Chuo General Hospital, Saitama, Japan; 
2Urology, Toda Chuo General Hospital, Saitama, Japan; 3Urology, Tokyo 
Women’s Medical University, Tokyo, Japan; 4Pathology II, Tokyo Women’s 
Medical University, Tokyo, Japan.
We discuss the clinical and pathological analysis of transplant glomerulopathy (TG) 
cases after renal transplantation.
Patients: TG was diagnosed in 86 renal allograft biopsy specimens (BS) from 50 renal 
transplant patients followed in Tokyo Women’s Medical University between January 
2006 and October 2012. We retrospectively reviewed these 86 BS and 50 cases.
Results: Among 50 cases, 42 (84%) had a history of acute rejection (AR). Of them, 30 
(60%) cases had the history of acute antibody-mediated rejection (a-AMR). Among 
86 BS of TG, 35 BS were mild (cg1 in Banff classifi cation), 28 were moderate (cg2) 
and 23 were severe (cg3). Peritubular capillaritis was present in 74 (86%), transplant 
glomerulitis was seen in 65 BS (76%), interstitial fi brosis and tubular atrophy (IF/
TA) in 71 (83%) and the thickening of the peritubular capillary (PTC) basement 
membrane in 72 (84%) and interstitial infl ammation was present in 40 BS (47%). 
C4d deposition in PTC was presented in 49 BS (57%). Diffuse C4d deposition in 
glomerular capillaries (GC) was seen in 70 BS (81%). By assaying with plastic 
beads coated with HLA antigen performed in 67 times at the biopsy, the circulating 
ant-HLA alloantibody was detected in 55 times (82%), of which 33/55 (49%) were 
donor-specifi c antibodies (DSA). Deterioration of renal allografts’ function after 
biopsies was seen in 31 patients (62%) with 11 of them lost their graft.
Conclusions: We suggest that histopathological changes of transplant glomerulopathy 
might be accompanied by microcirculation inflammation, such as transplant 
glomerulitis and peritubular capillaritis, the thickening of the peritubular capillaries 
basement membrane and circulating anti-HLA antibodies. The C4d deposition in PTC 
is not always positive in TG biopsy specimens. We speculated that C4d deposition 
in GC might be manifestation of TG, rather than C4d deposition in PTC. Many of 
TG cases had the history of AR. Anti-HLA antibody, particularly when the antibody 
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was DSA, might be associated with TG. The prognosis of the graft exhibiting TG 
was not so good even under the present immunosuppressive protocol.

Abstract# A246 
Histological, But Not Clinical Phenotype Is Associated With Adverse 
Graft Survival After an Indication Biopsy in Troubled Renal 
Allografts. A. Cherukuri,1,2 S. Balasubramanian,2 P. Prasad,2 R. Baker.2 
1University of Pittsburgh, Pittsburgh; 2Leeds Teaching Hospitals, Leeds, 
United Kingdom.
Deteriorating renal allograft function as evidenced by either a rise in serum creatinine 
or proteinuria remains the most important indication for a late transplant biopsy. In 
this study we analysed the histology of 135 ‘indication biopsies’ performed at our 
centre, in relation to the presenting indication. We have also collected serum samples 
for the detection of Donor Specifi c Antibody (DSA). Allografts were classifi ed into 
those with creeping creatinine and no proteinuria (CC, n=32), isolated proteinuria 
(IP, n=44) and proteinuria with creeping creatinine (PC, n=59). Creeping creatinine 
was defi ned by slope(>0.35, P<0.05) on the regression analysis of 1/creatinine 
over 2 years prior to the biopsy. Proteinuria was defi ned by a cut-off value of 
>0.5g/day. We found that histology was quite heterogeneous with patients in all 
the clinical groups with similar frequencies of the broad histological classes of 
glomerulonephritis (GN), IFTA, antibody mediated changes (AMC, i.e. glomerulitis 
(g) or peritubular capillaritis (ptc) or Transplant glomerulopathy (tg) or peritubular 
capillary C4d deposition), T cell rejection and others. Thus there is no relationship 
between histological phenotype and clinical indication for the biopsy. Patients who 
had signifi cant chronic damage (high ‘ct’, ‘ci’, ‘cv’ scores) and those with AMC 
and GN had worse graft survival after the biopsy in a multivariate analysis. In the 
47 patients with AMC, c4d deposition in the peritubular capillaries, the degree of 
scarring (high ‘ct’, ‘ci’, ‘cv’ scores) and the microcirculation infl ammation (MI) 
score (g+ptc)  ≥ 3 were signifi cantly associated with adverse graft survival at 3 
year follow-up; with clinical presentation or DSA detection not having any impact 
on the outcome. Finally patients with MI score ≥3 and C4d positivity had the worst 
graft survival when compared to those with either MI score ≥3 or C4d positivity.

In summary, we propose that the histology of late “for cause” biopsies is 
heterogeneous irrespective of the indication and key histological features rather 
than clinical presentation affects graft outcomes.

Abstract# A247 
Signifi cance of CD56+ Cell Aggregation in the Graft Following Kidney 
Transplantation. S. Shin,1 Y. Cho,2 Y. Park,2 Y. Kim,1 B. Choi,1 J. Jung,1 
H. Cho.1 1General Surgery, Asan Medical Center, Seoul, Korea, Republic 
of; 2Pathology, Asan Medical Center, Seoul, Korea, Republic of.
Objective In the context of kidney transplantation, little is known about the 
involvement of natural killer (NK) cells in the immune reaction leading to either 
rejection or graft failure. We investigated the signifi cance of CD56+ cell aggregation 
in human kidney transplant biopsies in regard of graft function and survival.
Methods One hundred seventy-four clinically indicated transplant biopsies were 
included in this analysis. Immunohistochemical stainings for C4d and CD56 were 
performed and clinical correlation was assessed by serum creatinine and graft status.
ResultsTen or more CD56+ cells/high power fi eld (HPF) were associated with acute 
cellular rejection (P=0.001), chronic active antibody-mediated rejection (P<0.001), 
glomerular disease (P=0.022), and interstitial fi brosis and tubular atrophy (P=0.002). 
There was a signifi cant positive correlation between the degree of C4d deposits 
and the number CD56+ cells (r=0.23, P=0.002). Compared with patients with 0 
to 9 cells/HPF, those with 10 to 29 cells/HPF and those with greater than 30 cells/
HPF had worse death-censored graft survival 1 year postbiopsy with a hazard ratio 
of 8.2 (95% CI 1.05–64.39, P=0.045) and 13.3 (95% CI 1.65–106.55, P=0.015), 
respectively in multivariate Cox regression. In addition, the postbiopsy mean levels 
of serum creatinine in patients with 10 or more cells/HPF were signifi cantly higher 

than in those with 0 to 9 cells/HPF during the 1 year follow-up period which was 
confi rmed by a linear mixed effect model (P<0.001).
Conclusions CD56+ cell aggregation in human kidney transplant biopsies can be 
a predictive marker for graft function and survival.

Abstract# A248 
Kynurenine as Biomarker in Long-Term After Renal Transplantation. 
D. Abendroth,1 M. Marzinzig,1 J. Kaden,2 M. Stangl.3 1Center of Surgery, 
University of Ulm, Ulm, Germany; 2Renal Transplant Center, Municipal 
Friedrichshain Hospital, Berlin, Germany; 3Ludwig-Maximilians-
University, Munich, Germany.
Introduction
If renal function after a course of acute rejection recovers fully, there appears to be no 
survival disadvantage (CTS-Study). We investigated the specifi city of (subclinical) 
chronic infl ammatory responses (SCAR) induced either by not successful treated 
rejection episodes or using different CNI´s. We used a highly sensitive parameter for 
infl ammation, kynurenine (Kyn), in two extended cohorts after renal transplantation 
in correlation to graft survival and graft function.
Patients and Methods
In a retro- (A, n=224, up to 12 years) and prospective study (B, n=116, up to 3 
years) of renal transplant recipients we evaluated the Kyn [μM] behavior for the 
long-term run. Both groups showed comparable basic demographic data (age, time 
on dialysis, PRA and waiting time).
Results
Kyn in normal controls (n=292) was 2,7+0,5 μM, in stable renal transplanted 
patients (n=311) 5,7+1,8μM. We identifi ed in both groups already end of the fi rst 
week posttransplant a statistically signifi cant difference (A:17,2 vs. 7,0 (week 1, 
median, p<.005); 8,1vs.4,8 (week 6, median, p<.001); B:12,3 vs. 6,9 (week 1, median, 
p<.001); 6,7 vs. 4,2 (week 6, median, p<.001)) in Kyn levels between patients with/
without acute rejection. Patients with a stable Kyn-level > 5,5 in the follow up (min. 
3 weeks) showed a signifi cant lower graft survival. In A (Kyn < 5,0) 1/5/10 year 
graft survival was 98/88/69% compared to >5,5 and 88/57/34% (death censored). 
There was no difference between both CNI´s. Rejection rate in A was allover 18%, 
in B 19,5 % (BPAR).
Conclusion
Serum kynurenine measurement showed up as a sensitive and reliable marker for 
infl ammatory processes. Obvious, not the rejection episode itself but a subclinical 
ongoing infl ammatory process is leading to reduced long-term results. Once the 
rejection episode is treated successfully - the reestablishment of the infl ammatory 
homeostasis - the chance for the graft survival is still given. Kynurenine monitoring 
is a helpful tool to identify very early (subclinical) acute rejection, the best rejection 
treatment and the optimization of an immunosuppressive regimen.

Abstract# A249 
Long-Term Analysis of Protocol Biopsies for Kidney Transplant 
Recipients. T. Tanabe,1 K. Morita,1 H. Harada,2 N. Fukuzawa,2 D. Iwami,1 
H. Sasaki,1 T. Hirose,1 H. Fujita,3 H. Itami,4 K. Hatanaka,3 Y. Fukasawa.4 
1Urology, Hokkaido University Hospital, Sapporo, Hokkaido, Japan; 
2Kidney Transplant Surgery, Sapporo City General Hospital, Sapporo, 
Hokkaido, Japan; 3Surgical Pathology, Hokkaido University Hospital, 
Sapporo, Hokkaido, Japan; 4Surgical Pathology, Sapporo City General 
Hospital, Sapporo, Hokkaido, Japan.
Introduction
Protocol biopsies performed during the fi rst year after kidney transplantation are 
clinically useful in identifying subclinical rejection, early glomerulonephritis and 
interstitial fi brosis and tubular atrophy (IF/TA). However, the clinical merit of 
long-term protocol biopsies remains controversial. We retrospectively analysed the 
chronological change of allograft histology obtained by sequential protocol purposes.
Patients and Methods
Between January 2004 and December 2008, 228 adult patients underwent kidney 
transplantation in our institutes. 208 patients who were followed at least more than 5 
years were enrolled. All patients were required to have been treated with calcineurin 
inhibitor (CNI), and mycophenolate mofetil, with or without steroids, from the time 
of transplantation. Protocol allograft biopsies were basically done at implantation 
and at 1, 3, 6, 12, 24, 36, 48 and 60 months posttransplant.
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Results
Figure shows the distribution of histopathology diagnoses with time posttransplant.

In the fi rst 1 month posttransplant, more than 80% showed no major abnormalities. At 
the 12 months, most biopsies showed no major abnormality (59%), IF/TA (28%) or 
borderline change (5%). The rate of IgA nephropathy (IgAN) and CNI arteriolopathy 
increased after 24 months posttransplant. In the 60 months posttransplant biopsies, 
IgAN and CNI arteriolopathy were observed in 12% and 12% of protocol biopsies, 
respectively. The rate of anitibody-mediated rejection or T-cell-mediated rejection 
was extremely low (<1%) after 24 posttransplant.
Conclusions
Long-term protocol biopsies, which are apparently different from ones done in early 
period, are proven to be a still useful diagnostic tool to detect IgA nephropathy and 
CNI aretriolopathy in kidney transplant recipients.

Abstract# A250 
Protocol Biopsy Is Useful for the Detection of Subclinical Lesions 
of Clinical Interest in Kidney Allografts. M. Miura,1 Y. Itoh,2 
H. Higashiyama,1 T. Tamaki.1 1Department of Urology and Renal 
Transplantation, Sapporo Hokuyu Hospital, Sapporo, Japan; 2Department 
of Nephrology, Sapporo Hokuyu Hospital, Sapporo, Japan.
Objectives: Detection of subclinical lesions such as acute or chronic rejection, 
calcineurin inhibitor (CNI) toxicity and recurrent diseases is important for 
improvement of long-term graft survival. The aim of this study was to evaluate the 
signifi cance of protocol biopsy of the kidney allografts.
Methods: A total of 324 protocol biopsy was prospectively obtained in 54 recipients 
at implantation (0h), 1M, 3M, 6M, 1Y and 2Y posttransplant. Specimens were 
reviewed by a single pathologist according to the Banff criteria. Scores t, i, g, ptc 
were designated as infl ammatory scores (IS) and scores ci, ct, cv, cg, aah as chronic 
scores (CS). Glomerular sclerosis rate (GSR) and tubulotoxicity were also analyzed. 
The presence of lesions of clinical interest (LCI) such as rejection, viral infection, 
toxicity and recurrent diseases was also studied.
Results: There were no adverse events related to biopsy. IS increased at a peak 
in 3M with an overall frequency of 33% and decreased thereafter. CS increased 
gradually up to 65-90% by 2Y. Especially, cg was observed in 3% and aah in 14% 
by 2Y. Tubulotoxicity was observed in 10% within 1Y. GSR was 7-10% within 
1Y and increased to 16% at 2Y. The frequency of LCI was 30% by 6M and was 
15% thereafter. Specifi cally, biopsies at 1-3M showed subclinical rejection or 
tubulotoxicity frequently, but the fi ndings at 6M were mostly persistent lesions from 
3M. 1 and 2Y biopsies showed aah lesions most frequently.
Conclusions: Protocol biopsy is clinically useful for the detection of subclinical 
lesions to which intervention is important for improvement of long-term graft 
survival.
DISCLOSURES: Miura, M.: Grant/Research Support, Norvartis Pharma.

Abstract# A251 
Subclinical Inflammation at 1 Year Decreases Renal Allograft 
Outcome Even When Not Meeting Acute Rejection Criteria. W. Park,1 
L. Cornell,2 H. Amer,3 F. Cosio,3 M. Stegall.1 1Surgery, Mayo Clinic, 
Rochester, MN; 2Laboratory Medicine and Pathology, Mayo Clinic, 
Rochester, MN; 3Nephrology, Mayo Clinic, Rochester, MN.
Introduction. Histologic lesions identifi ed by early protocol biopsies (bx) have been 
shown to be predictive of future graft survival. We hypothesized that the severity of 
interstitial infl ammation by 1 year protocol bx would be associated with decreased 
graft survival by 5 years post-transplantation.
Methods. Included are 1449 recipients of adult conventional kidney transplants 
performed at Mayo Clinic Rochester from 1/00-7/2008. A 1 year protocol bx was 
identifi ed for 988 (68%) grafts. Each pathology report was reviewed for potential 
causes of infl ammation (infection, recurrent disease, etc.) and individual Banff 

scores were used to determine the Banff diagnostic categories: borderline changes 
and T-cell mediated rejection. Additionally, “chronic infl ammation” was used to 
describe patients with isolated i-lesions (t+v+cg=0).
Results. No demonstrable infl ammation outside areas of fi brosis (i=0) or antibody 
injury (cg=0) was noted for 83% of the bx (97% 5 year graft survival). In contrast, 
14% (137/988) had evidence of sub-clinical infl ammation. Of these, 14% exhibited 
concomitant infection (BK, CMV) or 9% recurrent disease (MPGN, FSGS) and 
were excluded from subsequent analyses. The remaining 102 had infl ammation 
across the spectrum of infl ammation (see Table). The presence of unexplained 
infl ammation, without fi brosis was evident in 14 bx with 1 graft loss by 5 years. 
For 88 grafts with infl ammation and fi brosis, 11 were lost by 5 years, which was 
independent of the severity of infl ammation. Treatment, mostly with corticosteroids, 
was common in the sub-clinical rejection (77%) group and rare (5%) in the chronic 
infl ammation group. However, infl ammation (i+t>0) was still detectable on 34% 
(21/62) of 2 year protocol bx.

5 year censored graft survival
Biopsy Group Spectrum Total grafts No fi brosis With fi brosis
Sub-clinical rejection Severe 28 100% (0 / 4) 83% (4 / 24)
Borderline Moderate 48 84% (1 / 7) 90% (4 / 41)
Chronic infl ammation Mild 26 100% (0 / 3) 87% (3 / 23)

Conclusion.  Compared to patients without infl ammation on 1 year protocol bx, 
patients with unexplained infl ammation and fi brosis had decreased 5 year graft 
survival. This was independent of the severity of infl ammation and suggests the 
need for a better understanding and treatment of this major contributor to graft loss 
in the fi rst 5 years.

Abstract# A252 
Proteinuria Affecting Kidney Allograft and Recipient Survival: Single 
Centre Experience. M. Miglinas, K. Mateikaite. Nephrology Center, 
Vilnius University, Vilnius, Lithuania.
Proteinuria frequently affects renal transplant recipients. It is linked to cardiovascular 
events, a premature death and graft loss. Herein we assessed the association between 
proteinuria and graft and recipient survival. The cohort included 285 kidney allograft 
recipients who had proteinuria (measured) at 1-year posttransplant. Post-transplant 
proteinuria at 1 year was detected in 79 (27.7 %) patients. Moderate proteinuria (< 
1 g/l) was found in 65 (22.8 %) and overt proteinuria ( ≥ 1 g/l) in 14 (4.9 %) cases. 
Proteinuria, both moderate and overt, was more common in patients with delayed 
graft function (DGF). The prevalence of DGF was 26.7 %, 51.6 % and 42.9 %, p = 
0.001) in the groups with no proteinuria, moderate proteinuria and overt proteinuria 
respectively. Overt proteinuria was found more frequently in patients, who had 
peritoneal dialysis before transplantation (1.0%, 3.1 %, and 14.3 %, p = 0.003) and 
in patients on sirolimus based immunosuppression (6.4 %, 16.9 % and 23.1 %, p 
= 0.01). Recipients with overt proteinuria had signifi cantly higher systolic blood 
pressure (137.50 ± 18.239 mmHg, 142.34 ± 22.572 mmHg and 153.64 ± 26.181 
mmHg, p = 0.042) and serum creatinine concentration (118.53 ± 41.004 μmol/l, 
148.40 ± 52.924 μmol/l and 192.43 ± 111.923 μmol/l, p < 0.001). The multivariate 
analysis of graft survival showed, that both as a continuous and as a categorical 
variable, proteinuria was associated with reduced graft survival had an independent 
infl uence on the graft failure rate censored for death (HR 17.6 (95 % CI 3.167 – 
97.969, p = 0.001 for overt proteinuria and HR 3.86 (95 % CI 1.144 – 13.027, p 
= 0.030 for moderate proteinuria). Multivariate analysis of recipient survival also 
showed that proteinuria was a signifi cant and independent predictor of recipient death 
(HR 2.848; 95 % CI 1.803 – 4.497; p < 0.001 for continuous measurement and HR 
13.75; 95 % CI 2.587 – 73.121; p = 0.002 for overt proteinuria group compared to 
no proteinuria group). Thus, residual proteinuria is a signifi cant complication and 
an independent risk factor for graft and recipient survival.

Abstract# A253 
Change of Renal Cortical Fibrosis After Transplantation Measured By 
Acoustic Radiation Force Impulse. A. Lee,1,2 D. Joo,1,2 Y. Oh,3 J. Lee,1,2 
J. Lee,1,2 M. Kim,1,2 S. Kim,1,2 Y. Kim,1,2 K. Park,4 K. Huh.1,2 1Department 
of Surgery, Yonsei University College of Medicine, Seoul, Korea, Republic 
of; 2Research Institute for Transplantation, Yonsei University College of 
Medicine, Seoul, Korea, Republic of; 3Department of Radiology, Yonsei 
University College of Medicine, Seoul, Korea, Republic of; 4Department 
of Surgery, CHA Bundang Medical Center, CHA University, Seongnam, 
Korea, Republic of.
Change of Renal Cortical Fibrosis after Transplantation Measured by Acoustic 
Radiation Force Impulse
A Lan Lee1,2, Dong Jin Joo1,2, Young Taek Oh3, Ju Han Lee1,2, Jae Geun Lee1,2, 
Myoung Soo Kim1,2, Soon Il Kim1,2,Yu Seun Kim1,2, Kiil Park4, and Kyu Ha Huh1,2

1Department of Surgery, 2Research Institute for Transplantation, 3Department of 
Radiology,
Yonsei University College of Medicine, Seoul, Korea, and 4Department Surgery, 
CHA Bundang Medical Center, CHA University, Seongnam, Korea
Background: This study was prospectively designed to evaluate the feature of graft 
cortical fi brosis measured by “Acoustic Radiation Force Impulse (ARFI)” technique 
as a non-invasive tool.
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Methods: Before transplantation, 71 adult living renal transplant donors and 47 
recipients were evaluated by ARFI-quantifi cation to measure a shear wave velocity 
(SWV, m/s) between June 2010 and January 2013 in our center. According to the 
donors’ SWV results, the cortical fi brosis was classifi ed as grade I to III (grade I: 
SWV < 2m/s, grade II: 2≤SWV<3, grade III: SWV ≥3). We measured the SWV of 
graft kidney at 1 week, 6 months, and 1 year after kidney transplantation.
Results: The post-transplant mean values of eGFR were 66.0 ± 26.0, 66.3 ± 20.0, and 
68.3 ± 17.7 mL/min/1.73m2 at 1 week, 6 months, and 1 year, respectively. The mean 
values of SWV of 47 graft kidneys were 2.19 ± 0.52, 2.40 ± 0.52, 2.79 ± 0.49, and 
2.78 ± 0.58 m/s at pre-transplant period, post-transplant 1 week, 6 months, and 1 year, 
respectively. Fibrosis grade I classifi ed by SWV presented the biggest portion in pre-
transplant period. However, the percentage of fi brosis grade II and III demonstrated 
increasing tendency during post-transplant period. Increasing rate of SWV had 
statistically signifi cance until post-transplant 6 months. Otherwise, the SWVs at 6 
months and 1 year after kidney transplantation did not show statistical difference.
Conclusion: These preliminary data showed that the SWV as parameters of renal 
fi brosis increased until post-transplant 6 months.

Abstract# A254 
Interstitial Fibrosis and Tubular Atrophy (IFTA), Antibody Mediated 
Rejection (ABMR) and Recurrent Disease as the Major Causes 
of Late Renal Allograft Loss. P. Horgan,1 L. Huhn,1 D. Atkinson,2 S. 
Chand,3 S. Shabir,3 H. Krishnan,3 K. Robinson,3 A. Williams,3 S. Ball,3 
D. Neill,4 K. Skordilis,4 B. Vydianath,4 D. Briggs,2 M. McCloskey,1 
R. Borrows.3 1Medical School, Birmingham University, Birmingham, 
United Kingdom; 2NHSBT, Birmingham, United Kingdom; 3Kidney 
Transplantation, Queen Elizabeth Hospital Birmingham, Birmingham, 
United Kingdom; 4Pathology, Queen Elizabeth Hospital Birmingham, 
Birmingham, United Kingdom.
Recent high-profi le reports suggest antibody-mediated rejection (ABMR) as the 
major cause of late renal allograft failure. These studies may be limited by selection 
bias and dependence on the clinical practice of the centre with regard to transplant 
biopsy.
We retrospectively investigated causes of graft failure between 2008 and 2013. 
HLA antibodies were evaluated using solid-phase assays. Histological diagnoses 
in patients undergoing transplant biopsy proximate to graft failure included routine, 
specifi c evaluation of microvascular infl ammation, C4d staining, and the use of 
electron microscopy.
Between 1 and 5 years post transplantation, most failures were attributed to ABMR 
(n=9) or recurrent glomerular disease (n=8). Only 2 cases of graft failure during this 
period were attributed to progressive IFTA. Recurrent disease was the single most 
common cause of failure between 5 and 10 years post transplantation (n=7). During 
this period the numbers of failures attributed to ABMR and IFTA were identical (n=5 
for both); a further 2 graft failures were due to progressive dysfunction in the absence 
of an HLA antibody, and a further 3 failures due to progressive dysfunction with a 
non donor-specifi c anti HLA antibody, but not biopsied. Beyond 10 years following 
transplantation, 19 grafts failed due to ABMR and 19 failed due to progressive IFTA. 
A further 13 (not biopsied) failed in the context of progressive dyfunction with no 
HLA antibody detectable, and a further 10 failed due to progressive dysfunction in 
the presence of HLA antibody. In all, 27 grafts failed with biopsy-proven IFTA in 
the absence of an identifi able concomitant infl ammatory lesion. 19 of these patients 
were HLA antibody negative; 6 demonstrated non-donor specifi c HLA antibodies, 
and 2 demonstrated Class I HLA antibody.
This study confi rms the importance of ABMR and recurrent disease, but also 
demonstrates that failure with biopsy evidence of IFTA as the sole pathological 
lesion is common. Modifi cation of IFTA progression in kidney allografts warrants 
further attention.

Abstract# A255 
Routine Postoperative Doppler Ultrasonography Is Usful and May 
Predict Graft Outcomes in Kidney Transplantations. H. Wang,1,2,3 Y. 
Chiang,1,2,3 S. Chu,1,2,3 K. Liu,1,2,3 K. Lin,1,2 C. Hsieh.2,3 1Department of 
Urology, Chang Gung Memorial Hospital, Linkou, Taiwan; 2Chang Gung 
Transplant Intitute, Linkou, Taiwan; 3College of Medicine, Chang Gung 
University, Taoyuan, Taiwan.
Objectives:
Doppler ultrasonography of graft kidney has the benefi t of economic, real-time, 
non-invasive and easily accessible approach while telling us not only anatomical 
image of the graft but also information on graft vascular fl ow. The aim of this 
study is to examine the role of resistive index (RI) in predicting graft function of 
kidney recipients.
Methods:
The standard immunosuppression for kidney transplantations in our center is trough-
level targeted calcineurin inhibitors, mycophenlolate derivatives and steroids. We 
perform Doppler ultrasonography on all recipients weekly postoperatively till 
stable graft function, then annually during regular follow-ups. We reviewed 201 
consecutive patients who received kidney transplantation in our center during the 

period between November 2002 and March 2011. The average value of the RI 
obtained from last Doppler ultrasonography was analysed with baseline parameters 
and graft function / status.
Results:
Of the 185 recipients following regularly at our hospital (with mean follow-up time 
51.3 months), 38 (20.5%) have RI less than 0.6, 109 (59%) have RI between 0.6 and 
0.7, and 38 (20.5%) have RI greater than 0.7. The baseline parameters are similar 
between these RI groups. Their mean fi nal serum creatinine levels of the 3 groups 
are 1.89, 2.00, 3.22 (mg/dl) and the rejection-free graft survivals are 87%, 84%, 65%, 
respectively. Both reached statistical difference by ANOVA analysis, p=0.024 and 
0.019, respectively. In linear regression model, RI value plays signifi cant positive 
linear role in estimating fi nal creatinine level (B=5.689, 95%RI: 0.284-11.093, 
p=0.039). By multivariate logistic regression, RI>0.7 is the only independent risk 
factor for rejection-free graft survival (OR=0.243, 95%RI: 0.073-0.804, p=0.020).
Parameter Odds Ratio 95% CI p
Gender: female (reference)
Gender: male 0.790 0.337-1.854 0.588
Body height 0.977 0.929-1.028 0.375
Body weight 1.031 0.988-1.077 0.162
RI <0.6 (reference)
RI 0.6-0.7 0.745 0.249-2.223 0.597
RI >0.7 0.243 0.073-0.804 0.020

Conclusion:
Kidney recipients with RI greater than 0.7 have higher fi nal creatinine levels and 
lower rejection-free graft survival. Resistive index may predict graft outcome in 
kidney transplantations.

Abstract# A256 
Intrarenal RAAS Activity Predicts Graft Survival Depending 
On Donor and Recipient Gender. B. Schmidt, C. Chatzikyrkou, W. 
Gwinner, M. Schiffer, H. Haller, D. Kayser. Nephrology and Hypertension, 
Hannover Medical School, Hannover, Germany.
Intrarenal activity of the renin angiotensin aldosterone system (RAAS) is an 
important pathophysiological factor for the progression of renal disease. Urinary 
angiotensinogen (uAGT) levels have been shown to be a measure of intrarenal RAAS 
activity. We hypothesized that uAGT levels three months after renal transplantation 
(rTx) may predict long term graft survival.
We assessed uAGT/Ucreatinine ratio in 392 patients participating in our rTx protocol 
biopsy program using a commercially available assay (IBL, Japan). All samples had 
been stored at -80°C for at least fi ve years to assure long term follow up of patients. 
Primary endpoint of our analysis was death censored graft survival. Quartiles of 
uAGT/creatinine ratio were built, Kaplan-Meier curves and log-rank test were used 
for analysis. All analyses were performed using SPSS 21.0.
5-year graft survival was 89% in renal transplant recipients in the highest quartile of 
UAGT/Ucreatinine ratio as compared to 96% in the lower quartiles. This difference 
was of borderline signifi cance (p=0.053, log-rank test). Further analyses revealed 
that in male recipients and in kidnys from female donors this effect was pronounced 
(p=0.01 and p=0.015, respectively), whereas in female recipients and kidneys from 
male donors this effect was not existent.

In conclusion higher uAGT levels refl ecting intrarenal RAAS activity are associated 
with worse graft survival in males and in recipients of organs from female donors. 
This refl ects a potential pathophysiological role in graft failure e.g. due to profi brotic 
effects of angiotensin II and aldosterone. Therapeutic strategies to reduce intrarenal 
RAAS activity e.g. high dose RAAS blockade might be useful to improve long-
term graft survival. The gender dependencies of the effect need to be confi rmed in 
further studies.

Abstract# A257 
Anastomosis Time During Kidney Transplantation Infl uences Long-
Term Allograft Function. L. Heylen,1 M. Naesens,1 D. Monbaliu,2 I. 
Jochmans,2 J. Pirenne,2 D. Kuypers,1 B. Sprangers.1 1Department of 
Nephrology and Renal Transplantation, University Hospitals Leuven, 
Leuven, Belgium; 2Department of Abdominal Transplant Surgery, 
University Hospitals Leuven, Leuven, Belgium.
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B: Delayed graft function (DGF) compromises long-term renal allograft function. 
The infl uence of the time taken to complete the vascular anastomoses (anastomosis 
time) on DGF has only sparsely been demonstrated and its infl uence on long-term 
graft function is even less characterized.
M: From 614 kidney transplantations from brain death donors cold ischemia (start 
of in situ cold perfusion to start of anastomoses) and anastomosis times (kidney 
out of ice to reperfusion) were prospectively recorded. The occurrence of DGF 
and graft function (eGFR) at 3 and 12 months after transplantation were analyzed 
using multivariate logistic and linear regression methods. Covariates included were 
anastomosis time, cold ischemia time, HLA mismatch, donor and recipient age. 
DGF and recipient body mass index (BMI) were added to the model when specifi ed.
R: Anastomosis time was an independent risk factor for DGF (OR = 1.058, 95% CI 
1.032-1.084). The risk of DGF increased with 63% for every 10 min of anastomosis 
time. Graft function decreased at 3 and 12 months after transplantation with every 10 
min increase in anastomosis time (p < 0.001 and p = 0.024, respectively). Adjusted 
for cold ischemia time, HLA mismatch, donor and recipient age, anastomosis time 
was independently associated with worse graft function at 3 and 12 months after 
transplantation (p = 0.005 and p = 0.038, respectively). Even independently from 
DGF, anastomosis time remained a risk factor for worse graft function at 3 months (p 
= 0.019), but not at 12 months. Longer anastomosis time was associated with higher 
BMI (p = 0.002, correlation coeffi cient 0.145). Adjusted for BMI, anastomosis time 
remained an independent risk factor for DGF (OR 1.094, 95% CI 1.037-1.107) and 
for worse graft function at 3 and 12 months (both p = 0.005).
C: In kidney transplants from brain death donors, anastomosis time independently 
increased the risk of DGF and worsened allograft function up to one year after 
transplantation. All efforts should be made to reduce the anastomosis time.

Abstract# A258 
Kidney Allograft Fibrosis After Transplantation From Uncontrolled 
Circulatory Death Donors. D. Viglietti,1 I. Abboud,1 G. Hill,2 D. 
Vernerey,3 D. Nochy,2 C. Antoine,1 F. Fieux,1 J. Verine,1 F. Gaudez,1 
A. Loupy,3,4 C. Lefaucheur,1 D. Glotz.1 1Saint-Louis Hospital, Paris, 
France; 2Georges Pompidou European Hospital, Paris, France; 3Paris 
Cardiovascular Research Centre, UMR-S970, Paris, France; 4Necker 
Hospital, Paris, France.
Existing data suggest that increased interstitial fi brosis may occur abnormally in renal 
transplants from donations after uncontrolled circulatory death (uDCD). To evaluate 
the factors that are associated with the progression of fi brosis and its functional 
impact on renal grafts, we compared 76 uDCD recipients with 86 recipients of kidney 
donations after brain death (DBD). Groups were matched for donor age, rank of 
transplantation, and absence of human leukocyte antigen sensitization. Histology 
was performed on sequentialbiopsies. Associations between variables were analyzed 
using linear mixed models and univariate analyses. In the uDCD group increased 
fi brosis was detected 3 months post-transplantation compared to pre-implantation. 
After 1 year, interstitial fi brosis and tubular atrophy score was signifi cantly greater 
(1.5±0.7 vs. 1.0±0.9; p=0.003) and estimated glomerular fi ltration rate (eGFR; 
49.5±17.4 vs. 60.6±19.1 mL/min/1.73 m²; p=0.0003) was signifi cantly lower in 
the uDCD group than in the DBD group. No fl ow duration and donor age were 
signifi cantly associated with accelerated fi brosis. Interstitial fi brosis and tubular 
atrophy score, interstitial infl ammation score, and eGFR were signifi cantly worse in 
uDCD patients with no fl ow >10 minutes. uDCD grafts show an increased fi brosis 
post-transplantation. No fl ow duration is associated with accelerated fi brosis and 
should be considered during uDCD graft allocation.

Abstract# A259 
Telomere Length, Cardiovascular Risk and the Discrepancy Between 
Baseline and Post-Transplant Renal Allograft Histology. K. De Vusser,1 
N. Pieters,2 B. Janssen,2 E. Lerut,3 T. Nawrot,2 D. Kuypers,1 M. Naesens.1 
1Department of Nephrology, UZ Leuven, Leuven, Belgium; 2Department of 
Toxicology, U Hasselt, Diepenbeek, Belgium; 3Department of Pathology, 
UZ Leuven, Leuven, Belgium.
Background: The impact of senescence (biological aging) on post-transplant renal 
allograft histology is unknown.

Methods: In blood samples from 300 deceased kidney donors, telomere length 
was measured. The recipients of these kidneys underwent protocol biopsies at 3, 
12, 24, 36 and 60 months.
Results: Both at baseline and at 3 months post-transplant, shorter donor telomere 
length associated signifi cantly with cv (arteriosclerosis)(p=0.0002 and p=0.03 
respectively), independent of classic cardiovascular risk factors. In contrast, and 
similar to what was seen in baseline biopsies, older donor calendar age associated 
signifi cantly with IFTA and Gs in protocol biopsies performed at 3 months post-
transplantation (p<0.0001). In addition, older donor age correlated with cv in 
3-months protocol biopsies (p<0.0001). Shorter telomere length did not associate 
with any other histological lesion in this earliest phase post-transplant.
In protocol biopsies performed later than 3 months post-transplant (at 12, 24, 36 
and 60 months), older donor age associated with the same histological lesions as 
in the baseline biopsies (p<0.0001) but also with cv (p<0.0001) and ah (p=0.01). 
Interestingly, at these later time points after transplantation, shorter donor telomere 
length did no longer correlate with cv or other histological lesions. Telomeres were 
signifi cantly shorter in biopsies with early presentation of cv in contrast to biopsies 
with late presentation of cv (p=0.05).
Conclusion: Older donor calendar age associates with glomerulosclerosis and 
chronic tubulo-interstitial damage at all time points after transplantation. In contrast, 
donor telomere shortening, as hallmark of renal allograft biological age, correlates 
with intrarenal arteriosclerosis in the early months post-transplant, but not with 
other histological features. Later after transplantation, the impact of donor telomere 
shortening on graft histology decreased, likely due to other post-transplant factors 
that affect post-transplant histology, not related to donor kidney biological age. 
Whether this discrepancy can be explained by accelerated ageing associated with 
rejection or infectious episodes, warrants further study.

Abstract# A260 
Recipient-Dependent Genetic Factors Influencing Long-Term 
Function of the Transplanted Kidney. L. Domanski,1 K. Kloda,1 A. 
Pawlik,2 K. Safranow,3 E. Kwiatkowska,1 K. Bobrek-Lesiakowska,1 
J. Rozanski,1 M. Myslak,1 K. Ciechanowski.1 1Clinical Department of 
Nephrology, Transplantology and Internal Medicine, Pomeranian Medical 
University in Szczecin, Szczecin, Poland; 2Department of Pharmacology, 
Pomeranian Medical University in Szczecin, Szczecin, Poland; 
3Department of Biochemistry and Medical Chemistry, Pomeranian 
Medical University in Szczecin, Szczecin, Poland.
Death with a functioning renal allograft and chronic allograft injury are the main 
causes of organ loss after kidney transplantation. The function of renal allograft 
is infl uenced by many immunological and non-immunological factors. There are 
several polymorphisms among ICAM11, VCAM1, PTPN22, CTLA4 and IL2-IL21 
genes determining their expression and function. The aim of this study was to 
analyze the infl uence of the ICAM1, VCAM1, PTPN22, CTLA4 and IL2-IL21 genes 
polymorphisms on long-term function of the transplanted kidney.
The study enrolled 270 Caucasian renal transplant recipients (166 males, 104 
females, mean age 47,63 ± 12,96 years). Blood samples were collected for genetic 
analysis and creatinine concentrations evaluation 1, 3, 6, 12, 24, 36, 48 and 60 
months after kidney transplantation. Genotyping of the rs5498 ICAM1, rs1041163 
and rs3170794 VCAM1, rs2476601 PTPN22, rs231775 CTLA4, rs6822844 IL2-IL21 
genes polymorphisms was performed using real-time PCR and PCR-RFLP methods.
GLM showed that the rs5498 ICAM1 GG genotype is an independent risk factor 
associated with increased creatinine concentration 12, 24, 36, 48, and 60 months 
after transplantation (p=0.0004, p=0.02, p=0.01, p=0.01 and p=0.04, respectively) 
and the rs1041163 VCAM1 CC genotype is an independent risk factor associated 
with increased creatinine concentration 48 months after transplantation (p=0.03).
These results suggest that the rs5498 ICAM1 GG genotype is strongly associated 
with chronic allograft dysfunction. The C allele of the rs1041163 VCAM1 gene 
polymorphism may be associated with long-term allograft failure. It seems, 
that the rs2476601 PTPN22, rs231775 CTLA4 and rs6822844 IL2-IL21 genes 
polymorphisms are not infl uencing long-term function of transplanted kidney.

Abstract# A261 
Fibroblast Growth Factor 23/ Klotho Axis Is a Risk Factor for Kidney 
Transplant Loss. S. Sezer,1 Z. Bal,1 M. Erkmen Uyar,1 H. Ozdemir,2 
O. Guliyev,1 S. Yildirim,3 E. Tutal,1 M. Haberal.4 1Nephrology, Baskent 
University, Faculty of Medicine, Ankara, Turkey; 2Pathology, Baskent 
University, Faculty of Medicine, Ankara, Turkey; 3Internal Medicine, 
Baskent University, Faculty of Medicine, Ankara, Turkey; 4General 
and Transplantation Surgery, Baskent University, Faculty of Medicine, 
Ankara, Turkey.
Purpose: Increased circulating level of fi broblast growth factor 23 (FGF23) is an 
independent risk factor for mortality, cardiovascular disease, and progression of 
chronic kidney disease , but its role in transplant allograft and patient survival is 
unknown. The aim of this prospevtive study is to evaluate the relationship between 
FGF-23 and allograft loss and to identify risk factors for progression to ESRD in 
this population.
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Methods: We performed a cross-sectional observational study of 80 maintenance 
kidney recipients with stable allograft function who had received their transplant at 
least 36 months previously. All acute cellular and humoral rejections were excluded. 
According to renal biopsy patients divided three groups: Group CAD (n:38) was the 
patients diagnosed as chronic allograft dysfunction; group TED (n:18) was included 
the patients with tubular epithelium damage and group CON (n:24) was defi ned as 
control group. Samples for FGF-23 and Klotho were taken on the biopsy day and 
patients were followed at least 36 months after renal biopsy.
Results:
FGF23 and parathyroid hormone values were higher in CAD group, while the calcium 
levels and Klotho were signifi cantly lower compared to other groups. A signifi cant 
inverse correlation was found between FGF23 and MDRD (P < 0.001), Klotho ( 
P< 0.002), serum calcium level ( P <0.037) and albumin level ( P <0.001). FGF-23 
levels were positively correlated with duration after transplantation ( P <0.037), 
serum uric acid level ( P <0.010), serum creatinine level ( P <0.001), interstitial 
fi brosis score (P <0.001), glomerulosclerosis rate ( P <0.001) and proteinuria ( P 
<0.001). Multivariable analysis showed that serum albumin (P =0.003), interstitial 
fi brosis score (P = 0.049) and percentage of glomerulosclerosis (P= 0.003) were 
associated with high FGF23 levels.
Conclusion:
We conclude that elevated FGF23 and decreased Klotho were associated with chronic 
allograft dysfunction and an independent risk factor allograft loss in kidney transplant 
recipients. We suggest that FGF-23/Klotho axis could play a role as triggering factor 
and could be a prognostic marker in case of progressive renal injury.

Abstract# A262 
Quantitative Evaluation of Myofi broblasts, Peritubular Capillary 
Loss, and Kidney Graft Fibrosis in the Early Post-Transplantation 
Period. T. Iwabuchi, T. Yagisawa, T. Kimura, K. Nanmoku, A. Kurosawa, 
Y. Sakuma, A. Miki. Division of Renal Surgery and Transplantation, 
Department of Urology, Jichi Medical University, Tochigi, Japan.
Objective: Myofi broblasts play a central role in fi brosis and are suspected to 
cause tubulointerstitial fi brosis in kidney grafts. Here we investigated the changes 
in the tubulointerstitial area in the early period after transplantation. Quantitative 
evaluations of myofi broblasts, degree of peritubular capillary loss, and the area of 
fi brosis in the tubulointerstitium were performed in kidney biopsy specimens within 
1 month after transplantation.
Patients and Methods: The subjects included 12 living donor kidney transplant 
recipients. The biopsy specimens from 0 h and 2–3 weeks post-transplant were 
investigated and the changes in the tubulointerstitial area were compared between 
groups. Immunohistochemical staining, using anti-α-smooth muscle actin (α-SMA) 
antibody and anti-CD34 antibody, were conducted to evaluate the existence of 
myofi broblast and peritubular capillaries. The degree of fi brosis was evaluated by 
using Masson-Trichrome staining. The blue stained area in the tubulointerstitium 
was defi ned as the fi brotic region.The entire area of the cortex of the specimen was 
scanned by using an objective lens under 20-fold magnifi cation in the Olympus® 
Virtual Slide System VS120. The images were analyzed by using Mac SCOPE X 
ver. 1.0 image analysis software. The entire cortex, excluding the glomeruli and large 
blood vessels, was defi ned as the region of interest. Each brown- and blue-stained area 
was extracted and the area ratio (%) was calculated according to the number of pixels.
Results: The ratios of the CD34-positive area were 4.0% at 0 h and 2.1% at 2–3 
weeks post-transplant, respectively, showing a signifi cant decrease (p < 0.01). There 
was a positive correlation between the degree of increase of the a-SMA expression 
and the degree of progression of fi brosis in individual patients (p < 0.01, r = 0.73).
Conclusions: The appearance of myofibroblasts and peritubular capillary 
loss suggests that they trigger tubulointerstitial fi brosis in the very early post-
transplantation period.

Abstract# A263 
Post-Transplant Glomerulomegaly in Renal Allografts of Very Obese 
Versus Lean Recipients. Y. Brahmbhatt,1 S. Gupta,1 V. Ly,2 J. Farber,2 
B. Falkner.1 1Division of Nephrology, Thomas Jefferson University, 
Philadelphia; 2Department of Pathology, Thomas Jefferson University, 
Philadelphia.
Introduction: Obesity related glomerulomegaly (ORG) has been well described 
in the native kidney but this entity has yet to be elucidated in the kidney allograft. 
We conducted a retrospective case-control study to determine if ORG develops in 
kidney allografts of very obese patients. Methods: We reviewed charts from kidney 
recipients who were transplanted from 2003 to 2005 whom had at least two biopsies 
greater than 6 months apart to identify thin (BMI<25) and very obese (BMI>35) 
cases. Exclusion criteria: 1) dual organ transplant 2) sclerosed glomeruli or poor slide 
preparation and 3) less than one year graft survival. Of 46 cases meeting criteria, 
23 had a BMI> 35 (obese group, G1) and 23 had a BMI <25 (control group, G2). 
Two kidney allograft biopsies (furthest apart in time) were analyzed. Glomeruli 
cut at or near the hilus were measured, and two perpendicular diameters extending 
between the farthest glomerular basement membrane points were measured per 
glomerulus. The mean of the diameters were measured to assess glomerular size. 
Patient characteristics were similar between groups. Patients were followed up to 

seven years. Results:  The mean time difference between biopsies was 33.3 and 38.2 
months in G1 and G2 respectively. Change in BMI over time was not statistically 
signifi cant in G1 or G2. Mean glomerular size was not signifi cantly different between 
the 1st biopsy(T1) and 2nd biopsy(T2) in either group.

The mean of the mean glomerular diameters rose by 8.62% in G1 and 4.69% in G2, 
and the curves began to diverge.

Conclusion: Post-Transplant Glomerulomegaly does not seem to occur in renal 
allografts of very obese recipients.

Abstract# A264 
Association Between Age and Kidney Transplantation Outcome: Does 
Age Matter? Y. Sawada, H. Ishida, K. Omoto, T. Nozaki, K. Tanabe. 
Urology, Tokyo Women’s Medical University, Tokyo, Japan.
BACKGROUND
Recipient and donor ages may be regarded as important predictors of the outcomes 
of kidney transplantation, although this is controversial. The aim of this study was 
to evaluate the impact of the recipient and donor ages on the kidney transplantation 
outcomes.
METHODS
We conducted a retrospective review of the data of 765 patients who underwent 
kidney transplantation at our department and our affi liated hospitals between 2001 
and 2013. The patients were subdivided into four groups according to the recipient 
and donor ages: YRYD group (young recipient (<50 years old)/young donor (<50 
years old); n=102); OROD group (older recipient ( ≥ 50 years old)/older donor ( ≥ 
50 years old); n= 258); YROD group (YR/OD; n = 347); ORYD group (OR/YD; n = 
58)]. The outcome measures included the serum creatinine, number of rejection 
episodes, and the graft and patient survival rates. Using Kaplan-Meier estimates, 
the signifi cance of differences in the survival curves among the groups were tested 
by the log-rank method.
RESULTS
The results revealed existence of an association between patient survival and the 
recipient and donor ages (fi gure 1: P = 0.015); The YRYD group showed the highest 
patient survival, while the OROD group showed the worst patient survival. Moreover, 
the serum creatinine values at 1 (P <.001), 3 (P <.001) and 5 years (P <.001) post-
transplantation were also signifi cantly lower in the YRYD group as compared to 
the other three groups. On the other hand, the recipient and donor ages exerted no 
signifi cant infl uence on the graft survival rate (fi gure 2: P = 0.055).
CONCLUSION
Although the recipient and donor ages appeared to affect the kidney graft function 
and patient survival, they exerted no signifi cant infl uence on the graft survival.
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Abstract# A265 
Donor Hypertension Is a Risk Factor for Calcineurin Inhibitor 
Arteriolopathy Detected By Sequential Protocol Biopsy. M. Miura,1 
Y. Itoh,2 H. Higashiyama,1 T. Tamaki.1 1Department of Urology and Renal 
Transplantation, Sapporo Hokuyu Hospital, Sapporo, Japan; 2Department 
of Nephrology, Sapporo Hokuyu Hospital, Sapporo, Japan.
Objectives: Calcineurin inhibitor arteriolopathy (CNIA) has a negative impact on 
graft survival. The aim of this study was to analyze the risk factors of developing 
CNIA using sequential protocol biopsy specimens.
Methods: Protocol biopsy was taken at 1, 3, 6, 12, 24 and 36 months posttransplant 
in 60 kidney recipients. Immunosuppression consisted of tacrolimus, mycophenolate 
with or without steroid. The recipients those who never developed CNIA were 
grouped as noCNIA and the others as CNIA+. The following factors were tested 
for the risk of developing CNIA using Kaplan-Meyer analysis : Donor glomerular 
fi ltration rate, donor hypertension, donor age, recipients age, the number of HLA 
mismatches, fl ow crossmatch positivity and TAC formulation (once or twice a 
day). TAC trough levels and area-under-the-concentration-curve (AUC) were also 
compared at each time points between the groups.
Results: The overall prevalence of CNIA was 30% at 3 years. The recipients who 
received a kidney from hypertensive donors developed CNIA signifi cantly earlier 
than the recipients who received a kidney from normotensive donors. The other 
factors did not make any signifi cant difference.
Conclusions: Donor hypertension was the only signifi cant risk factor for developing 
CNIA.
DISCLOSURES: Miura, M.: Grant/Research Support, Novartis Pharma.

Abstract# A266 
Extended-Spectrum-Beta-Lactamase Producing Bacteria Related 
Urinary Tract Infection in Renal Transplant Recipients and Effect On 
Allograft Function. P. Ramadas, P. Rajendran, P. Krishnan, M. Bhaskaran, 
E. Molmenti. Transplant Program, North Shore-LIJ, Manhasset, NY.
Background:
Urinary tract infection (UTI) is a well-recognized early complication in renal 
transplant recipients (RTR) and can have signifi cant bearing on their outcome. The 

recent rise in incidence of extended spectrum beta lactamase (ESBL) producing 
bacteria causing UTI among RTR poses new and signifi cant challenges in terms 
of management and outcome. Our aim is to analyze the effect of ESBL producing 
bacteria causing UTI in these patients and its impact on allograft function.
Methods:
We reviewed the medical records of 147 RTR who were followed at a tertiary 
care hospital affi liated transplant center between January 2007 and May 2013 
and noted fi ve RTR who developed episodes of ESBL producing bacteria related 
UTI during follow up. Multiple patient characteristics including demographics, 
immunosuppression, recurrences, allograft function and outcome was analyzed.
Results:
Five patients (3.4%) out of 147 had ESBL producing bacteria related UTI. We found 
all patients to be above 60 years of age, with three out of fi ve being females and all 
fi ve patients had diabetes mellitus. We identifi ed a total of 37 episodes of UTI among 
these fi ve patients. Two of these patients had elevated Creatinine values during the 
episodes of UTI and three of them developed bacteremia. Of the fi ve patients, four 
of them had a favorable outcome except for one patient who developed persistent 
allograft dysfunction.
Conclusion:
RTR are at a higher risk for developing ESBL producing bacteria associated UTI. 
Early diagnosis along with appropriate and judicious use of antibiotics will ensure 
long term success in allograft and patient outcome.

Abstract# A267 
Risk Factors Associated With Decreasing Graft Function in Kidney 
Transplant Recipients. C. Bucsa,1 G. Stefan,2 D. Tacu,1 C. Baston,1 
M. Harza,1 G. Mircescu,2 L. Domnisor,1 I. Sinescu.1 1Renal Transplant, 
Fundeni Clinical Institute, Bucharest, Romania; 2Carol Davila Nephrology 
Hospital, Bucharest, Romania.
After kidney transplantation, the majority of patients have a modest function, most 
of them corresponding to stage 3 CKD (Chronic Kidney Disease). The purpose of 
this study was to assess the post-transplant evolution of renal function and to identify 
the risk factors associated with worsening of kidney function.
Methods: The study included 231 renal transplant patients registered inour center for 
routine follow-up during January 2011. The follow-up period was 30 mo. MDRD 
(Modifi cation of Diet in Renal Disease) eGFR (Estimated Glomerular Filtration 
Rate) were determined every 6 mo.For each patient, eGFR slope was determined 
by applying linear regression to all 6 available eGFR from baseline to 30 mo. The 
patients were separated according to the eGFR slope values in tertiles: declined, no 
change and improved eGFR.
Results: Patient’s characteristics were: median age 36 years (34-38) at the moment 
of transplantation, most of them were on haemodialysis before transplantation (70%) 
and received a kidney from a living donor (59%), the mean age of the donor being 
42 years. Median time since transplantation to enrolment was 28 mo (13-48). The 
immunosuppressive regimen was in most cases based on calcineurin inhibitor (95%), 
mainly on tacrolimus (77%) and mycophenolate mofetil (94%).
The median eGFR registereda slight reduction from 53.7 ml/min/1.73 m2(50.9-56.4) 
at baseline to 51.7 (47.5-54.1) at the end of the study.73 pts. a decline of eGFR (<-
0.94 ml/min), 80 (35%) had no change of eGFR (0.94-1.33 ml/min), 78 (34%) had 
improved eGFR (>1.33 ml/min). In a multivariable Cox regression analysis, the 
factors associated with the progression of graft dysfunctionwere younger recipient 
age (p=0.001), deceased donor (p=0.022), older donor age (p=0.003), higher BMI 
at baseline (p=0.045), appearance of de novo DSA (donor specifi c antibodies) 
(p=0.005). We didn’t fi nd any relationship between eGFR slope and recipient gender, 
primary kidney disease, donor eGFR, HLA mismatch, arterial hypertension, urologic 
complications, urinary tract infections, acute rejection, immunosuppressive therapy.
Conclusions: Younger recipient age, deceased donor, older donor age, higher BMI 
at baseline, appearance of de novo DSA are independent factors associated with a 
negative eGFR slope in our study recipients.

Abstract# A268 
Low-Dose Interleukin-2 Therapy: Effects in Chronic Renal Allograft 
Dysfunction. T. Schachtner,1,2 M. Stein,2 A. Sattler,2 S. Landwehr-
Kenzel,2 B. Sawitzki,2 P. Reinke.1,2 1Nephrology and Internal Intensive 
Care, Charite University Medicine Berlin, Berlin, Germany; 2Berlin-
Brandenburg Center for Regenerative Medicine, Charite University 
Medicine Berlin, Berlin, Germany.
Immune modulating therapies gain increasing importance in treatment of patients 
with autoimmune diseases and organ transplantation. Daily low-dose interleukin-2 
therapy has been shown to expand regulatory T-cells with clinical improvement in 
patients with HCV-induced vasculitis or chronic graft-versus-host disease.
 
Here, we studied safety, immunologic effects, and impact on chronic allograft 
dysfunction of the administration of low-dose interleukin-2 in kidney transplant 
recipients (KTRs) with end-stage allograft dysfunction. 3 KTRs with chronic renal 
allograft dysfunction who were refractory to conventional therapy, and who were 
receiving triple-drug maintenance immunosuppression, received one course of 
interleukin-2 (1.5 million IU per day) for 5 days, followed by repetition at week 3. 
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Safety and effectiveness of the treatment were evaluated by monitoring lymphocyte 
subpopulations, gene expression profi les of 13 selected tolerance-associated genes, 
and the development of HLA- and non-HLA-antibodies. CMV-specifi c, BKV-
specifi c and alloreactive T-cells were measured using an interferon-γ Elispot assay.
No serious adverse events were observed. Interleukin-2 therapy didn’t induce effector 
T-cell activation, acute cellular or antibody-medicated rejection, or reactivation of 
latent viruses as CMV or BKV. We observed an improvement of allograft function in 
all KTRs after 2 courses of interleukin-2 with a reduction of serum creatinine levels 
from 4.37 to 3.35, 4.44 to 3.39, and 2.88 to 2.09mg/dl. However, all KTRs showed 
a return to baseline serum creatinine levels after discontinuation of interleukin-2 
therapy. Administration of low-dose interleukin-2 was followed by an increase in 
the percentage of CD4+CD25+FOXP3+ Tregs [maximum value ÷ baseline value 
× 100 = 350%]. Low-dose IL-2 had minimal effects on other T-cell subpopulations, 
NK-cells, or B-cells. Gene expression patterns of FOXP3 and MAN1a1 were 
upregulated by interleukin-2 therapy.
Low-dose interleukin-2 therapy was safe and led to expansion of regulatory T-cells 
and temporary improvement of allograft function in KTRs with chronic renal 
allograft dysfunction.

Abstract# A269 
A Randomized Trial of Renal Transplantation: Steroid and 
Calcineurin-Inhibitor Withdrawal After Rabbit Anti-Thymocyte 
Globulin Induction. R. Stevens,1 K. Foster,2 C. Miles,2 T. Rigley,1 L. 
Wrenshall.1 1Wright State University, Dayton; 2University of Nebraska 
Medical Center, Omaha.
Background
We conducted a randomized 2x2 trial to identify possible improvements to renal 
allograft function; Part 1, single-dose vs. divided-dose rabbit anti-thymocyte 
globulin (rATG; 6 mg/kg) induction with early steroid withdrawal, and Part 2, CNI 
minimization vs. withdrawal after six months. The 2x2 design effi ciently used study 
patients and enabled detecting synergistic interactions between study treatments. 
Part 1 showed that single-dose rATG associated with better renal function, fewer 
infections, and improved patient survival. Here we report Part 2, the effects of CNI 
withdrawal vs. minimization.
Methods
180 patients were randomized to CNI minimization or withdrawal; MMF replaced 
tacrolimus (tac) in 73% of patients randomized to withdrawal after screening 
for rejection/sirolimus (srl) intolerance at six months. Tac/srl blood levels were: 
minimized, 4.6 ± 2.3/6.6 ± 1.7 ng/ml and withdrawn, 0.0/10.4 ± 1.4 ng/ml with 
MMF 1.9 ± 0.3 g/day. Primary endpoints were graft function and protocol biopsy 
scores of chronic histopathology.
Results
CNI withdrawal did not impact patient or graft survival or BPAR (intent-to-treat, p 
= 0.94, 0.67, 0.33; as-treated, p = 0.81, 0.93, 0.17), but improved graft function and 
chronic histopathology. CNI withdrawal associated with a trend toward increased 
symptomatic rejection and i IF/TA (p = 0.10, 0.11). There was no signifi cant 
interaction between rATG induction regimen and CNI withdrawal with respect to 
renal function (p = 0.09) or chronic histopathology (p = 0.37).
Conclusions
Delayed CNI withdrawal without steroids after rATG induction proved safe and 
signifi cantly benefi cial to immunologically low-to-moderate risk kidney recipients, 
but with a possible increased risk of rejection.

Abstract# A270 
Beraprost Sodium (Prostaglandin I2 analogue) Delays Deterioration 
of allograft Dysfunction in Kidney Transplant Recipient Treated With 
Calcineurin Inhibitors. S. Kim,1 S. Min,1 S. Min,1 I. Jung,1 S. Kim,1 M. 
Park,2 J. Ha.1 1Surgery, Seoul National University College of Medicine, 
Seoul, Korea, Republic of; 2Laboratory Medicine, Seoul National 
University College of Medicine, Seoul, Korea, Republic of.
Purpose: Calcineurin inhibitors(CNIs) have considerably improved renal allograft 
survival. However, long-term use of CNIs can cause nephrotoxicity. The purpose of 
this study was to evaluate the effect of beraprost sodium(prostaglandin I2 analogue) 
on renal allograft in patients treated with CNIs.
Methods: In this prospective, open-label, comparative, single center study, 40 
patients who underwent fi rst kidney-only transplants were included. They were 
divided randomly into two groups: control and treatment group. The patients in 
treatment group received beraprost sodium(120μg/day) for a year. The changes of 
estimated glomerular fi ltration rate(eGFR), blood pressure, and histologic results 
were compared between two groups.
Results Ninteen patients in treatment group and 14 patients in control group 
completed the study. All, except one patient in control group treated cyclosporine, 
were treated with tacrolimus and the trough levels were in the range of 4.8–5.8ng/
ml. The decline in eGFR was significantly lower in treatment group than 
that of control(62.9±14.15 to 61.8 ±14.96, vs. 68.8±15.31 to 62.8±15.17ml/
min/1.73m2,P=0.048). The changes of blood pressure did not differ between 
two groups. From histologic results, the mean scores for arteriolar hyaline were 
decreased in treatment group and progressed in control group, however, the 
differences could not reach the statistical differences(0.21±0.535 to 0.11±0.315 
vs. 0 to 0.14±0.363,P=0.105). The mean scores for interstitial fi brosis and tubular 
atrophy(IFTA), glomuerulosclerosis were not signifi cantly different between two 
groups. However, the proportion of patients with IFTA score higher than one was 
increased in control and maintained in treatement group. The scores for epithelial-
mesenchymal transition markers(vimentin, ß-catenin) were decreased in treatment 
group and progressed in control group, however, the differences could not reach 
the statistical differences.
Conclusions Beraprost sodium has a benefi cial effect on renal allograft function in 
patients exposed to CNIs. However, the change of structural damage is not obvious 
with the conditions of low levels of CNIs and short-term use of beraprost sodium. 
Further follow-up is needed to demonstrate the changes of structural damage.

Abstract# A271 
Intrapatient Variability in Trough Drug Concentrations in Renal 
Transplant Patients Receiving Branded (Prograf®) and Generic 
(Adoport®) Tacrolimus: A Retrospective Cohort Analysis. H. Rickman, 
R. Hull, J. Popoola, I. MacPhee. St George’s University of London, London, 
United Kingdom.
Introduction
Tacrolimus has a narrow therapeutic index; subtherapeutic blood concentrations 
are associated with inadequate immunosuppression, while acutely high calcineurin 
inhibitor concentrations may cause nephrotoxicity. High intrapatient variability 
in trough tacrolimus blood concentrations in the period 6-12 months post-renal 
transplant is associated with a higher risk of graft failure(Borra,et al. Nephrol Dial 
Trans 2010;25:2757).
The initiator brand of twice-daily tacrolimus (Prograf®) came off-patent in April 
2008. Many centres have since moved to a generic formulation (such as Adoport®), 
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leading to considerable interest in comparing pharmacokinetic and clinical profi les 
of generics with Prograf®. Currently there are no published data on intrapatient 
variability for patients receiving generic tacrolimus preparations.
Methods
Our centre switched from Prograf® (initiator) to Adoport® (generic) for de novo 
renal transplant patients on 1 July 2012. We performed a retrospective cohort study 
to examine the degree of intrapatient variability in tacrolimus concentration at 6-12 
months post-transplant, in patients started on Prograf® and an equivalent cohort 
started on Adoport® at induction.
Trough tacrolimus concentrations measured by immunoassay in outpatient clinics 
in the 6-12 month period were retrospectively reviewed and adjusted for dose. 
Intrapatient variability was calculated as coeffi cient of variation.
Results
In our preliminary fi ndings from 52 patients (27 on Prograf® and 25 on Adoport®), 
there was no signifi cant difference in intrapatient variability according to tacrolimus 
formulation (coeffi cients of variation 29.9%±14.6 vs 31.4%±16.1, p=0.71). This 
sample size would detect a net difference in coeffi cient of variation of 12% with 80% 
power. This is less than the difference in mean coeffi cient of variation between the 
high- and low-variability groups in Borra et al (14.6%), suggesting that we would 
be likely to detect any clinically signifi cant difference.
There was no statistically signifi cant difference between the number of dose changes 
with Prograf® and Adoport® (0.57±0.78 vs 1.0±0.95 per 100 days of follow-up, 
p=0.057) but this requires more investigation with a larger sample size.
Conclusion
Preliminary analysis has found no difference in intrapatient variability of trough 
tacrolimus concentrations between renal transplant patients taking Prograf® and 
Adoport®.
DISCLOSURES: Popoola, J.: Grant/Research Support, Astellas (manufacturer 
of Prograf), Financial support of research and conferences, Sandoz (manufacturer 
of Adoport), Financial support of research and conferences. MacPhee, I.: Grant/
Research Support, Astellas (manufacturer of Prograf), Speaker’s Bureau, Astellas 
(manufacturer of Prograf), Speaker honaria;, conference expenses.

Abstract# A272 
Multidisciplinary Approach To Chronic Kidney Disease 
Complications: A Cross-Sectional Comparative Analysis Between 
Kidney Transplant Recipients and Pre-Dialysis Patients. H. Sanders-
Pinheiro, M. Carminatti, N. Fernandes, F. Colugnati, M. Bastos. Renal 
Transplant Unit, Federal University of Juiz De Fora, Juiz de Fora, Minas 
Gerais, Brazil.
Introduction. Kidney transplant recipients (KTR) share a number of treatable 
clinical complications related to chronic kidney disease (CKD) with pre-dialysis 
patients (PDP). We aimed to compare the prevalence and clinical management of 
such complications in a KTR group and a PDP group, both under multidisciplinary 
treatment. 
Methods. We conducted a cross-sectional study with data from the medical records of 
133 KTRs and 114 PDPs, to determine the prevalence of CKD-related complications 
and the presence, or absence, of specifi c treatment of those complications, when 
clinically indicated. The multidisciplinary team consisted of nephrologists, nurses, 
dieticians, social assistants and psychologists.
Results. KTR were younger (40.0 ± 12.5 vs. 55. 8 ± 11.8 years), presented at 
earlier stages of CKD (mostly 2 and 3A, as compared to PDP, which presented 
mostly at stages 3B and 4), with a signifi cantly better kidney function (60.0 ± 18.1 
vs. 31.2 ± 14.3 mL/min/1.73m2, p< 0.001), and, as expected, a lower prevalence 
of hypertension, uncontrolled systolic hypertension, proteinuria, diabetes, 
diabetic kidney disease, obesity, cardiovascular disease, anemia, hyperuricemia, 
hypocalcemia and hyperphosphatemia. However, the availability of treatment 
directed towards clinical complications related to CKD, such as anemia (CI 0.2 to 
1.6, p = 0.31), dyslipidemia (CI 0.3 to 2.4, p = 0.84), metabolic acidosis (CI 0.8 to 
18.2, p = 0.101) hyperphosphatemia (CI 0.3 to 10.8, p = 0.47), and hyperuricemia 
(CI 0.3 to 6.2, p = 0.73) did not differ between the groups. Conclusion. The studied 
KTR and PDP groups showed a number of clinical and demographic differences, 
but, through a similar multidisciplinary approach, the quality of clinical management 
of CKD-related complications was comparable between them, when clinically 
indicated. These fi ndings suggest that a post-transplant multidisciplinary clinic 
is an appropriate model to be adopted in order to obtain a better control of CKD 
management in KTR.

Abstract# A273 
Rituximab Does Not Prevent Graft Loss in Renal Transplant 
Recipients With Chronic Antibody Mediated Rejection With 
Signifi cant Renal Impairment and Nephrotic Range Proteinuria. 
S. Anwar, R. Delos Santos, T. Horwedel, D. Brennan, C. Klein. Renal 
Division, Washington University School of Medicine, St Louis, MO.
Background: Chronic antibody mediated rejection (CAMR) is the second most 
common cause of graft loss in renal transplant recipients (RTR). There is limited data 
available for the management of CAMR.Methods: We performed a retrospective 
analysis of 39 RTR identifi ed via electronic medical records transplanted between 

2002-2012 who had biopsy proven CAMR.

RTR with coexisting acute rejection were excluded from analyses. Time to 
allograft loss was estimated using the Kaplan-Meier method. Log-rank test 
was used to compare the two survival curves.Results: RTR received either 
antithymocyte globulin or basiliximab and maintained on prednisone, tacrolimus 
and mycophenolate. 9/39 RTR received, a single dose of rituximab (RTX) 200 mg 
in addition to the standard therapy for biopsy proven CAMR. Table 1 shows baseline 
characteristics between the two groups. RTX group had signifi cant renal impairment 
and proteinuria. The proportion of patients who had DSA was comparable between 
the two groups. Seventy-eight percent of patients had allograft loss in the rituximab 
group, compared to 30% in the non-rituximab group. The Kaplan-Meier graph shows 
the survival of the two different groups. Log-rank test to comparing the two curves 
resulted in a χ2 = 17.34, p < 0.001.

Conclusion: RTX does not appear to decrease risk of graft loss in CAMR in RTR 
with signifi cant renal impairment and proteinuria. We use one dose of RTX 200 mg, 
as this has been shown to effectively deplete peripheral B-cells up to one-year, but 
this might have been inadequate in the setting of signifi cant nephrotic syndrome 
and advanced allograft disease. Its use in RTR with preserved renal function and 
less proteinuria needs to be further studied in a controlled study.

Abstract# A274 
A Multicentre Study of the Spectrum of Histopathological Changes 
in Renal Allograft Biopsies Over a Period of 9 Years From 
India. P. Koshy,1 A. Tripathy,1 M. Vijayan,1 S. Nair,1 A. Yuvaraj,1 N. 
Gopalakrishnan,2 E. Fernando,3 K. Thirumurthi,1 G. Abraham.1 1Pathology 
and Nephrology, Madras Medical Mission, Chennai, Tamil Nadu, India; 
2Nephrology, Madras Medical College Hospital, Chennai, Tamil Nadu, 
India; 3Nephrology, Stanley Medical College Hospital, Chennai, Tamil 
Nadu, India.
INTRODUCTION
Following renal transplant, graft dysfunction is not uncommon. Assessment of 
histopathological changes in the allograft rejection is done using the Banff ‘07 
Update to the Banff 97 Diagnostic Categories for Renal Allograft Biopsies which 
is the accepted formulation worldwide. However lack of trained nephropathologists 
in developing countries is a setback for appropriate management.
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AIM
To evaluate the spectrum of histopathological changes seen in renal allograft biopsies.
MATERIALS AND METHOD
A retrospective study was done in a tertiary care center in South India. A total of 1151 
renal allograft biopsies from 1120 patients (75% males / 25% females with mean 
age 35 ± 12.57 years) with mean serum creatinine 2.68 ± 1.93 mg/dL were studied 
over a period of 9 years. All patients were on maintenance immunosuppressants 
including various combinations of triple drugs comprising steroids, Azothiaprine, 
CNI, Mycophenolate mofetil (MMF) and M-TOR inhibitors when CNI related 
toxicity was evident. The biopsies were grouped into six categories according to the 
Banff ‘07 Update Classifi cation. Statistical analyses were done and the percentages 
were calculated.
RESULTS 

Categorization of biopsies into Banff’07 update diagnostic categories.

Split up of non-rejection causes of post transplant renal dysfunction
CONCLUSION
Among graft dysfunction, ATN was more common followed by chronic T cell 
rejection , Pyelonephritis, CNI toxicity and IFTA. The appropriate histopathological 
diagnosis helped in tailoring the immunosuppressive therapy especially in ATN, 
CNI toxicity and Pyelonephritis.

Abstract# A275 
Statistical Approaches for Competing Risk in Kidney Transplant (KT) 
Outcome Research. X. Wen,1 A. Santos,1 S. Rehman,1 A. Hartzema,3 
L. Kayler,4 K. Andreoni,2 M. Segal,1 M. Casey.1 1Medicine, University 
of Florida, Gainesville; 2Surgery, University of Florida,, Gainesville; 
3Pharmaceutical Outcomes, University of Florida,, Gainesville; 4Surgery, 
Montefi ore Medical Center, Bronx.
Introduction: In transplant outcomes research, Kaplan-Meier (KM) and Cox 
regression are often used to calculate death censored graft failure (DCGF). However, 
death with functioning graft (DFG) is a competing risk which may cause standard 
analyses to overestimate the rate of DCGF. Cumulative incidence function (CIF) 
and regression with Fine-Gray model have been suggested as better methods to 
account for competing events. We hypothesize that large variations in DFG may 
induce imprecise standard analyses of DCGF.
Methods: Based on SRTR data from 1/99 to 12/09, we studied adult KT recipients 
who had ESRD due to diabetes (DM) or hemolytic uremic syndrome (HUS). We 
arranged the subjects into 3 groups in order of increasing variation in DFG: 1)DM 
vs HUS; 2)DM and age over 65 vs HUS and age below 40, and 3)DM and age over 
70 and donor age over 60 vs HUS and age below 30 and donor age below 30. We 
compared DCGF rates using 1-KM and CIF, and adjusted hazard ratios (aHR) using 
Cox and Fine-Gray model.
Results: Total 42671, 8603, and 599 DM patients, and 490, 293, and 75 HUS patients 
were included in 3 groups. The difference of DFG between DM and HUS patients 
increases from groups 1 to 3 (group 1: 16% vs 9%, P<.0001; group 2: 24.5% vs 4.8%, 
P<.0001; group 3: 30.1% vs 0%, P<.0001). The differences between 1-KM and CIF 
for the changed crude rates of DCGF from DM and HUS patients increases from 

group 1 to 3 (Mean ± SE in group 1: 0.0002±0.0018, P=0.80; group 2: 0.003±0.002, 
P=0.02; group 3: 0.015±0.011, P=0.02). The difference of aHR of DCGF (HUS vs 
DM patients) obtained from Cox regression and Fine-Gray model increases from 
group 1 to 3 as well(Fig.1).
Conclusion: 1-KM and Cox regression overestimates the incidence and aHR of 
DCGF. The overestimation becomes signifi cant with over 20% of difference in 
DGF. We advocate assessing the rate of DFG to help guide the analysis of DCGF.

Fig 1. Comparison of aHR of DCGF.

Abstract# A276 
Over 30 Years Graft Survival After Kidney Transplantation in Single 
Center Experience. D. Ishii, K. Yoshida, M. Ikeda, Y. Takeuchi, T. Endo, 
K. Iwamura. Urology, Kitasato University, Sagamihara, Kanagawa, 
Japan.
Kidney transplantation is known as the best treatment for chronic renal failure 
especially in pediatric patients. We report the outcome and issue of pediatric kidney 
transplantation for over 30 years in our institution.
Methods: We retrospective analyzed 162-kidney transplantation performed at our 
institution from 1972 and1982.
Results: Twenty-eight patients (15.3%) were pediatric recipients. The mean age of 
the pediatric recipients was 10.4 yr (range 4-16 yr) and that of the donors was 37.7 
yr (range 22-54 yr). Immunosuppression was based on a triple drug regimen (AZA, 
PSL, BRD). The 1-, 5-, 10-, 20- and 30-yrs graft survival rates were 71.4%, 67.9%, 
42.9%, 27.3% and 17.8% among the pediatric recipients. Only 5 patients that total 
of 17.8% grafts were survived over 30yr. After a mean follow-up of 34.4 yr, average 
serum Cr was 1.3 (0.7–1.81). Nobody has anti-HLA antibody in recent follow up 
examination in long-term surviving group. Two patients of the grafts surviving 
group developed malignancy. Two patients had pregnant and only one patient had 
delivered 2 children in long-term surviving group.
Conclusion: Graft survival is good for short term, although survival rate deteriorated 
after 10 years post transplantation for chronic rejection and chronic allograft 
nephropathy. The outcomes should be much improved in recent years and future 
for new immunosuppressive regimen.

Abstract# A277 
Effects of Parvovirus B19 Infection in Renal Transplant Recipients: A 
Retrospective Review of 3 Cases. P. Krishnan, P. Ramadas, P. Rajendran, 
M. Bhaskaran, E. Molmenti. Transplant Program, North Shore-LIJ, 
Manhasset, NY.
Background:
Parvovirus B19 (PVB19) is a DNA virus which causes clinically relevant infection 
in renal transplant recipients (RTR) leading to signifi cant morbidity. Manifestations 
include erythropoietin resistant anemia, proteinuria and glomerulosclerosis 
in the allograft. Severe infection may require administration of Intravenous 
immunoglobulin (IVIG), reduction in immunosuppression and transfusions. The 
major challenge in managing and preventing the infection in RTR involves the act 
of balancing the decreased level of immunosuppression and the risk of rejection.
Objective:
To understand the importance of PVB19 infection and its outcome in RTR.
Methods:
We reviewed the medical records of 3 RTR with confi rmed PVB19 infection and 
recorded patient information including demographics, clinical and laboratory data, 
management and outcome.
Results:
The average time of occurrence of PVB19 infection since transplant was 8.6 weeks 
and they presented with symptomatic anemia. Elevated creatinine values were 
noted in two of them. Following treatment, anemia improved and creatinine values 
returned to baseline. One of them developed an early relapse and had to be treated 
once again similarly.
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Conclusion:
We emphasize the importance of maintaining a high index of suspicion for PVB19 
infection in patients with anemia in the post- transplant phase, especially in patients 
on higher doses of immunosuppressants. Early and proper treatment can prevent 
worsening clinical condition and possible effects on the allograft.

Kidney: Living Donor: Expanding Donation, Post-Donation 
Monitoring
 Sunday, July 27, 2014
 6:30 PM - 8:00 PM
 Exhibit Hall

Abstract# A278 
A Website for Hispanics/Latinos About Living Donation and 
Transplantation: A Randomized Controlled Trial of Increased 
Knowledge. E. Gordon,1 J. Feinglass,1 S. Martinez,1 K. Vera,1 P. 
Carney,1 K. O’Connor,2 J. MacLean,1 M. Olivero,2 A. Black,2 J. Caicedo.1 
1Northwestern University, Chicago; 2National Kidney Foundation of 
Illinois, Chicago.
Living donor kidney transplantation (LDKT) can help reduce the organ shortage. 
Although Hispanics/Latinos need disproportionately more kidney transplants, 
they receive a smaller proportion of LDKTs than non-Hispanic whites. We present 
preliminary fi ndings evaluating a randomized controlled trial of knowledge increases 
associated with exposure to an interactive, bilingual, culturally tailored website to 
increase Hispanics’ knowledge about LKDT. Methods: The website was developed 
with community input and in collaboration with the National Kidney Foundation of 
Illinois, and contains 6 sections: Treatment Options, Process of Living Donation, 
Benefi ts and Risks of Living Donation, Financial Issues, Immigrant Issues, and 
Culture and Myths. Hispanic patients and their family members attending routine 
Hispanic Transplant Program (HTP) education sessions were eligible. Participants 
were randomized to view 3 website sections for 30 minutes before HTP; usual care 
controls only attended education sessions. All participants completed a 32-item 
multiple choice pretest on 3 assigned sections; the website arm also completed the 
posttest directly after viewing the website. All participants completed an identical 
3-week telephone follow-up test. Random effects linear regression of 3-week 
knowledge scores tested the signifi cance of website exposure after adjusting for 
clustering within families and controlling for pretest scores and covariates. Results: 
112 individuals participated (75% response rate) (38 patients, 74 family members). 
The average age was 45 years, 46% were male, and 93% were Mexican. Website 

exposure was associated with an initial 26.2% same day knowledge increase between 
pretest and posttest (p<0.0001). Three weeks after the HTP, website arm knowledge 
scores increased from 35.6 to 60.4, while control arm knowledge scores increased 
from 35.9 to 49.5 (p=0.001). Regression results controlled for language, patient vs. 
family member, and other covariates found that the website arm was associated 
with a 7.5% greater knowledge score at 3-week follow-up; college education was 
also signifi cant (p=0.01). Conclusions: Our culturally sensitive website increased 
participants’ knowledge about LDKT above and beyond an in-person Spanish 
educational session. The website may be a valuable tool to supplement transplant 
center education for Hispanics.

Abstract# A279 
Some Insights Into the Decline in Living Kidney Donation. U. Nori,1 
S. Almaani,1 T. Pesavento,1 R. Pelletier,2 M. Henry,2 A. Diez,1 J. Von 
Visger.1 1Division of Nephrology, Ohio State University Medical Center, 
Columbus; 2Division of Transplant Surgery, Ohio State University Medical 
Center, Columbus.
The living kidney donation rates in United States are declining recently and it is 
critical to identify the reasons in order to deploy appropriate interventions.
In this retrospective study from a high volume kidney transplant center, all living 
donor candidate medical records from 2007 till 2013 were reviewed. Only those 
individuals who completed basic initial assessment were included in the analysis. 
Actual donation rates were analyzed across age, gender and racial groups within each 
of the years. Variations in the numbers over years was calculated in percent change.
The major fi ndings are summarized in the attached table and graph.

2007 2013 % Change
All donor candidates 508 820 61.4
All recipient candidates 300 480 60
All AA donors 14 57 307
AA donated 14.3%(n=2) 5.3%(n=3) -66.7
All white female donors 84 393 144
WF donated 47.6%(n=40) 12.2%(n=48) -74.4
Young donor candidates 329 452 37.3
Young donor donated 15.8%(n=52) 11.1%(n=48) -29.7
Older donor candidates 172 368 113.9
Older donor donated 16.9%(n=28) 23.8%(n=41) 40.8

Data was compared between 2007 and 2013 in table 1. Even though there was a 
consistent increase in the annual number of donor candidate screening, their ratio 
to the recipients evaluated remained steady around 1.7. Since 2011 there has been 
a steady decline in the percentage of donation among all the screened donors and 
within the subgroups of both genders and black and white races. The biggest decline 
is seen in black males and white females as shown in table 1, owing to a increased 
medical ineligibility. Also noted was a signifi cant decline in donation among the 
younger donors (18 - 45 years). The paired-exchange donor (PED) transplants 
increased to 18/year since 2011.
The declining trends in living kidney donation is alarming especially taking into 
account increases in PED transplants. The specifi c reasons for this decline need to 
be studied and mitigating strategies are urgently needed.

Abstract# A280 
Delays in Living Donor Transplantation Are Increasing Over Time. J. 
Gill, C. Rose, J. Dong, E. Hendren, J. Gill. University of British Columbia, 
Vancouver, Canada.
Given the health and economic consequences of even a relatively short exposure to 
dialysis, avoiding delays in living donor transplantation (LDTX) is desirable. With 
the exception of preemptive transplantation, few studies have examined factors 
associated with delays in LDTX.
Using data from the USRDS we determined the time to LDTX from the date of fi rst
dialysis treatment among n = 38,343 non-preemptive LDTX recipients and 
documented the proportion of preemptive transplants over time. Using a multivariate 
logistic regression model we then identifi ed factors associated with delayed LDTX 
(defi ned by dialysis exposure >18 months).
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The proportion of preemptive LDTX performed annually remained relatively stable 
during study period (mean 17%). In contrast, the proportion of delayed LDTX 
increased from 19% in 1995 to 45 % in 2007.
After adjustment for biological factors (i.e. ABO, PRA, age, cause of ESRD, BMI, 
comorbid conditions) the odds of delayed transplantation were 2.7 fold greater in 
2005-7 than in 1995-9 (see Table). Further a number of socio-demographic factors 
were associated with higher odds of delayed transplantation including non-white 
race, lower median household income, lower education, and lack of private insurance.
Conclusions:
There was a 2.7 fold increase in the odds of delayed LDTX between 1995-2007. 
Even among patients who successfully obtained a LDTX, socio-demographic factors 
impact access to LDTX. Strategies to increase the effi ciency of evaluating donors 
and recipients for LDTX may result in signifi cant healthcare savings and improved 
post transplant outcomes.
Odds of delayed LDTX 
(dialysis exposure >18 months)

Odds Ratio (95% CI)
Transplant Year
1995-1999
2000-2004
2005-2007

1.00
2.02(1.87,2.18)
2.73(2.46,3.02)

Race
White (ref)
Black
Other

1.00
1.59(1.49,1.70)
1.48(1.34,1.63)

Median Household Income Quintiles
<$30,963
$30,963 to $37,314
$37,315 to $44,723
$44,724 to $56,580
>$56,580

1.56(1.43,1.70)
1.37(1.27,1.49)
1.26(1.16,1.37)
1.19(1.10,1.28)
1.00

Insurance
Medicare/Medicaid
Private
Department of Veterans Affairs

1.19(1.13,1.24)
1.00
1.62(1.22,2.13)

Education
<=High school
College
University Graduate

1.21(1.12,1.31)
1.15(1.07,1.22)
1.00

Adjusted for differences in age, 
gender, cause of ESRD,
comorbid conditions, BMI, 
PRA, ABO blood group

Abstract# A281 
Barriers to Preemptive Living Donor Kidney Transplantation in The 
United States. K. Mange,1 F. Weng.2 1Barnabas Health, West Orange, 
NJ; 2Saint Barnabas Medical Center, Livingston, NJ.
Background: Barriers likely remain for ESRD patients not on dialysis to achieving 
preemptive transplantation from living donors (LDKT) in the US. In particular, there 
may be an unrecognized risk for not undergoing preemptive LDKT that relates to 
recipient ethnicity as preemptively listed or transplanted patients are thought to be 
an advantaged and homogeneous group.
Methods: UNOS data from adult recipients of LDKT transplanted in the US between 
Jan 1, 2000 and Dec 31, 2012 were included if patients were originally placed 
preemptively on the waiting list for a deceased donor (but ultimately had a LDKT). 
Patients who later initiated dialysis on the waitlist were further grouped by starting 
dialysis <90 days before LDKT. Univariate descriptive analyses determined eligible 
covariates for multivariate logistic regression models.
Results: The proportion of patients who were initially listed preemptively, but did 
not undergo preemptive LDKT, doubled (P=0.009, trend). By ANOVA, overall time 
(P< 0.0001) and dialysis-free time (P<0.001) on the waiting list was different across 
ethnicity with dialysis-free time longer for non-Caucasians. African Americans 
had an 18% increased adjusted odds ratio (P=0.017) for requiring dialysis before 
transplant, and Hispanics had a 26% increased adjusted odds ratio (P=0.002) for 
requiring dialysis before transplant even though listed preemptively, compared to 
Caucasians. These differences persisted after adjustment for renal function at listing.
Conclusions: Blacks and Hispanics were less likely to undergo PLDKT, even though 
eligible prior to dialysis initiation and despite having had longer dialysis-free time on 
the list. Centers should consider specifi c strategies to avoid impediments to PLDKT 
to improve potentially outcomes.

Variable Adjusted Odds Ratio 
(95% CI)* P Value

Preemptively Listed but Dialyzed 
(vs Preemptive Transplant)

Recipient Ethnicity (Vs 
Caucasian)
African Amer
Hispanic
Asian
Other

1.18 (1.03-1.35)
1.26 (1.09-1.45)
1.04 (0.68-1.60)
0.75 (0.35-1.61)

0.017
0.0002
0.849
0.465

Preemptively Listed but Dialyzed 
(vs Preemptive Transplant) 
Adjusted for eGFR at listing

Recipient Ethnicity (Vs 
Caucasian)
African Amer
Hispanic
Asian
Other
eGFR (per ml/min)

1.18 (1.04-1.35)
1.24 (1.07-1.45)
1.03 (0.67-1.57)
0.76 (0.35-1.62)
0.94 (0.93-0.95)

0.013
0.005
0.915
0.478
0.0001

*Adjusted for Recipient Age, recipient age squared, recipient gender, cause of ESRD, PRA, 
PRA squared, primary payer at registration, transplant year, type of living donor, clustering on 
UNOS region

Abstract# A282 
Concern for Lost Income Following Living Kidney Donation: Lost 
Opportunity? J. Rodrigue,1 J. Schold,2 D. Mandelbrot.1 1Beth Israel 
Deaconess Medical Center, Boston, MA; 2Cleveland Clinic, Cleveland, 
OH.
Living kidney donation (LKD) can lead to indirect costs for the donor, including lost 
income. Concern about the fi nancial impact of LKD may affect the decisions of both 
transplant candidates and potential donors. We asked wait-listed patients (n=113), 
deceased donor recipients (n=71), and live donor recipients (n=75) whether they 
chose not to talk to someone about LKD because of concerns about the impact of 
lost income on the donor or their family and whether anyone told them that they were 
willing to be a donor but were concerned about potential lost income. We evaluated 
the association between these variables and patient age, gender, race, and household 
income. Mean age was 53.1 yrs and the majority was male (55%), white (67%), 
and had an annual household income <$50,000 (62%). Nearly half (48%) reported 
not talking to potential LKDs due to concern about the impact of lost income on 
the donor or their family. One-third (36%) reported being told by a family member 
or friend that they were willing to donate but were concerned about potential lost 
income, of which 37 (39%) underwent LKD evaluation despite the fi nancial concern. 
Wait-listed patients and deceased donor transplant recipients were more likely than 
live donor transplant recipients to not talk to others about LKD (51% vs. 61% vs. 
31%, Χ2=14.0, p=0.001) and more likely to have others not pursue LKD evaluation 
(38% vs. 45% vs. 25%, Χ2=6.4, p=0.04) because of concerns about lost income. 
Lower-income (Table 1) and minority patients (P=0.001) were signifi cantly more 
likely to report not having talked to someone about LKD and to have someone not 
pursue LKD because of fi nancial concerns. Age and gender were not associated 
with concerns about lost income for LKDs. These fi ndings highlight that potential 
lost income following LKD may be a more signifi cant barrier to live donor kidney 
transplantation than previously thought, especially for low-income and minority 
patients. Removing this disincentive may attenuate the national decline in LKD.
Table 1. Relationship between annual household income of transplant patient and concern for 
lost income after LKD

≤$20,000 $21-
$35,000

$36-
$50,000

$51-
$75,000 ≥$75,000

Chose not to talk to someone 
about LKD due to concern 
about lost income, n(%)

42 (65%) 36 (63%) 19 (50%) 11 (36%) 16 (24%) χ
2=30.8, 

P<0.001

Told by someone that they 
were willing to be donor 
but were concerned about 
potential lost income, n (%)

32 (49%) 24 (42%) 15 (40%) 7 (23%) 16 (24%) χ
2=13.0, 

P=0.01

Abstract# A283 
The Potential Impact of Financial Incentives On Participation of 
Directed Compatible Living Donors in Kidney Paired Donation. E. 
Hendren, J. Gill, D. Landsberg, C. Rose, J. Gill. Nephrology, University 
of British Columbia, Vancouver, Canada.
Introduction: The use of fi nancial incentives to encourage medically suitable 
compatible donors already approved for directed donation, to participate in kidney 
paired donation (KPD) may be a non-coercive strategy to increase KPD transplants. 
To inform this strategy we surveyed previous directed living donors and their 
recipients regarding their willingness to participate in KPD with and without the 
provision of fi nancial incentives to the donor.
Methods: An anonymous survey was mailed to previous directed donors and their 
recipients in our program between 2001-2009, with the exclusion of cases where 
the recipient was deceased.
Results: Eighty-six of the 207 (42%) donors responded to our mail survey, while 
38 recipients responded. Ninety-three percent (78/86) donors and 95% (35/38) of 
recipients indicated that they would have participated in KPD had it been offered at 
the time of their transplant. The table shows the proportion of donors and recipients 
who would be more willing to participate in KPD with the provision of different 
types of fi nancial incentives.
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Donor (N=86) Recipient (N=38)
Reiumbursement of donor travel expenses 72% 82%
Reiumbursement of lost donor wages 62% 76%
Compensation for donor pain and suffering 19% 58%
Direct donor cash reward:
$5000 14% 16%
$10,000 16% 17%
$20,000 19% 21%
$50,000 23% 15%

The survey also identifi ed non-fi nancial considerations that would discourage 
participation in KPD: Delays in transplantation >3 months, loss of an opportunity for 
preemptive transplantation, or requirement to travel outside the city of residence. The 
potential to obtain a better donor kidney (i.e. younger donor, higher HLA match) was 
rated important by 87% of donors, while helping multiple recipients was important 
to 80% of donors. Irrespective of the amount offered, a direct cash rewards did not 
substantially increase willingness to participate in KPD, (willingness increased in 
< 25% of donors and recipients).
We conclude that >90% of previous directed donors and their recipients reported 
a willingness to participate in KPD if they had been provided the opportunity. 
Reimbursements for travel and lost wages, but not direct cash rewards may increase 
participation, while delays in transplantation > 3 months may decrease participation 
of directed compatible donors in KPD.
1. AJKD 2014 63(1): 133-40.

Abstract# A284 
Subsidizing Altruism in Living Organ Donation. K. Schnier,1 N. 
Turgeon,2 R. Merion,3 D. Howard.4 1School of Social Sciences, Humanities 
and Arts, University of California, Merced, Merced, CA; 2Department 
of Surgery, Emory University, Atlanta, GA; 3Department of Surgery, 
University of Michigan, Ann Arbor, MI; 4Rollins School of Public Health, 
Emory University, Atlanta, GA.
Background: In 2008 the Department of Health and Human Services began to 
reimburse donors’ travel-related expenses via the National Living Donor Assistance 
Center (NLDAC). Eligibility is limited to donors and recipients with incomes below 
300% of the poverty level. Donors fi le applications for reimbursement through 
hospitals. Taking advantage of variation in the time when hospitals signed-up for 
the program, we estimate the impact of the NLDAC on the number of non-pediatric 
living donor transplants.
Methods: Using UNOS data for all non-pediatric living organ transplants conducted 
between 2003 and 2012 we construct a data set consisting of the total number of 
transplants conducted per a month for all transplant centers conducting non-pediatric 
living donor transplants within the United States. This data is merged with a data set 
identifying all transplant centers that elected to participate in NLDAC as well as the 
number of applications fi led with NLDAC each year. Additional control variables 
were constructed to control for a center’s current regulatory status with CMS, the 
length of their current waiting list and time-varying and transplant center controls. 
Using a difference-in-difference estimation strategy, controlling for the inherent 
selection problem that arises in this environment, we estimate the causal relationship 
between participation in the NLDAC program and the effect it has on non-pediatric 
living organ transplantation.
Results: Using a set of control variables to take advantage of the timing when 
hospitals enroll in NLDAC as well as selection into the program our difference-
in-difference estimator estimates the causal relationship between participation in 
NLDAC and non-pediatric living organ transplantation. We fi nd that the program 
increased the number of living donor transplants by 12%. Furthermore, we fi nd that 
the treatment effect is heterogeneous across transplant centers and that these results 
are robust to empirical falsifi cation tests.
Conclusion: Although the returns from receiving a living donor transplant (versus 
waiting for a deceased donor organ) are large, apparently many donors and recipients 
are unable or unwilling to incur the upfront travel-related expenses. The NLDAC 
was an effective subsidy for donor’s altruism.

Abstract# A285 
Seriously Ill Patients as Living Unspecified Kidney Donors. W. 
Zuidema,1 Y. Rakké,1 R. Erdman,2 E. Massey,1 M. Betjes,1 F. Dor,3 
J. IJzermans,3 W. Weimar.1 1Internal Medicine, Nephrology and 
Transplantation, Erasmus MC, Rotterdam, Netherlands; 2Psychology, 
Erasmus MC, Rotterdam, Netherlands; 3General Surgery, Erasmus MC, 
Rotterdam, Netherlands.
Background
From 2000-2014, 106 kidney donor nephrectomies from unspecifi ed donors were 
performed at our center which resulted in 178 kidney transplants by performing 
domino paired procedures. Five of these donors (4,7 %) had a life-threatening disease.
Methods
All fi ve donors underwent the hospital’s standard pre-transplantation donor screening 
procedure. Additionally, motivation to donate and psychological stability were 
assessed by a psychologist using in depth interview techniques and a psychological 
complaints questionnaire. Post donor nephrectomy follow-up consisted of self-report 
questionnaires and hospital visits.

Results
One patient had cerebral and caudal ependymomas, one had severe and progressive 
emphysema, two had Huntington’s disease and one had a grade 2 oligodendroglioma. 
The psychological screening revealed genuine motivation, adequate risk perception, 
and normal sense of reality. The five donor nephrectomies made 9 kidney 
transplantations possible. All donors were satisfi ed with the donation procedure. 
Three donors died during follow-up as a result of their disease.
Conclusion
Patients with a life-threatening disease may have a genuine motivation to become 
an unspecifi ed living kidney donor. In the absence of medical and psychological 
contra-indications and in view of their self-reported satisfaction with the donation 
we feel it ethically justifi ed to accept their offer.

Abstract# A286 
The Incorporation of an Advanced Donation Program Into Kidney 
Paired Exchange: Initial Experience of the National Kidney Registry 
(NKR). S. Flechner,1 D. Leeser,2 R. Pelletier,3 M. Morgievich,4 K. Miller,5 
L. Thompson,2 S. McGuire,7 J. Sinacore,6 G. Hil.6 1Glickman Urological 
and Kidney Institute, Cleveland Clinic, Cleveland, OH; 2Department 
of Surgery, University of Maryland, Baltimore, MD; 3Department of 
Surgery, Ohio State University, Columbus, OH; 4Department of Surgery, 
St. Barnabas Hospital, Livingston, NJ; 5Department of Surgery, University 
of Wisconsin, Madison, WI; 6Research and Education, National Kidney 
Registry, Babylon, NY; 7Department of Urology, UCLA, Los Angeles, CA.
Introduction: The continued growth of Kidney Paired Donor Exchange (KPD) has 
been accompanied by novel logistics, which are a departure from the early paradigms 
of same day swaps. The emergence of chains, driven by non-directed donors, has 
fostered modifi cations such as out of sequence donation. A further evolution of this 
practice has been the Advanced Donation Program (ADP), whereby the recipient 
has not yet been matched at the time the decision to Donate is made.
Methods: Herein we report the results of the fi rst seven participants in ADP. In this 
program the paired donor undergoes kidney donation before his/her paired recipient 
has an identifi ed actual donor. The need for such logistics may arise when the Donor 
has rigid time constraints. In our series these have included, absolute school or work 
return deadlines, military leave, a desire for completion of donor recovery to provide 
care for the recipient spouse or sibling, and a Donor with a spouse in need of kidney 
transplant at an unknown future date.
Results: At this time seven pairs have been entered and fi ve completed the process 
between August 2011 and January 2014; representing a potential of 33 facilitated 
transplants. Transplants were ABO compatible and crossmatch negative. Two 
recipients are still awaiting transplant (8 and 1 month); one due to resolving health 
issues, and the other due to relocation. The time intervals for those transplanted have 
ranged from 2 weeks to 19 months. Paired ADP Donors: mean Age 49.8 (34-62) 
yrs. M4:F3; ABO: A=3, B=1, and O=3. Paired ADP Recipients: mean Age 59.4 
(42-73) yrs. M4:F3; ABO: A=3, B=1, O=3; and cPRA: 0, 57, 0, 0, 95, 0, and 97%.
Conclusions: ADP is a viable method to support Donor time limitations for KPD. 
However, great care is needed to provide informed consent for the calculated risk 
of participation in ADP. The O recipient with high cPRA remains a diffi cult fi t.

Abstract# A287 
Exploring the Candidate/Donor Compatibility Matrix to Identify 
Opportunities to Improve the OPTN KPD Pilot Program’s Priority 
Point Schedule. D. Stewart,1 R. Leishman,1 A. Kucheryavaya,1 R. 
Formica,2 M. Aeder,3 A. Bingaman,4 S. Gentry,5 T. Sandholm,6 I. Ashlagi.7 
1UNOS; 2Yale; 3Univ Hosp Case Med Ctr; 4Methodist; 5JHU; 6CMU; 7MIT.
Background: The OPTN Kidney Paired Donation Pilot Program (KPDPP) uses an 
edgefi nder algorithm to identify edges, or donation possibilities, between candidates 
and ABO/alloantibody-compatible living donors in each match run. In an effort to 
prioritize candidates in a fair and transparent manner, an edgeweighter algorithm 
then assigns committee-derived priority weights to each edge. Finally, an optimizer 
chooses the edges that comprise the optimal set of 2-way/3-way/chain exchanges. 
The OPTN KPD Work Group requested an analysis of the “compatibility matrix” 
(edgefi nder output) to identify characteristics of candidates with fewer or greater 
matching opportunities, to help inform revisions to the priority point schedule and 
optimizer.
Methods: Edgefi nder output from 64 match runs from 1/12-9/13 was used to derive 
edges per candidate and per pair statistics. For pairs, both “in” (perspective of 
candidate) and “out” (perspective of donor) edge statistics were computed.

© The Authors. Compilation © The American Society of Transplant Surgeons, The Transplantation Society and the American Society of Transplantation



482

Results: The number of edges decreased substantially as candidate CPRA increased 
(Fig 1).

CPRA=0%, ABO=O candidates had, on average, 44.3 “in” edges per candidate 
(per match run), and 28.4 “out” edges if the paired donor was ABO=O; however, 
with a non-O paired donor, the number of “out” edges per pair plummeted to below 
5. Candidates listed as willing to accept a shipped kidney, a kidney from a donor 
with a lower CrCl, or either laterality had between 60% and 300% more edges than 
candidates listed with tighter screening choices. For every 100 pair increase in the 
pool, the number of edges per candidate rose by about 10, or 55%.
Conclusions: These results highlight specifi c opportunities for improving KPDPP 
patient prioritization, such as using a sliding scale instead of the current 125 priority 
points for CPRA ≥80%, and prioritizing based on characteristics of pairs, not just 
candidates. The fi ndings also echo the importance of increasing the size of the 
national pool and setting candidate screening criteria appropriately so as not to 
overly limit matching opportunities.

Abstract# A288 
A Novel KPD Database - A Flexible Automated Tool That Enhances 
Matching for the Highly Sensitized Recipient. I. Ashlagi,1 J. Silberholz,1 
J. Friedewald,2 A. Tambur,2 J. Wright,2 N. Beauvais,2 C. Murphey,3 A. 
Bingaman.4 1MIT, Cambridge, MA; 2Northwestern University, Chicago; 
3Southwest Immunodiagnostics, Inc, San Antonio; 4Methodist Specialty 
and Transplant Hospital, San Antonio.
Background: An important facet of a successful kidney paired donation (KPD) 
program is the software that performs donor/recipient pairing by utilizing HLA 
antibodies and HLA antigen information to determine compatibility between pairs. 
To transplant the highly sensitized patient either through a single center KPD program 
or across multiple centers, a versatile approach is needed for risk assessment with 
regards to presence and strength of donor specifi c antibody (DSA) and other clinical 
factors (age, size, blood type, GFR).
Methods: Two large single-center KPD programs collaborated with a market 
designer to create a novel matching software program to accommodate multiple 
centers and their particular preferences for determining “acceptable” compatibility.
Results: An automated tool was developed that can match pairs using different 
algorithms between multiple centers or within a single center. Matching can be 
based on neat MFI levels with individual tolerance threshold for each loci, estimated 
strength or actual titers, or using a “maximum DSA” (allowing to cross DSA barrier 
in one or more specifi c loci based on MFI tolerances) approach for those patients 
with multiple DSAs. Tolerance levels can be set for each patient and each HLA locus 
(HLA-A,-B,-C,-DRB,-DQA,-DQB,-DPA,-DPB) individually or globally for the 
whole database. Match runs can be performed between centers and reported using 
anonymized data. From July 2013 – December 2013 a total of 42 KPD transplants 
were performed using this software at two centers. 7 patients (16%) had cPRA >95%, 
3 of whom were compatible with their KPD donor and 4 that were “acceptable” 
combining desensitization and KPD. Compatibility determination was identifi ed 
using both Max DSA and MFI tolerance thresholds. To date, no transplants between 
the two different centers have been performed, although acceptable matches were 
identifi ed based on criteria set individually by each center.
Conclusion: This novel KPD software program allows for dynamic flexible 
assignment of unacceptable antigens and can be utilized by multiple different 
transplant centers to increase collaboration with emphasis on maintaining 
individualized center preferences. This allows for increased transplantation of the 
most challenging highly sensitized recipients with KPD.
DISCLOSURES: Friedewald, J.: Grant/Research Support, Pfi zer, Stockholder, GTI.

Abstract# A289 
Ethnic Disparity in the OPTN Kidney Paired Donation Pilot Program 
Participation. P. Fan,1 W. Cherikh,2 C. Monstello,2 D. Parker,2 D. Stewart,2 
R. Leishman,2 M. Aeder,3 M. Debroy.4 1Univ of Massachusetts, Worcester, 
MA; 2UNOS, Richmond, VA; 3Univ Hosp Case Med Ctr, Cleveland, OH; 
4Robert Wood Johnson Univ Hosp, New Brunswick, NJ.
Background: The Organ Procurement and Transplantation Network (OPTN) Kidney 
Paired Donation Pilot Program (KPDPP) identifi es potential kidney (KI) exchanges 
by matching living donors (LDs) who cannot donate to their intended candidates 
with other LD/intended candidate pairs. We examine ethnic minority participation 
in the KPDPP since its initial match run in October 27, 2010.
Data: We analyzed OPTN database for all centers (ctrs) with at least one KPDPP 
candidate as of 11/30/13. 
Results:  134 (58%) of 231 LD KI transplant ctrs participated in the KPDPP. The 
table below compares the ethnic composition of KPDPP candidates with all wait 
listed candidates at KPDPP ctrs as of 11/30/13, and transplants resulting from 
KPDPP matching with all transplants at KPDPP centers during 10/27/10-9/30/13.

Ethnicity KPDPP candidates All Candidates at 
KPDPP ctrs KPDPP transplants All transplants at 

KPDPP ctrs
White 260 (66%) 18,235 (41%) 42 (67%) 11,947 (54%)
Black 60 (15%) 14,986 (34%) 13 (21%) 5,461 (25%)
Hispanic 51 (13%) 6,998 (16%) 2 (3%) 3,003 (14%)
Asian 19 (5%) 3,060 (7%) 3 (5%) 1,219 (6%)
Other 4 (1%) 984 (2%) 3 (5%) 380 (2%)
All 394 44,263 63 22,010
Conclusions: Minority participation in the KPDPP is less than expected from the 
demographics of the KPDPP center waitlists. Factors such as insurance coverage, 
awareness of the KPDPP, and socioeconomic status may contribute to this fi nding. 
However, the ethnic composition of LD/candidate pairs in the KPDPP was 
comparable to that of all LD KI transplants nationally (66% White, 13% Black, 14% 
Hispanic, 5% Asian, and 1% other). Thus, the lower than expected participation of 
minority candidates in the KPDPP may simply refl ect a lower number of suitable 
minority LDs. Further study is needed to confi rm this hypothesis. Increased sample 
size is needed to determine if participation in the KPDPP results in the number of 
minority transplants that is proportionate to their participation level.

Abstract# A290 
Are There Socioeconomic Diaparities in Access to ABO Incompatible 
and Kidney Paired Donor Transplantation? J. Gill, J. Dong, C. Rose, 
J. Gill. University of British Columbia, Vancouver, BC, Canada.
Background: Lower income ESRD patients have markedly reduced access to living 
donor kidney transplantation (LDKT). Kidney paired donation (KPD) and ABO 
incompatible (ABOi) transplantation are important strategies to expand access to 
LDKT. We sought to examine access to KPD and ABOi transplantation as a function 
of median household income.
Methods: We compared characteristics of all n=1,699 recipients of ABOi and 
KPD transplants to recipients of directed compatible LDKT (n=32,074) between 
1998-2010 using SRTR data. We then stratifi ed all LDKT recipients into quintiles 
based on their median household income and determined the association of median 
household income with ABOi or KPD transplantation among all LDKT recipients 
using multivariate logistic regression after adjustment for recipient age, gender, 
race, PRA, and ABO type.
Results: KPD/ABOi recipients included more patients that were older, sensitized, 
African American, blood type O, highly educated, and with a higher median 
household income. After adjustment for biologic and sociodemographic factors, 
patients in the highest 2 quintiles of median household income (Q4 and Q5) had 
a 1.27 and 1.25 fold higher likelihood of KPD/ABOi transplantation compared to 
patients in the lowest income quintile (Q1) (Table).
Conclusion: KPD and ABOi transplantation are innovative mechanisms to improve 
access to LDKT. These data suggest that these innovations remain less accessible 
to low income ESRD patients, who are known to have markedly reduced access 
to LDKT.

Quintile of Zipcode Level 
Median Household Income

Odds of KPD/ABOi living donor transplant vs Direct 
compatible living donor transplants among all LDKT 
recipients
OR (95% Confi dence Interval)

Q1 (<$30,962) 1.00
Q2 ($30,962-$37,314) 1.08 (0.90, 1.30)
Q3 ($37,315-$44,723) 1.17 (0.98, 1.40)
Q4 ($44,274-56,580) 1.27 (1.08, 1.52)
Q5 (>$56,580) 1.25 (1.05, 1.48)
Adjusted for recipient age, 
gender, race, PRA, and ABO 
type
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Abstract# A291 
Racial Disparities in Live Donor Kidney Transplantation: A 
Retrospective Analysis of Patients’ Donor Pools at a Single Center. E. 
Langnas,2 C. Miles,1 J. Fillaus.1 1Internal Medicine, Nephrology, University 
of Nebraska College of Medicine, Omaha, NE; 2University of Nebraska 
College of Medicine, Omaha, NE.
Background: Live donor kidney transplantation (LDKT) is the preferred option 
for patients with end stage kidney disease. There have been observed disparities in 
rates of LDKT among ethnic groups in the United States. Current UNOS Midwest 
Regional data shows that the transplant waitlist is approximately 60% White, 21% 
Black, and 13% Hispanic. However, the patients in this region who received LDKT 
in 2012 were 80.3% White, 6.1% Black, and 10.5% Hispanic. These numbers expose 
the racial disparity with LDKT in the Midwest. While many individual level factors 
have been researched, disparities still persist.
Data analysis on recipient candidates’ potential donor pools may provide explanatory 
information regarding the racial disparities in LDKT. We consider the donor pool for 
a recipient candidate to be all individuals who contact the center about donating a 
kidney to the recipient. The focus of our research is on recipient donor pools within 
our transplant center, and how differences among them help explain differences in 
ultimate rate of LDKT.
Methods: We performed a single center retrospective medical record review of our 
transplant database including 1522 transplant patients and 2,407 potential donors. 
Data collected included recipient demographics, transplant type, size of donor pool, 
demographics of potential donors, and reasons for donor exclusion. The center’s 
IRB committee approved this study.
Results: In our study population, 31% of White patients receiving a transplant 
received a LDKT, compared to 9% of Blacks (p<0.01). The mean donor pool size for 
Whites was 2.01 compared to 1.12 for Blacks. 42% of Blacks had no potential donors 
contact our center (“zero donor pool”) compared to 34% of Whites (p<0.05). Whites 
were least likely to present with zero donors when compared to all other minority 
groups. Whites were twice as likely as Black patients to have 6 or more potential 
donors in their pool. Reviewing a subset of our potential donor pool demonstrated 
that 33% of Black’s potential donors had incomplete evaluations as their exclusion 
criteria compared to only 5.6% of whites.
Conclusion: Within our center, the rate of LDKT is signifi cantly lower in Blacks 
than in Whites. Our data suggests that combination of smaller donor pool size and 
higher rates of incomplete donor evaluation work up may contribute to this disparity.

Abstract# A292 
Race as a Predictor for Adverse Outcomes Following Live Kidney 
Donation. H. Ibrahim,1 D. Berglund,2 S. Jackson,1 G. Sieger,3 R. Spong,1 
M. Weber,1 A. Matas.2 1Medicine, University of Minnesota, Minneapolis, 
MN; 2Surgery, University of Minnesota, Minneapolis, MN; 3Transplant 
Information Services, University of Minnesota Medical Center- Fairview, 
Minneapolis, MN.
Background: Studies addressing the long term risks of nephrectomy in non-white 
kidney donors have reported increased risk of HTN, diabetes, CKD, and possibly 
ESRD. We hypothesized that non-white donors would not only be at greater risk 
for developing these adverse outcomes but would also experience them earlier 
after donation.
Methods: Using logistic regression, we studied 4186 donors and examined race as a 
predictor for HTN, diabetes, reduced eGFR, proteinuria, ESRD, and death. For these 
same outcomes, we also considered time to event using Cox proportional hazards. 
Both models were adjusted for age, year of donation, gender, BMI, systolic BP, 
diastolic BP, eGFR, tobacco use and cause of ESRD and relationship to recipient.
Results: 353 non-white donors were studied of which, 34.3% were Hispanic and 30% 
were African American. Non-white donors had a signifi cantly higher BMI, shorter 
follow-up, and were more likely to both smoke and be related to their recipient.
No difference was observed in risk for diabetes, HTN, reduced eGFR, proteinuria, 
ESRD, or death. However, time to development of HTN (HR=1.50, p<0.01), 
proteinuria (HR=1.76, p=0.02), ESRD (HR=3.21, p=0.04), and death (HR=1.94, 
p<0.01) was signifi cantly shorter (Table 1).
Table 1. Logistic Regression & Cox Proportional Hazards: Non-White vs. White 
donors.

Outcome (Post-Donation) Logistic Regression
OR (95% CI) (P-value)

Cox Proportional Hazards
HR (95% CI) (P-value)

Diabetes 0.91 (0.55, 1.49) (0.69) 1.29 (0.81, 2.06) (0.28)
Hypertension 1.15 (0.85, 1.55) (0.36) 1.50 (1.18, 1.89) (<0.01)
eGFR <60 ml/min 0.69 (0.47, 1.02) (0.06) 0.89 (0.63, 1.25) (0.503)
eGFR <45 ml/min 0.93 (0.42, 2.08) (0.86) 1.19 (0.55, 2.55) (0.66)
eGFR <30 ml/min 1.40 (0.32, 6.22) (0.66) 2.35 (0.54, 10.22) (0.26)
Proteinuria 1.28 (0.80, 2.06) (0.31) 1.76 (1.12, 2.78) (0.02)
ESRD 1.74 (0.56, 5.43) (0.34) 3.21 (1.05, 9.77) (0.04)
Death 1.70 (0.99, 2.94) (0.06) 1.94 (1.29, 2.92) (<0.01)

Conclusion: Non-white donors are not at increased risk of developing HTN, 
proteinuria, or ESRD, nor are they more likely to die. However, those who do develop 
these conditions, do so in signifi cantly shorter time than white donors. The shorter 
follow-up time in minorities may affect the robustness of these results.

Abstract# A293 
Effects of Hypertension On Glomerular Function and Number in 
Living Kidney Donors. C. Lenihan, S. Busque, B. Myers, J. Tan. Stanford 
University, Stanford.
Current guidelines permit the use of living kidney donors (LKD) aged > 50 years 
with well-controlled primary hypertension and no other risk factors for renal disease. 
However, the effect of pre-existing hypertension on LKD nephron number has not 
been established. The goal of this study was to determine the association between 
pre-existing hypertension and 1) glomerular number (NFG) and volume and 2) post-
donation blood pressure, adaptive hyperfi ltration and compensatory glomerular 
hypertrophy. We enrolled 51 donors to undergo physiological, morphometric and 
radiological measurements before and after kidney donation. To estimate NFG we 
divided the whole kidney ultrafi ltration coeffi cient by that of the single nephron. 
10 donors were hypertensive prior to donation. In donors > 50 years, pre-existing 
hypertension was associated with a reduction in NFG.

We then matched hypertensive with normotensive donors (1:1) by age and gender. 
On average, MAP was 9.2 mmHg higher in the hypertensive group (p=0.018). We 
accordingly assumed 33% of the excess was transmitted into glomerular capillaries 
and used ΔP of 43 mmHg to estimate NFG in the hypertensive donors versus 40 
mmHg in normotensive controls. Hypertensive donors had a modest but signifi cant 
depression of NFG.

There was no difference in glomerular volume between the groups. Glomerulopenia 
was associated with a non-significant reduction in pre-donation GFR in the 
hypertensive group; 89±12 versus 95±16 mls/min/1.73m2. We observed no 
difference in post-donation blood pressure, hyperfi ltration capacity or compensatory 
renocortical hypertrophy between hypertensive and normotensive donors. We 
propose that the greater magnitude of glomerulopenia in donors with pre-existing 
hypertension justifi es the need for long-term follow-up studies.

Abstract# A294 
Long-Term Renal Function of Living Kidney Donors- A Prospective 
Cohort Study. K. Keung,1 G. Wong,1,2 F. Yuan,1 P. O’Connell,1,2 J. 
Chapman,1,2 B. Nankivell,1,2 A. Webster,1,2 K. Kable.1 1Renal Department, 
Westmead Hospital, Westmead, NSW, Australia; 2University of Sydney, 
Sydney, NSW, Australia.
Introduction and Aims: The long-term medical risks after living kidney donation 
are uncertain. This study aimed to determine the factors that predict long-term post-
donation decline in renal function amongst living kidney donors.
 
Methods: A longitudinal analysis was undertaken within a prospective cohort of 
living donors (n=357, aged above 22.2 years) donated in a single centre between 
January 2000 and December 2013. The change in estimated glomerular fi ltration 
rate (eGFR) between baseline (pre-donation), one, fi ve and ten years was analysed 
using multilevel mixed model analyses. The glomerular fi ltration rate was estimated 
using the Chronic Kidney Disease Epidemiology Collaboration (CKD-EPI) formula.
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Results: Of the 357 living donors, 338 (94.7%) completed follow-up at the fi rst year. 
A total of 138 (out of 237, 58.2%) and 48 (out of 88, 54.5%) were followed at fi ve 
and ten years, respectively. The mean eGFR at baseline, one, fi ve and ten years were 
94 ml/min/1.73m² (SD: 13.97), 61 (SD: 12.45), 58 (SD: 12.81) and 56 (SD: 12.67). 
Overall, eGFR declined by 32.7 (SD: 10.7) ml/min/1.73m² between baseline and one 
year in participants who had repeated measures of serum creatinine (323 out of 357, 
90.5%). The decline in eGFR stabilised between 1-5 and 5-10 years after donation, 
with a median reduction in eGFR of 0.47 (SD: 6.1) ml/min/1.73m² and 0.81 (SD: 
3.1) ml/min/1.73m², respectively. Multivariate linear mixed modelling suggested that 
older age and higher body mass index (BMI) at the time of donation were associated 
with the greatest annual decline in eGFR post-nephrectomy (p values <0.001 and 
0.02 respectively). There was a 0.57 ml/min/1.73m² per year reduction in eGFR 
for every year increase in age at the time of donation. For every 1 kg/m² increase 
in BMI at the time of donation, there was a 0.70 ml/min/1.73m² reduction in eGFR 
annually over the 10-year follow-up. There was an insuffi cient number of donors 
with pre-existing hypertension and/or albuminuria to assess an effect on eGFR.
Conclusion: Older age and higher BMI at the time of donation are independent 
predictors of decline in renal function over time amongst living kidney donors. 
However, the absolute decrement of renal function appeared to remain stable with 
aging.

Abstract# A295 
Renal Adaptation Following Uni-Nephrectomy in Living Kidney 
Donors. H. Amer, S. Textor, S. Taler, M. Prieto, M. Stegall, F. Cosio, W. 
Kremers, A. Rule. William J von Liebig Transplant Center, Mayo Clinic, 
Rochester, MN.
It is generally accepted that pre-donation GFR predicts post donation renal 
function. The objective of this study was to determine the impact of pre-donation 
characteristics on post donation GFR and albumin excretion in the modern era with 
changing demographics.
We abstracted the records of 1031 live kidney donors who donated at our center 
from 2000 to 2011 for pre donation clinical characteristics including 18-h ambulatory 
blood pressure, measured glomerular fi ltration rate (mGFR) by iothalamate clearance, 
body mass index (BMI), 24-h urine albumin excretion. mGFR and 24-hour albumin 
excretion were measured again 3-12 months after donation as part of a protocol 
follow-up visit. Residual GFR was defi ned as (post-donation GFR/pre-donation 
GFR) X 100. Analyses were done with and without adjustment for gender, age and 
pre-donation GFR. Signifi cant fi ndings were then combined in a multivariate model.
Mean age 45 (range 18-76 years), 41% males, 95% Caucasian, 37% overweight 
(BMI >= 25), 32% obese (BMI >30). Pre donation hypertension was present in 
13% subjects and 41% were non-dippers (nocturnal BP drop <10%). Mean (±SD) 
pre-donation GFR was 102 (±18) ml/min/SA. Post-donation GFR was 65(±13) 
ml/min/SA, residual GFR was 65 (±12) %. Pre donation 24-hour urine albumin 
excretion was median (IQR) 4 [0, 7] mg and post donation 0 [0, 6] mg p < 0.001.
Older age had a negative relation to residual GFR (-1.7 percentage points (pp) per 
decade, p<0.001 unadjusted, -3.7 pp per decade, p=<0.001 adjusted). Adjusted 
analyses demonstrated lower residual GFR to associate with baseline higher uric 
acid (-1.04 pp per mg/dl, p <0.001), higher serum triglycerides (-.02 pp per mg/dL, 
p= 0.001), and non-dipping status (-1.3 pp p=0.047). Multivariate analysis showed 
that only, age (-3.6 pp p<00.1), uric acid (-0.9 pp p=0.006) and triglycerides (-0.01 
pp p=0.003) related to residual GFR. BMI, diagnosis of hypertension, overall systolic 
and diastolic blood pressure did not predict residual GFR. None of the parameters 
tested related to a change in albumin excretion except for baseline renal function. 
Higher GFR predicted a lower post-donation albumin excretion (-0.05, p=0.047).
Older age, higher uric acid, and higher triglycerides predict a modest, clinically 
insignifi cant reduction in post donation GFR. Hypertension and obesity in well-
selected subject had no observed effect on residual GFR or albumin excretion.

Abstract# A296 
Assessment of Serum Biomarker-Based Formulas as Estimates of 
Long-Term Renal Function in Obese Living Kidney Donors. R. Amin, 
M. Tavakol, M. Khanjyan, J. Roberts, A. Posselt. Transplant Surgery, 
University of California San Francisco, San Francisco, CA.
Background: Obese donors are increasingly relied upon to bridge the shortage of 
suitable allografts for transplantation. Several studies demonstrate that the use of 
obese donors is safe with respect to long term renal and cardiovascular outcomes, 
but emphasize greater follow up as compared to the use of normal weight donors. 
Furthermore, the accuracy of eGFR formulas in obese patients and kidney donors 
remains uncertain. This study evaluates the correlation of these formulas to true 
GFR in obese versus non-obese living kidney donors.
Methods: 66 donors at our center between 1967-2005 (mean follow up 13.3 years) 
underwent outpatient evaluation and were divided according to BMI (normal weight 
<25, overweight 25-30, obese >30). Renal function was evaluated via iohexol-based 
GFR and measurement of both Cystatin C (CyC), and serum creatinine (SCr). CyC 
and SCr based equations were utilized to estimate GFR and compared to iohexol-
based GFR (iGFR).

Results:

The study cohort characteristics were similar to the clinical center population with 
respect to age at donation, gender and race. Within the study, all BMI groups had 
similar age and racial distribution. There were more men and longer follow-up 
among obese patients. The mean and correlation of each equation to iGFR is refl ected 
in Table 1. Both CyC and SCr based equations were moderately correlated with 
iGFR in normal weight donors. Among overweight patients, CyC based equations 
strongly correlated with iGFR; SCr equations were only moderately correlated. In 
the obese population, CyC and SCr based equations demonstrated moderate and 
weak association with iGFR, respectively.
Conclusion: On long-term follow-up, the renal function of overweight and obese 
donors is best estimated by CyC based calculations as opposed to SCr. This fi nding 
may be supported by studies suggesting a lack of an association between body 
composition and CyC levels. We conclude that Cystatin C based equations provide 
the best assessment of long-term renal function in donors with BMI >25; however, 
there remains a need for more accurate equations in all donor cohorts

Abstract# A297 
Prospective Measurement of Urinary Microalbumin in Living 
Donor Nephrectomy: Towards Understanding the Renal Functional 
Recovery Period. Y. Yoon, K. Lee, K. Choi, S. Yang, W. Han. Department 
of Urology, Urological Science Institute, Yonsei University College of 
Medicine, Seoul, Korea, Republic of.
Purpose: To determine the clinical implications of perioperative urinary microalbumin 
excretion in relation to recovery of renal function after living donor nephrectomy.
Methods: Between Aug 2010 and Jan 2013, 259 patients undergoing live donor 
nephrectomy were enrolled. Donor urinary albumin-to-creatinine ratio (UACR) was 
measured perioperatively, and changes in perioperative UACR was investigated. 
The relationships between perioperative UACR and recovery of renal function and 
implantation biopsy histology were also analyzed.
Results: Mean preoperative UACR was 7.1±12.7 mg/g. UACR was elevated in the 
immediate post-operative period (24.7±18.9 mg/g; p<0.001) and stabilized after 1 
month (10.3±10.7 mg/g; p<0.001). Preoperative UACR was not associated with 
perioperative GFR during a follow-up period of 6 months, but was associated with 
histological abnormalities. Donors with higher levels of UACR before donation, 
even in the normal range, consistently showed elevated postoperative UACR (Figure 
1). At 1 month after donor nephrectomy, the delayed renal function recovery group 
(GFR<60 mL/min/1.73 m2 at 6 month) still showed a higher UACR level than the 
other group (Figure 2). One-month postoperative UACR was associated with delayed 
recovery of renal function (OR: 1.05 for each 0.1 mg/g increase; p=0.021). An ROC 
curve analysis showed that age, preoperative eGFR, and 1-month postoperative 
UACR were highly predictive of delayed recovery of renal function (AUC=0.881; 
p<0.001).
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Conclusions: Donors with higher preoperative UACR levels require close observation 
because they have a greater possibility of developing MA after donation. Higher 
UACR levels were also associated with delayed recovery of renal function and 
histologic abnormalities.

Abstract# A298 
Association of Visceral Obesity and Glomerulomegaly Among Kidney 
Donors. H. Chakkera,1 R. Avula,2 H. Elsherbiny,2 T. Vrtiska,2 L. Lerman,2 
A. Rule.2 1Mayo Clinic in Arizona, Phoenix; 2Mayo Clinic in Rochester, 
Rochester.
OBJECTIVE: Due to increasing demand and shortage of kidneys for donation, 
there has been a liberalization of criteria with obese donors now being increasingly 
accepted. However, obesity causes glomerulomegaly, which is an established risk 
factor for future chronic kidney disease. Identifying a non-invasive obesity pattern 
most closely associated with glomerulomegaly may help inform the living kidney 
donor selection.
METHODS: Implantation renal biopsy sections were reviewed on 1075 kidney 
donors (between 1999 and 2012), and the mean non-sclerotic glomerular volumes 
determined using the Weibel and Gomez stereological model. The 20 kidney donors 
with the largest glomerular volume were age and gender matched to the 20 kidney 
donors with the smallest glomerular volume. Abdominal obesity patterns were 
characterized from pre-donation abdominal CT images. The subcutaneous and 
visceral fat areas were measured at the umbilicus. Peri-renal (deep to the fascia 
but superfi cial to the capsule and para-renal (superfi cial to the fascia) fat for both 
kidneys were measured on cross-sectional scans at ¼, mid, and ¾ of kidney length, 
and averaged. The sinus fat was measured at the renal hilum for both kidneys and 
averaged. The waist circumference was assessed at the umbilicus.
RESULTS: Mean age was 44 years and 70% were female in both groups. The 
mean ± SD glomerular volume was 0.0010 ± 0.0003 mm3 in the low and 0.0060 
± 0.0011 mm3 in the high group (p <0.001). The table compares fat distribution 
between these two groups.

Variable Low glomerular 
volume (Mean ± SD)

High glomerular 
volume (Mean ± SD)

Proportional
increase, % P value

Body mass index, 
kg/m2 24.8±3 31.5±5.7 27% <0.01
Visceral Fat, mm2 8297.9±5625.9 12387.2±6120.3 49% 0.03
Waist Circumference, 
cm 92.6±10.8 105.0±12.3 13% <0.01
Waist Circumference 
per height, cm/cm 0.55±0.06 0.63±0.08 15% <0.01
Subcutaneous fat, 
mm2 23596.7±10024.9 31115.6±13648.9 32% 0.05
Hilar fat, mm2 1342.8±1478 1790.2±1190.3 33% 0.30
Peri- and para-renal 
fat averaged, mm2 1282.4±1390.7 1596.8±988.7 25% 0.42

CONCLUSION: In this pilot study, the proportional increase in visceral obesity 
with glomerulomegaly was greater than the other indices of obesity. Since contrast 
computed tomographic imaging is routinely performed during predonation kidney 
evaluations, visceral fat quantifi cation could potentially be used to better inform the 
kidney donor selection process.

Abstract# A299 
Living Donor Clinical Parameter Can Predict Renal Function 
in Kidney Recipients. T. Bilovsky-Muniz, M. Tavakol, B. Lee, S. 
Tomlanovich, J. Roberts. Surgery, University of California, San Francisco, 
San Francisco, CA.
Backgrounds: Decreased recipient renal function at one year after living donor 
transplant has been associated with decreased long term graft survival. Recipients 
with a living kidney donor (LKD) with predicted poorer function could consider 

an alternative donor or entering into a paired kidney exchange to have access to a 
donor that would provide better function. We undertook this study to determine the 
incidence of and risk factors for recipients impaired renal function in regard to their 
LKD characteristics and organ quality.
Methods: Medical record review was performed to collect donor, recipient pre and 
post-transplant data for 383 live donor kidney transplants performed at our institute 
between 2007 and 2012. LKD’s and Recipients renal function at 1 month and 1 year 
post-transplant were evaluated through measurements of glomerular fi ltration rate 
(MDRD-GFR). LKD’s renal function at the time of donation was evaluated through 
24-h urine for creatinine clearance. 46 recipients who had a biopsy proven rejection 
or graft failure during one year post-transplant were excluded.
Results: LKDs and recipients had similar racial distribution (Table 1.). LKD’s were 
slightly older than recipients and there were twice as female LKD’s donating to 
male recipients than male LKD’s to female recipients (37% vs. 19%). In univariate 
analysis, recipient GFR’s at 1 year were signifi cantly higher in recipients who were 
younger (Coeff: -0.35), have received kidney from younger donors (Coeff: -0.3), 
donors with higher GFR (Coeff: 0.3 p=0.0001) or higher creatinine clearance (Coeff: 
0.1p=0.0001) at donation. In multivariate analysis, recipients with LKD’s older than 
50 had higher odds ratio of developing renal dysfunction (OR: 3.3 p=0.0001). Also 
LKD’s older than 50 had a signifi cant lower mean GFR post donation than younger 
LKD’s (52 ± 10 vs. 62 ± 12 p=0.0001).
Parameter Mean ± SD or %
Recipient
Age at Tx 49 ± 14
Sex(F) 48%
Race(Black) 8%
GFR Post Tx(1Yr) 63 ± 18
% Renal Dysfunction(1Yr) 51%
Living Donor
Age at Tx 42 ± 12
Sex(F) 66%
Race(Black) 6%
Creatinine Clearance at Tx 132 ± 35
GFR Pre-Tx 97 ± 19
GFR Post-Tx (1mo) 60 ± 12
% Renal Dysfunction(1Yr) 42%

Conclusions: One year follow-up, donor creatinine clearance and donor age 
were major independent predictors of recipient renal function post-transplant. 
Consideration should be given to entering donor and recipient pairs where the 
donor is over the age of 50 into paired kidney donation so the recipient may receive 
a younger donor.

Abstract# A300 
Long-Term Compensation of Living-Donor Renal Function After 
Nephrectomy for Kidney Transplantation. A. Lee,1,2 D. Joo,1,2 J. Lee,1,2 
J. Lee,1,2 M. Kim,1,2 S. Kim,1,2 Y. Kim,1,2 K. Park,3 K. Huh.1,2 1Department 
of Surgery, Yonsei University College of Medicine, Seoul, Korea, Republic 
of; 2Research Institute for Transplantation, Yonsei University College 
of Medicine, Seoul, Korea, Republic of; 3Department of Surgery, CHA 
Bundang Medical Center, Seongnam, Korea, Republic of.
Background: We evaluated the compensatory ability of the donor’s remaining kidney 
after nephrectomy in living donor kidney transplantation by long-term follow-up.
Methods: Among 1289 living kidney donors from January 1999 to December 
2011, we analyzed post-nephrectomy renal function of 854 donors (66.3%). The 
renal function was expressed as estimated glomerular fi ltration rate (eGFR) was 
calculated by Modifi cation of Diet in Renal Disease (MDRD) formula. Relative 
renal function (%) after donation expressed as post-nephrectomy eGFR versus 
pre-nephrectomy eGFR.
Results: Mean follow up time after donation was 32.5 ± 33.1 months (1-164 months). 
Mean eGFR decreased to 61.6 ± 12.1 ml/min immediately after nephrectomy from 
95.0 ± 17.4 ml/min at pre-nephrectomy. Relative renal function increased in time 
interval (y=62.3+0.19t, p<0.001). However, the change of relative renal function 
was statistically signifi cant within 2 years (p= 0.0001 within 1 year, p=0.0034 within 
2 years). Age, BMI, gender, and pre-donation eGFR as donors’ clinical factors did 
not affect compensation rate of the residual renal function.
Conclusion: We demonstrated that compensation of the residual renal function 
occurred in living donors regardless of donors’ clinical factors, and within post 
nephrectomy 2 years.

Abstract# A301 
Unspecifi ed Donors’ Perspectives On Promoting Anonymous Living 
Kidney Donation. E. Massey,1 W. Zuidema,1 F. Dor,1 L. Timmerman,1 S. 
Ismail,1 C. Schrauwers,2 J. Vervelde,3 L. Hilbrands,4 W. Weimar.1 1Erasmus 
Medical Center, Rotterdam, Netherlands; 2Vrij Universiteit Medical 
Center, Amsterdam, Netherlands; 3Academic Medical Center, Amsterdam, 
Netherlands; 4Radboud UMC, Nijmegen, Netherlands.
Aim
Donation to a genetically and emotionally unrelated recipient now makes up 7% 
of living donation in the Netherlands and is one potential way to expand the living 
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donor pool. The aim of this project was to explore the ideas of experienced experts, 
unspecifi ed donors themselves, regarding promotion of unspecifi ed donation.
Method
All unspecifi ed donors in the Netherlands (N=140) were invited to participate in 
simultaneous focus groups. Fifty-fi ve participants were divided at random into 6 
groups. A transplant professional moderated each group in answering the following 
questions: should unspecifi ed living donation be promoted; what could the content 
of such a campaign be; who could play a role; who should the target group be; and 
who could fi nance such a campaign? In a subsequent plenary session, similarities 
and differences between the groups were discussed.
Results
Donors were unanimous that initiatives should aim at raising awareness rather 
than donor recruitment. Arguments for educational initiatives (e.g. reduction of the 
waiting list) outweighed the arguments against (e.g. commercialism). Education 
programmes were seen as necessary to remove taboos and misconceptions 
surrounding (unspecifi ed) living donation but should satisfy a number of conditions 
such as providing honest and ethically responsible information. Terms such as 
‘Samaritan’ and ‘altruist’ should be avoided. Given their personal experience, 
donors saw themselves as potential ambassadors to lead educational efforts. Ideas 
for funding ranged from patient societies and foundations to the post-code lottery. 
Potential target (sub)groups included philanthropic groups such as blood donors and 
relatives of deceased donors as well as professionals (e.g. general practitioners). Ideas 
for practical implementation ranged from incorporation of this theme into television 
programmes to adding the option of (receiving information on) living donation to 
the deceased donation registration form.
Conclusion
In this unique initiative, a large number of unspecifi ed living donors were brought 
together to discuss awareness raising of anonymous living donation. Donors’ 
perspectives and their potential role as ambassadors should be considered when 
developing educational initiatives to promote anonymous living donation.

Abstract# A302 
The Majority of Living Kidney Donor Candidates Fail to Complete a 
Full Donor Evaluation for Non-Medical Reasons. Z. Stewart. Surgery, 
University of Iowa Organ Transplant Center, Iowa City, IA.
Background: In the past decade, there has been a 15% decrease in living kidney 
donor (LKD) transplants. There is a paucity of data on acceptance rates for LKD 
candidates or the medical and non-medical factors contributing to donor dropout. 
The goal of the current study was to determine LKD acceptance rates and identify 
factors correlated with candidate dropout.
Methods: The study population consisted of 450 patients who completed our 
LKD candidate health questionnaire from January 1, 2010 to December 31, 2011. 
Transplant center policy for LKD candidates includes exclusion for BMI>35. 
Patients were divided into two groups: “Pre-Screening Ineligible” (N=304) and 
“Full Evaluation” (N=146) for the majority of the analyses.
Results: There were 450 LKD candidates with 304 (68%) ineligible before full 
donor evaluation. Most “pre-evaluation” dropouts were non-medical (N=225, 74%) 
with “recipient transplanted” (N=79) and “donor choice” (N=78) the most common 
reasons. Obesity (N=38, 48%) and hypertension (N=22, 28%) were the most common 
reasons for a medical pre-evaluation denial.

Of candidates completing a full donor evaluation, 36% were approved. Hypertension 
(N=23, 33%) and renal disease (N=21, 30%) were the most common medical reasons 
for denial of candidates undergoing a full donor evaluation. Approved candidates 
had a BMI=25.9, while medically denied candidates had a BMI=31.9 (p = 0.0003). 
Black candidates were less likely to complete a full donor evaluation than Caucasian 
candidates (p = 0.01).

Conclusions: Less than 15% of LKD candidates proceeded to donation at this 
Midwest transplant center with the majority ineligible for non-medical factors. 
Medically denied LKD candidates have a much higher BMI than approved donor 
candidates. It remains to be determined if LKD candidate obesity may offer a 
modifi able opportunity to increase the number of LKD transplants.

Abstract# A303 
A Pre-Screening Algorithm for Living Kidney Donor Candidates 
Signifi cantly Reduces Futile Clinical Evaluations. Z. Stewart. Surgery, 
University of Iowa Organ Transplant Center, Iowa City, IA.
Background: The evaluation for living kidney donors (LKD) is highly regulated, 
with mandated physician consultations and laboratory and radiological testing. 
Contraindications for LKD include body mass index (BMI) >35 or low glomerular 
fi ltration rate (GFR). The goal of the current study was to develop a pre-screening 
algorithm to identify LKD candidates who would not meet BMI or GFR criteria 
for donation.
Materials and methods: All LKD candidates complete a health questionnaire. In the 
fi rst year, a transplant physician reviewed the questionnaire before scheduling a full 
evaluation. LKD evaluations from this year were analyzed and the data used to create 
a pre-screening algorithm. After implementation of the new pre-screening algorithm 
for one year, the two clinical pathways were compared for their effectiveness at 
identifying LKD candidates with BMI >35 or a low GFR.
Results: In the fi rst year, there were 225 LKD candidates and 90 underwent a full 
evaluation with 33 (36.7%) approved. Of the 57 denied candidates, 7 (12.3%) had 
a BMI >35 and 9 (15.8%) had a low GFR. In the second year, there were 225 LKD 
candidates and 56 underwent full evaluation with 19 (33.9%) approved. Only 1 
(2.7%) candidate was denied for BMI >35 and 2 (5.4%) for low GFR.
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Conclusions: Implementation of a pre-screening algorithm for LKD candidates 
reduced futile clinical evaluations by identifying candidates with BMI >35 or low 
GFR. This did not result in signifi cantly lower LKD approval rate and achieved a 
signifi cant cost savings.

Abstract# A304 
Pre-Donation Direct and Indirect Costs for Adults Who Donated 
a Kidney. J. Rodrigue, J. Schold, P. Morrissey, J. Whiting, J. Vella, L. 
Kayler, D. Katz, J. Jones, B. Kaplan, A. Fleishman, L. Finnigan, M. 
Pavlakis, D. Mandelbrot. Kidney Donor Outcomes Cohort (KDOC) Study 
Group, Boston, MA.
Background: Limited information exists on the pre-donation costs incurred by 
eventual living kidney donors (LKDs).
Methods: The Kidney Donor Outcomes Cohort (KDOC) is an NIH-funded 
prospective study evaluating surgical, medical, functional, psychosocial, and cost 
outcomes in 194 LKDs at six U.S. transplant centers. As part of the protocol, LKDs 
provided estimates of direct and indirect costs associated with completion of the 
donor evaluation. Total direct costs included out-of-pocket cash or credit card 
payments for 15 non-reimbursed expense types. Total indirect costs included lost 
income for the LKD and any family member/friend (i.e., supports) who helped to 
facilitate the LKD’s completion of the evaluation.
Results: KDOC characteristics are as follows: 42.7 (±11.8) yrs, 63% female, 76% 
white, 51% college graduates, 50% married, 80% employed, 89% had health 
insurance, and 56% were biologically related to the recipient. Most LKDs (n=159, 
82%) reported direct costs for the pre-donation evaluation (sum: $91,578, mean: 
$583, median: $200, range: $5 to $7,860). Most direct costs were for ground 
transportation (59%), parking (31%), lodging (17%), physician visits required by 
the transplant center but performed elsewhere (16%), and airfares (11%). Regarding 
indirect costs, 64 LKDs (33%) and 25 LKD supports (13%) reported lost income due 
to work hours missed for the pre-donation evaluation (sum: $49,489, mean: $773, 
median: $500, range: $30 to $5,270). Other forms of indirect cost for LKDs and 
supports included use of paid vacation time (23% and 11%, respectively), unpaid 
vacation time (16% and 9%, respectively), paid sick/medical leave (16% and 5%, 
respectively), and unpaid sick/medical leave (12% and 3%, respectively) for the pre-
donation evaluation. Few donors received fi nancial support from the recipient (6%, 
median=$900), the recipient’s family (3%, median=$300), non-profi t organization 
(3%, median=$1750), national fi nancial assistance program (7%, median=$2500), 
or transplant center (3%, median=$25). Higher direct costs were associated with 
greater distance to transplant center (r=0.54, P<0.001), but costs were not associated 
with other demographic characteristics.
Conclusion: Moderate pre-donation costs are not uncommon for adults who complete 
a donor evaluation. Potential LKDs should be advised of these possible costs, and 
the transplant community should examine strategies for minimizing them.

Abstract# A305 
Optimization of Donor Kidney Selection For Live Donation. S. 
Janki,1 H. Kimenai,1 R. Dwarkasing,2 M. Betjes,3 F. Dor,1 J. Ijzermans.1 
1Department of Surgery, Erasmus MC, University Medical Center, 
Rotterdam, Netherlands; 2Department of Radiology, Erasmus MC, 
University Medical Center, Rotterdam, Netherlands; 3Department of 
Nephrology, Erasmus MC, University Medical Center, Rotterdam, 
Netherlands.
Live kidney donation is possible because of the capacity of the remnant kidney 
to physiologically compensate for renal function. Priority in kidney selection for 
donation is based on the premise that the donor should be left with the best kidney 
to optimize remnant renal function of the donor. To date, this decision is mainly 
made on the maximal length of the kidneys on CT scanning. However, the angle 
of scanning may bias this measurement and will not be representative for the real 
size. It has been suggested that additional ultrasonography (US) may improve proper 
selection. We investigated whether US including 3D imaging and kidney volume 
measurement adds information to optimize kidney selection for living donation.
Live kidney donors who preoperatively underwent a CT-scan to assess both kidneys 
and vascular anatomy according to a standardized protocol, were included in this 
study. After multidisciplinary donor selection and approval, an additional US 
examination was made. Measurement of the length of both kidneys was performed 
by trained ultrasonographers; all US examinations were reviewed by an independent 
radiologist. Measurements were compared with the kidney length from the CT-scan 
reports, by two independent radiologists. A mean difference of ≤ 5 mm between 
measurements was accepted as normal.
Preliminary results from 50 kidneys measured in 37 donors revealed that kidney 
length between ultrasonographist 1 (US-1) and 2 (US-2) showed a mean difference 
(MD) of 4.9 ± 0.6 (s.e.) mm. The MD in kidney length between US-1 and 2 
versus CT scan were 6.9 ± 0.9 mm and 5.6 ± 0.9 mm, respectively. Kidney length 
measurements of US-1 and 2 were larger in 28.0% and 23.5% than the CT scan 
measurements. US-1 and 2 measured the length of three kidneys of 2 live kidney 
donors  ≥ 13 mm longer compared to the CT scan measurements: 13.3 versus 19.3 
mm, 22.5 versus 18.3 mm, and 16.9 and 13.6 mm, respectively. In all three cases 
the smaller kidney was procured.

Early results show that CT scan measurements are not accurate in all donors to 
determine the real cranio-caudal kidney length. The continuation of this study will 
demonstrate whether biased selection of living donor kidneys by CT-scanning alone 
is of clinical relevance; an additional US may improve outcome.

Abstract# A306 
Live Kidney Donor Work Up – What Lies Beneath The Tip of The 
Iceberg. V. Thanaraj, A. Theakstone, K. Stopper, L. Evans, A. Ferarro, 
M. Devonald, A. Williams, S. Bhattacharjya. Transplant Unit, Nottingham 
University Hospitals NHS Trust, Nottingham, United Kingdom.
Background: Living donation is one of the ways to bridge the gap between 
numbers of donors and recipients on the waiting list for kidney transplantation. 
Recent legislation allows for altruistic live kidney donation that may be directed 
or non-directed. The potential living donor requires extensive investigative work 
up to ensure fi tness to donate safely. This assessment adds complexity, time and 
cost to the overall costs of transplantation. The current study is an assessment of 
workload implications of live kidney donor assessment at a single centre in the UK.
Methods: Data collected prospectively over a 1 year (2012 – 2013) period was 
reviewed. The end-points were proceeding to donation or not and if not then why 
not. All the donors were assessed as per an established protocol.
Results: Of a total of 141 potential donors investigated, only 18 went on to donate 
their kidney yielding a ratio of approximately 1 donor for every 6 screened (after 
excluding donors still on the work up pathway).
In 43 cases (31%), live donor work ceased after preliminary telephone interview as 
the donor was clearly medically unfi t or had a BMI >40.
Donor factors that precluded kidney donation included medical co-morbidity 
including hypertension, perceived cardiac risk and history of malignancy or 
urological problems (25%), Donor withdrew during assessment process (22%), Low 
donor isotopic GFR (11%) and Anatomical reasons in the donor (1%).
Recipient factors that precluded kidney donation included Donation suspended due 
to recipient medical problems (3%), Donor not needed – recipient transplanted with 
cadaveric donor (2%), Donation suspended - recipient stable renal function (4%) and 
Recipient subsequently declined to accept the live donation (4%).
32 potential donors (23%) were being worked up at the conclusion of the study.
Conclusion: A signifi cant proportion (31%) of unnecessary clinic assessments are 
avoided by nurse led telephone screening.
Despite this donor medical issues are the commonest reason for non-progression 
to donation
A signifi cant number of donations fail to proceed because of recipient factors 
and addressing these can potentially reduce the cost of unnecessary or too early 
assessments that then need repeating.

Abstract# A307 
Post Living Kidney Donor Follow Up: An Algorithm for Process 
Improvement. D. Moore, E. Rumbaugh, E. Zavala, V. Johnson, D. 
Blayney, C. Yellman, D. Moore. Vanderbilt Transplant Center, Vanderbilt 
University Medical Center, Nashville, TN.
In January 2013, OPTN/UNOS mandated intensifi ed follow up requirements 
including lab and clinical information for living donors at 6 months, 1 and 2 years 
post donation. In order to maintain compliance and safety of living donors, transplant 
centers must develop a process to ensure timely and appropriate donor follow-up. 
The aim of this study was to characterize our center’s algorithm and implementation 
of a program to improve donor follow up.
This is an observational study in which data were retrospectively collected pre and 
post implementation of the algorithm. The algorithm consisted of: 1. Increasing 
modalities and frequency of donor contacts (calls, letters, emails) 2. Emphasizing 
in center follow up (increasing clinic slots), 3. Addition of a coordinator and data 
manager dedicated to donor follow up, 4. Initiation of a nurse practitioner clinic 
dedicated to donor follow up, 5. Increasing pre and post donation education.
The algorithm was implemented in 2008. The average donor follow up was 350 
days post implementation compared to 100 days pre implementation (Figure 1). 
Completed donor follow up occurred in 96% of donors post implementation as 
opposed to 40% pre implementation (Figure 2). Donors lost to follow up was only 
4% post implementation.

© The Authors. Compilation © The American Society of Transplant Surgeons, The Transplantation Society and the American Society of Transplantation



488

Since the institution of the algorithm, our center has seen a dramatic increase in 
completed donor follow ups at all time points and a reduction in donors lost to follow 
up. This is essential to maintain compliance with OPTN/UNOS and to ensure the 
safety of live donors.

Abstract# A308 
Home-Based Group Education On Renal Replacement Therapy For 
Patients With End-Stage Renal Disease: A Multi-Center Randomized 
Controlled Trial. E. Massey,1 P. Smak Gregoor,2 R. Nette,3 M. van den 
Dorpel,4 A. van Kooij,4 M. Betjes,1 R. Zietse,1 W. Zuidema,1 R. Timman,1 J. 
Busschbach,1 W. Weimar.1 1Erasmus MC, Rotterdam, Netherlands; 2Albert 
Schweitzer Hospital, Dordrecht, Netherlands; 3Sint Franciscus Gasthuis, 
Rotterdam, Netherlands; 4Maasstadziekenhuis, Rotterdam, Netherlands.
Aim: In this study we investigated the effectiveness of a home-based group 
education programme about renal replacement therapy (RRT) in patients with 
end-stage renal failure.
Methods: In a randomised controlled trial in 4 hospitals, 40 patients received the 
intervention and 40 patients received standard care. We additionally recruited 310 
members of the patients’ social network (attendees). The intervention consisted of 
group education about RRT held in the patient’s home, moderated by medical social 
workers specialized in nephrology and transplantation. Both patients and attendees 
completed self-report measures prior to and after the intervention. Concepts measured 
were knowledge, communication, self-effi cacy, anticipated affect, subjective and 
moral norm, and attitude toward communication and RRT options. Mixed modelling 
was used to analyse patient data (effect sizes are reported using Cohen’s d) and 
paired t-tests for attendee data.
Results:In the intervention group signifi cant increases were observed in knowledge 
(d=1.1; p<.001), communication (d=0.2; p=.13), attitude toward haemodialysis 
(d=0.5; p=.01), and subjective and moral norm (d=0.5; p=.02). In the control 
group there were no signifi cant changes observed in these outcomes respectively 
(d=0.2; p=.13; d=0.0; p=.99; d=-.03; p=.85; d=-0.3; p=.14). For anticipated affect 
there was no change in the intervention group (d=-0.1; p=.65) while the controls 
showed a signifi cant decrease (d=0.6; p=.003). There were also signifi cant increases 
among attendees in knowledge (p<.001) and communication (p<.001). There 
was no signifi cant impact of the intervention on self-effi cacy and attitude toward 
communication, living donation, peritoneal dialysis and deceased donor transplant.
Conclusion: Early, out-reaching, group education supports informed decision-
making regarding primary treatment for end-stage renal disease. If patients and 
members of their social network are better informed in this early phase they may 
be more likely to pursue pre-emptive kidney transplantation as fi rst form of RRT.

Abstract# A309 
Actual and Perceived Knowledge of Kidney Transplantation and 
the Pursuit of a Live Donor. N. Gupta,1 M. Salter,1 J. Garonzik-Wang,1 
P. Reese,2 N. Dagher,1 N. Desai,1 D. Segev.1 1Johns Hopkins University, 
Baltimore, MD; 2University of Pennsylvania, Philadelphia, PA.
Background: Live donor kidney transplantation (LDKT) remains underutilized, 
partly due to the challenges many patients face in asking someone to donate. Actual 
and perceived kidney transplantation (KT) knowledge are potentially modifi able 
factors that may infl uence this process. While many patients lack knowledge about 
LDKT, the relationship between this lack of knowledge and the pursuit of LDKT 
remains unclear. Furthermore, while perceived knowledge and its impact on health 
behaviors has been explored in other areas, an understanding of the impact of 
perceived knowledge on behaviors related to KT is lacking. Therefore, we sought 
to explore the relationships between these constructs and the pursuit of LDKT.
Methods: We conducted a cross-sectional survey of transplant candidates at our 
center to assess actual KT knowledge (5 point assessment) and perceived KT 
knowledge (5 point Likert scale, collapsed empirically to 4 points); we also asked 
candidates if they had previously asked someone to donate. Associations between 
participant characteristics and having asked someone to donate were quantifi ed 
using modifi ed Poisson regression. We conducted a conditional forest analysis 
to determine the relative importance of actual versus perceived knowledge in 
predicting our outcome.
Results: Of 307 participants, 45.4% were female, 56.4% were non-white race, and 
44.6% had previously asked someone to donate. In an adjusted model that included 
sex, race, education level, time on dialysis, time on the waitlist, whether or not a 
patient was registered as an organ donor, whether or not a patient knew someone 
who had donated an organ, as well as actual and perceived knowledge, each unit 
increase in perceived knowledge was associated with a 1.21-fold (95% CI: 1.03-1.43, 
p=0.02) higher likelihood of having asked someone to donate; however, there was 
no statistically signifi cant association with actual knowledge (p=0.1). A conditional 
forest analysis confi rmed the importance of perceived but not actual knowledge in 
predicting the outcome.
Conclusions: Our results suggest that perceived KT knowledge is more important 
to a patient’s pursuit of LDKT than actual knowledge. Educational interventions that 
seek to increase patient KT knowledge should also focus on increasing confi dence 
about this knowledge.

Abstract# A310 
Potential Living Kidney Donors’ Concerns About Donation. L. 
Dageforde, D. LaNeve, I. Feurer, D. Moore, D. Moore. Vanderbilt Univ 
Med Center, Nashville, TN.
Background: As many as 80% of persons who contact the transplant center to be a 
live kidney donor fail to donate. Exploring concerns about donation remains critical 
to developing methods to overcome barriers to live kidney donation. Our aim was 
to identify concerns about donation of individuals who contact the transplant center 
and are medically suitable but fail to donate.
Methods: A survey of concerns about the donation process was distributed to 
individuals who contacted the center to be a live kidney donor between Jan 2011 
and Dec 2012. Participants could elect not to respond to any questions and could 
report more than one concern. Descriptive statistics identifi ed potential donor 
characteristics and concerns.
Results: The survey was sent to 1431 potential donors with a response rate of 
25%. Respondents with incomplete data, those who actually donated, or medically 
ineligible were excluded from the analysis of concerns. Final cohort included 108 
participants (41±11 yrs, 71% female, 90% white, 15% high school degree or less, 
14% with <$20K annual household income). 45% were family, 31% friend, and 24% 
acquaintance or an altruistic donor. Potential donor concerns are displayed in Table 1.
Donor Concern % of donors Donor Concern % of donors
My family would experience some 
hardship because of my donation 
surgery/recovery

15.7%
Unable to take time off 
from work for the eval and 
surgery

2.8%

Being a donor would have too many 
costly expenses 12% I would no longer be able to 

do activities that I enjoy 1.9%
I might have health problems later in 
life because of the donation 11.1% Surgery would affect my 

ability to have children 1.9%
It would take too long to return to 
work or normal activities 9.3% I was being pressured by the 

recipient to donate 0.9%
The recipient might waste the kidney 
that I donate (not living healthy or 
taking meds)

7.4% I was being pressured by the 
recipient’s family member 0.9%

The surgery and recovery would 
be painful 5.6% I was being pressured by the 

transplant center staff 0.9%
I would have problems getting/
keeping health, life, or disability 
insurance in the future

5.6% My religion did not allow 
live kidney donation 0%

Someone in my life did not want me 
to donate 4.6% No childcare 0%

Discussion: Financial and future health were the most prevalent concerns identifi ed 
by potential donors. Understanding characteristics and concerns of potential donors is 
an important fi rst step in the development of educational materials and interventions 
to remove barriers to live kidney donation.
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Abstract# A311 
Assessing Pressure and Coercion to Donate Among Candidates for 
Living Kidney Donation. E. King, J. Kahn, L. Erby, D. Segev. Johns 
Hopkins University, Baltimore, MD.
Background. Live donor kidney transplant is associated with increased graft survival 
and recipient longevity as compared to deceased donor transplant. Many centers 
have created programs to help transplant candidates identify live donors; in our 
center, the Live Donor Champion (LDC) program serves this purpose. However, 
the search for a live donor, particularly through a program created to empower the 
transplant candidate, might increase the risk of pressure on individuals to donate. 
The purpose of this study was to evaluate pressure experienced by live donor 
candidates prior to donation.
Methods. We tailored existing instruments in other fi elds to create a novel pressure 
assessment for potential kidney donors. The assessment has been conducted on 
every person that has called for live donor evaluation since November 25, 2013. 
The assessment is composed of six questions. The fi rst fi ve questions aim to 
ascertain pressure and are answered on a Likert scale from 1 to 5. A pressure score 
is calculated by averaging the answer to each question, and ranges from 1 (least 
pressure) to 5 (most pressure). The sixth question qualitatively assesses the potential 
donor’s motivation for donation. We also identify if the intended recipient has been 
involved in our LDC program.
Results. A total of 57 potential live donors have completed the pressure assessment. 
The average pressure score was 1.2 (s=0.4), and ranged from 1 to 2.6 (on a scale 
of 1-5).

There was no difference in pressure score between those identifi ed and those not 
identifi ed through the LDC program. Regarding their decision to donate, 84.2% of 
donors reported “I want to help my recipient” and 10.5% reported, “I want to give 
meaning to my life” as the most important reason for donating. However, 3.5% 
reported, “My family or friends expected me to donate”.
Conclusions. Most candidates for living kidney donation feel little pressure from 
others when making the decision to donate, but some report higher than minimal 
pressure. Identifying individuals that present for donor evaluation while under 
pressure from others will give us the opportunity to help them navigate the complex 
decision to donate.

Abstract# A312 
Psychological Implications of Poor Communication Between 
Living Donors and Recipients. H. Maple,1 J. Chilcot,2 N. Mamode.1 
1Transplantation, Guy’s and St Thomas’ NHS Foundation Trust, London, 
United Kingdom; 2Institute of Psychiatry, King’s College London, London, 
United Kingdom.
Introduction: Living donors are not always able to discuss concerns and 
doubts about going through with donation and the psychological impact of poor 
communication in this context is poorly understood. The aim of this study was to 
investigate how many donors felt uncomfortable discussing their concerns related 
to donation and whether any psychological effects were evident.
Methods: A sample of living kidney donors were asked to complete a questionnaire 
prior to surgery. They were asked how easy it would be to discuss their concerns or 
doubts related to donation with their recipient, family, friends and members of the 
living donor team. In addition, they were asked to complete validated psychological 
assessment tools measuring distress, mood, stress, anxiety, personal wellbeing and 
social support.
Results: 93 donors participated. In the event of concerns or doubts about proceeding 
with donation, 33 (35.5%) would have found it diffi cult to discuss it with their 
recipient, 30.5% with friends and family and 16% with the living donor team. 
Differences were not attributable to age, ethnicity or religious beliefs. Men found it 
more diffi cult to discuss problems with their friends than women (20 men 37.0% vs. 
8 women (18.2%) (p=0.046)). Those donors who would fi nd communication with 

their recipient diffi cult had lower perceived social support (65.9 vs. 71.1; p=0.005) 
and scored worse on the following psychological measures - personal wellbeing (30.1 
vs. 27.6; p=0.038), distress (12.3 vs. 9.7; p=0.013), mood (0.94 vs. 0.35; p=0.006) 
and anxiety (12.4 vs. 10.3; p=0.02).
Discussion: A signifi cant proportion of living donors would fi nd communication 
of doubts and concerns about donation diffi cult, with over a third unable to discuss 
these issues with their recipient. Donors who fi nd communication diffi cult perceive 
lower social support and are psychologically disadvantaged prior to surgery. It is 
paramount that living donor teams actively enquire about communication within 
both donor-recipient pairs and within the donor’s social network and that concerns, 
doubts and feelings of entrapment are explored prior to surgery.
DISCLOSURES: Mamode, N.: Grant/Research Support, Astellas International, 
Alexion.

Abstract# A313 
How Do Kidney Transplant Candidates Engage Living Donors? D. 
LaNeve, L. Dageforde, I. Feurer, D. Moore, D. Moore. Vanderbilt Univ. 
Medical Center, Nashville, TN.
Background: Ability to discuss live kidney donation and communicate the need for 
an organ have been identifi ed by transplant candidates as the most prevalent barrier 
to live kidney donation. Identifying effective methods for transplant candidates to 
identify a donor is increasingly important in order to better educate other recipients. 
Our aim is to characterize potential donors (PD) and better understand how they are 
made aware of the recipients’ need for an organ.
Methods: A survey querying demographic data and questions about the donation 
process was distributed via email to PD who contacted the transplant center between 
Jan 2011 and Dec 2012. Univariate comparisons and descriptive statistics identifi ed 
PD characteristics associated with methods of how they were notifi ed of the need 
for a donor.
Results: The cohort included 351 persons (response rate=25%, 44±12 yrs, 69% 
female, 89% Cauc, 13% high school degree or less, 10% with <20K annual household 
income). The majority (79%) of PD identifi ed discussion (either with the recipient, 
family member or friend), as the communication method. 10% were made aware 
via Facebook/social media, and 11% through work, social or community sources 
(church bulletins, postings at work). The method of how PD were made aware of 
the recipients’ need differed based on the relationship of the PD with the recipient 
(p <0.001) (Fig 1)
There was no difference in how PD became aware of the need for a donor based 
on age, race, gender, annual household income, or education (all p > 0.27). While 
87% of the 55 study participants who underwent donor nephrectomy were notifi ed 
via discussion and only 7% via social media, this did not differ signifi cantly from 
the proportions that did not proceed to donation (p=0.27).

Discussion:
Discussion with the potential recipient or a member of their social network remains 
the most prevalent method of identifying a living donor. Education and interventions 
are needed to overcome recipient and social support network communication 
barriers regarding live donation. Recipient education is also needed regarding 
alternate strategies (social media, community sources) to engage PD outside of 
their immediate social network.

Abstract# A314 
The Long Term Follow Up of Aging Kidney Donors. C. Lenihan, S. 
Busque, B. Myers, J. Tan. Stanford University, Stanford.
Examination of the long term effects of living kidney donation is limited by the lack 
of granular data. The goal of this study was to determine the long term effects of 
nephrectomy in a cohort of aging kidney donors. Twenty-six donors underwent serial 
clinical, physiological and radiological measurements at a median 12 and 86 months 
following nephrectomy. Blood pressure was measured using Dynamap and plasma 
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oncotic pressure was measured by membrane osmometry. Glomerular fi ltration 
rate (GFR) and renal plasma fl ow (RPF) were quantifi ed by urinary clearances of 
iothalamate and para-aminohippuric acid, respectively. Renal cortical volumes were 
estimated using either CT or MR imaging. Table 1 shows demographic and clinical 
data at early and late study time points.
Table 1

Early Post Donation Late Post Donation
Number of Subjects 26 26
Age (years) 57.1±5.8 64.5±7
Female 54% 54%
Time since donation (months) 12 (8-19) 86 (64-110)
MAP (mmHg) 92±12 92±10
Hypertensive Meds (%) 12% 46%
Albuminuria (%) 4% 8%
GFR (mls/min/1.73m2) 64±14 66±12
RPF (mls/min/1.73m2) 315±66 322±59
Renocortical Volume (cm3)
*N=17

126±26 136±33

Glomerular Capillary Oncotic 
Pressure (mmHg)

30.5±1.7 26.9±1.6

Notably, almost half of subjects were using anti-hypertensive medication at the late 
study time point. GFR remained stable during the study period with mean change 
of +0.2±1.3 mls/min/1.73m2/year.

RPF was similarly steady over the study period; mean +1.6±10 mls/min/1.73m2/year. 
Our data reveals the increasing prevalence of hypertension in an aging kidney donor 
cohort. The stability of GFR on long term follow-up is reassuring.

Abstract# A315 
Six Week Visit With Multidisciplinary Team Improves Long Term 
Adherence to Live Kidney Donor Follow-Up. D. LaPointe Rudow, A. 
Weinberg, C. Sahn, M. Davis, L. Kim-Schluger, B. Haydel, J. Rocca. Icahn 
School of Medicine, Mount Sinai Hospital, New York, NY.
Purpose: The OPTN requires transplant programs to be 80 % compliant with live 
kidney donor ( KD) clinical follow-up (FU) and 70 % compliant with complete 
clinical and laboratory data ( CFU) up to 2 years post donation starting December 
2014. Designated staff to comply with mandated FU is needed. Despite this some 
KDs still do not comply; the purpose of the study is to identify factors associated 
with successful CFU.
Methods: In April 2010, we developed a Center for Live Donation with designated 
clinical staff and a multidisciplinary post donation approach to KD care including 
a 6 week visit with the Nurse Practitioner (NP) focusing on role of long term health 
maintenance. Retrospective chart review was performed on KD who donated 
from June 2010 to July 2012. Data on demographics, psychosocial characteristics, 
donor outcomes, and center interventions was collected to determine predictors of 
successful follow up specifi cally CFU compliance. This was defi ned as achieving 
all clinical and laboratory data at 6 months (m), 1 year (yr) and 2 yr after KD.
Results: 114 KD were included in the analysis. FU at 6 m, 1 yr, and 2 yr is 97%, 
92% and 86% respectively, however CFU in the entire period is 67% with 77%, 
81% and 48% at 6 m, 1yr and 2 yrs. Using logistic regression, it was found that KDs 
who missed the 6 week visit with the NP were signifi cantly less likely to achieve 
CFU at 6m ( p=.005; OR:10.74 [95% CL: 2.03, 56.7]) and 1yr. (p= .0098; OR: 4.45 
[95%CL :1.4,13.8]). Participation of a dietitian in post KD care improved CDF at 2 
yrs. (p= .0089 OR: 5.62 [95% CL1.54, 20.5]). Donor age, sex, ethnicity, education, 
marital status, employment status, length of evaluation, distance from the program, 
language spoken, complications, and increase donor risk profi le, did not predict 
compliance with follow-up. Additionally, the number of calls to the KD to arrange 
FU did not result in improved success.
Conclusions: Results support multidisciplinary team interventions to improve KD 
follow-up. Limits of a small sample may have missed additional factors affecting 
CFU. KD follow-up is a challenge especially at current regulatory benchmarks; 
however a Center designated to the care of KD with a multidisciplinary approach 
and early intervention after surgical issues are resolved can improve CFU and 
potentially improve long term adherence to surveillance.

Abstract# A316 
Quality of Life and Health Status Are Similar Between All Types of 
Canadian Living Kidney Donors. O. Johnston,1 L. Barnieh,2 J. Gill,1 
R. Richardson.3 1University of British Columbia, Vancouver, Canada; 
2University of Calgary, Calgary, Canada; 3University of Toronto, Toronto, 
Canada.
The impact of non-directed (ND) and paired (P) living kidney donations (LKD) on 
quality of life (QOL) and health status (HS) remain unclear. We hypothesized no 
difference in QOL and HS between LKD post-nephrectomy.
Adult living kidney donors from 3 Canadian transplant centres completed validated 
QOL (WHOQOL-BREF) and HS (Short Form-36 Health Survey) questionnaires 
at time of (baseline) and 6 months post-nephrectomy (follow up). QOL and HS 
summary scores were stratifi ed by domain and donor type (direct (DD) vs. ND/P). 
Scores between different donor types and between all donors and norms were 
compared using a t-test.
Among 110 donors (n=81 DD; n=7 ND; n=22 P), QOL and HS scores were similar 
between DD and ND/P at baseline and follow up.
Table 1. Health 
Status scores 
by domain and 
donor type
Donor type Physical 

functioning

Role 
limitations 
physical

Role 
limitations 
emotional

Energy/ 
fatigue

Emotional 
well-being

Social 
func-
tioning

Pain and 
General 
health 

BASELINE

Direct
Mean (95% CI)

n=81
95.5 (93.4-
97.6)

n=81
94.8 (90.6-
98.9)

n=81
90.9 (85.4-
96.5)

n=81
71.5 
(68.0-
75.0)

n=81
85.2 (82.8-
87.6)

n=81
92.3 
(88.9-
95.6)

n=81 and 
n=81
88.9 and 
85.1 (85.6-
92.2 and 
82.5-87.8)

Non-directed/
paired
Mean (95% CI)

n=29
91.7 (86.3-
97.1)

n=29
95.4 (88.0-
102.8)

n=29
94.8 (88.7-
101.0)

n=29
75.0 
(68.9-
81.1)

n=29
87.6 (83.9-
91.3)

n=29
96.1 
(92.1-
100.2)

n=29 and 
n=29
91.1 and 
89.3 (85.4-
96.8 and 
85.7-92.9)

p 0.11 0.87 0.44 0.31 0.29 0.21 0.50 and 
0.09

FOLLOW-UP

Direct
Mean (95% CI)

n=74
91.5 (88.5-
94.5)

n=74
84.6 (77.5-
91.7)

n=74
88.1 (81.6-
94.6)

n=74
66.2 
(61.1-
71.3)

n=74
80.9 (77.2-
84.5)

n=74
88.3 
(83.7-
93.0)

n=74 and 
n=74
85.0 and 
82.0 (80.8-
89.3 and 
78.3-85.7)

Non-directed/
paired
Mean (95% CI)

n=27
92.2 (86.3-
98.2)

n=27
88.9 (78.1-
99.6)

n=27
96.3 (88.7-
103.9)

n=27
68.0 
(59.7-
76.2)

n=27
82.2 (74.3-
90.1)

n=27
91.3 
(83.7-
99.0)

n=27 and 
n=27
86.6 and 
87.4 (76.7-
96.6 and 
81.1-93.7)

p 0.81 0.52 0.16 0.72 0.72 0.51 0.73 and 
0.14

Compared to Canadian norms, living kidney donors reported superior HS in all 
domains at baseline (p<0.01) and in 5 domains at follow up (p<0.05). Living donor 
HS scores were similar to Canadian norms for physical role limitation, energy/
fatigue and social functioning at follow up (p>0.1).
QOL and HS are similar between DD and ND/P and HS is superior for living donors 
in almost all domains compared to Canadian norms. These fi ndings support the 
expansion of the practice of ND and P donation in Canada.

Abstract# A317 
Quality of Life in Kidney Donors and Time of Recipient Graft Loss. 
H. Ibrahim,1 D. Berglund,2 K. Gillingham,2 G. Sieger,3 T. Nevins,4 A. 
Matas.2 1Medicine, University of Minnesota, Minneapolis, MN; 2Surgery, 
University of Minnesota, Minneapolis, MN; 3Transplant Information 
Services, University of Minnesota Medical Center- Fairview, Minneapolis, 
MN; 4Pediatrics, University of Minnesota, Minneapolis, MN.
Background: Kidney recipient graft loss or death has been reported to be a predictor 
of inferior quality of life (QOL) in their donors. Whether earlier graft loss is more 
closely linked with reduced QOL is not known. We hypothesized that early versus 
late graft loss would be associated with decreased QOL in donors.
Methods: Donors were asked to rate their health as “excellent”, “very good”, “good”, 
“fair” or “poor” greater than one year post-donation. Of the donors who answered 
this survey and whose recipient’s graft failed at time of analysis (n=1093), logistic 
regression was used to evaluate time to recipient graft loss (<3 years, 3-10 years, 
and >10 years) as a risk factor for inferior donor health defi ned as “good”, “fair”, or 
“poor”. The model was adjusted for BMI at donation and complications <3 months.
Results: The mean time to follow-up was 17.4 ± 11.2 years and an average age of 
58.2 ± 12.6 years. Donors with recipient graft loss >10 years from transplant were 
more likely to be related to their recipient than those whose graft failed between 
3-10 years. There was no difference in race or gender (Table 1).
Donors whose recipient experienced early graft loss, <3 years, were at no greater 
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risk for reporting long-term inferior general health (OR 1.12, p=0.53). This remained 
true for those whose recipient’s graft failed between 3-10 years (OR 1.20, p=0.25) 
(Table 2).
Table 1 – Donor Characteristics

Variable Graft loss <3 years
n=192

Graft loss 3-10 years
n=283

Graft loss >10 years
n=618

White 97.9% 97.5% 97.7%
Non- Hispanic 97.9% 98.9% 98.6%
Female 67.2% 64.3% 62.0%
Living Related Donor 82.8% 77.7%* 85.6%*

*Signifi cant difference (p<0.01)
Table 2 - Logistic Regression: Risk for Inferior General Health

Variable Inferior general health (“good”, “fair”, or “poor”)
HR (95% CI) (P-value)

Recipient graft loss <3 yrs 1.12 (0.79, 1.60) (0.53)
Recipient graft loss 3-10 yrs 1.20 (0.88, 1.64) (0.25)
Age at survey 1.04 (1.03, 1.05) (<0.01)

Conclusion: Early graft loss did not confer greater risk for inferior reported long-
term general health in the live donor.

Abstract# A318 
Bone and Mineral Metabolism and Fibroblast Growth Factor 23 
Levels After Kidney Donation. G. Ferreira,1 G. Guerra,2 E. Schiavenato,2 
F. Agena,1 R. Moyses,1 E. David-Neto,1 M. Wolf.2 1Renal Transplant 
Service, Hospital das Clinicas, University of Sao Paulo School of 
Medicine, Sao Paulo, Brazil; 2Division of Nephrology, Department of 
Medicine, University of Miami, Miami.
Introduction: Prospective studies to better understand the effects of a mild reduction 
in kidney function on bone metabolism in otherwise healthy individuals is warranted. 
Materials and Methods: We measured renal function and mineral metabolites 
longitudinally for 1 year (days (D) 1, 2, 14, 180, & 365 post-operatively) in 74 
healthy individuals who underwent kidney live donation. Changes were assessed 
by repeated measures ANOVA. Results: eGFR (MDRD)decreased to 59% of it’s 
baseline on D2 (109±21 to 65±15, p<0.01) and started to increase at D3 (71±14, 
p<0.01), to its maximum at D180 (74±16, p<0.01), wile FGF23 increased from 60.61 
(25th-75th percentile 19-81 RU/mL) at baseline to 110.99±144.56 (p<0.01) on D1 
and remained higher through the study (D365: 65.87-25th-75th percentile 28-89 RU/
mL). PTH rose maximally on D1 (64.9 ± 30.3RU/mL) and remained higher than 
baseline throughout the study (D365:52.4 ± 22.1RU/mL). Total serum Calcium 
levels decreased from 9,2 mg/dL to a nadir of 7.9 mg/dL on D1 (p<0.01). Serum 
Phosphate levels reached their nadir on D2 (2.7 mg/dL; p<0.01). At D14 total calcium 
and phosphate levels had returned to baseline, but phosphate levels returned down 
on POD4 (3.47 mg/dL;p<0.05) and D5 (3,33 mg/dL; p<0.01). Urinary fractional 
excretion of Pi increased from base line (11.4±5.1%) up to 16.1±10.7% until D360. 
Conclusions: Mild to moderate reduction in eGFR induces physiological increases 
in FGF23 and PTH, and decreases in serum Ca and Pi. The changes in Pi, PTH and 
FGF23 remains modestly yet signifi cantly different from baseline throughout the 
fi rst year after nephrectomy. The clinical consequences of elevated FGF23 following 
kidney donation require further studies

Abstract# A319 
A Survey of Clinical Outcomes in a Multi-Ethnic South-East Asian 
Living Kidney Donor Population. R. Tan,1 N. Md Rafi ,1 P. Tee,1 A. Tin,2 
S. Ong,2 H. Oh,2 W. Chow,2 T. Kee.1 1Department of Renal Medicine, 
Singapore General Hospital, Singapore, Singapore; 2SingHealth Centre 
for Health Services Research, Singapore Health Pte Ltd, Singapore, 
Singapore.
Introduction: 
Living kidney donor (LKD) transplantation accounts for over 40% of all kidney 
transplants performed at restructured hospitals in Singapore. However, there is no 
local outcome data available to facilitate counselling and assessment of potential 
donors. Thence, we undertook a study to describe clinical outcomes of LKDs from 
the Singapore General Hospital (SGH).
Methods:
A total of 395 living kidney donations were performed at SGH since 1976, of 
which 218 (55%) were studied. Data on renal function and co-morbidities were 
collected and analysed.
Results:
The mean age at study time of LKDs was 53.3 ± 11.3 years respectively. Most 
LKD were Chinese (75%), female (60%) and related to their recipient (77%). The 
mean follow-up time after donation was 14.0 ± 10.1 years where mean GFR was 
77.1 ± 17.3% of pre-donation values. A GFR < 60 ml/min and proteinuria > 0.15 
g/d were seen in 21.5% (n=47/218) and 12.9% (n=25/194) of LKD respectively. 
Cardiovascular disease occurred in 4.3% (n=9/210) but cardiovascular risk factors 
like hypertension, hyperlipidemia and diabetes were more prevalent at 31.6% 
(n=67/212), 30.2% (n=64/212) and 7.5% (n=16/212) respectively. Cancer occurred 
in 3.7% (n=8/211) while another 1.3% (n=5/395) developed end-stage renal failure. 
Death occurred in 1.3% (n=5/395) of LKD. Acceptable renal function was observed 
across donation age (GFR 82.6 ± 16.3%, 74.8 ± 19.6% and 75.5 ± 15.9% of pre-

donation values for LKD donating at age 20-30, 30-40 and > 40 years respectively) 
and donation time (GFR 71.8 ± 12.6%, 84.9 ± 18.7% and 81.2 ± 21.1% of pre-
donation values for LKD donated less than 10 years, 10-20 years and more than 20 
years). The percentage of pre-donation GFR achieved was higher in female LKD 
(P < 0.05) but there were no differences between races. Percentage of pre-donation 
GFR was also signifi cant lower in LKD donated less than 10 years compared to 
those donated 10-20 years and more than 20 years. LKD with pre-donation GFR  
≥ 80mL/min has a signifi cant higher percentage of pre-donation GFR compared to 
LKD with pre-donation GFR ≤ 80 mL/min.
Conclusion:
This study suggests that renal function is relatively well preserved and comorbidities 
are not excessive in this Asian LKD population.

Abstract# A320 
Psychological Outcomes in Living Donors and Recipients 3 Months 
After Surgery. H. Maple,1 J. Chilcot,2 N. Mamode.1 1Transplantation, 
Guy’s and St Thomas’ NHS Foundation Trust, London, United Kingdom; 
2Institute of Psychiatry, King’s College London, London, United Kingdom.
Introduction: Quality of life (QoL) studies measuring outcomes after living donor 
transplantation have demonstrated an increase in QoL for recipients and a decrease 
in QoL for donors at 3 months. These studies have principally used generic health-
related QoL tools, such as the SF-36, which may not fully capture the psychological 
impact of living donor surgery and transplantation. The aim of this study was to assess 
psychological outcomes in living donors and recipients using detailed, validated 
psychological assessment tools.
Methods: 151 living donors and recipients were recruited to a prospective 
longitudinal study. They were asked to complete validated psychological 
questionnaires (measuring wellbeing, stress, distress, mood, anxiety, life-satisfaction, 
self-esteem and physical health-related QoL) pre-operatively and 3 months after 
surgery.
Results: 101 living kidney donors and 50 living kidney recipients participated. 
Gender and age were equivalent (55.4% male vs. 52% male; p>0.05) (45 years 
(sd 12.89) vs. 43 years (sd 14.72); p>0.05). Recipients were found to have lower 
pre-operative wellbeing, mood, self-esteem, health related quality of life and life 
satisfaction and demonstrated higher stress and distress (p<0.001) than donors. At 
3 months there was no change in any of the psychological measures in the living 
donor group (p>0.05), except for a decrease in physical health related QoL (28.4 
vs. 25.1; p<0.001). Conversely, the recipient scores for all factors, except stress, 
improved signifi cantly (p<0.05). By three months the only psychological factors 
signifi cantly different between the donor and recipient groups were mood (0.54 vs. 
1.64; p=0.013) and physical health-related QoL (28.4 vs. 21.4; p=0.002).
Discussion: This study has demonstrated that, understandably, donors and recipients 
are psychologically different prior to living donor surgery across a range of factors. 
By three months after surgery there is no signifi cant difference between the two 
groups, except for mood and physical health-related QoL, principally due to 
improvements in recipient scores. There is no psychological benefi t or morbidity in 
donors at 3 months; a fi nding which is contrary to other studies. The psychological 
aspects of living donation and transplantation are complex, such that generic QoL 
tools may be insuffi cient when attempting to measure outcomes after surgery if 
used in isolation.
DISCLOSURES: Mamode, N.: Grant/Research Support, Astellas International, 
Alexion.

Abstract# A321 
Development of a Reliable Instrument to Assess Donor Satisfaction 
Among Living Organ Donors. R. Kashyap,1 N. Ugoeke,2 M. Dokus,1 T. 
Li,2 K. Kelly,1 D. Cirillo,2 J. Rogers,2 V. Sharma,1 M. Zand,1 M. Orloff,1 S. 
McIntosh.2 1Surgery, University of Rochester Medical Center, Rochester, 
NY; 2Public Health Sciences, University of Rochester School of Medicine, 
Rochester, NY.
Purpose: To develop a reliable organ donor satisfaction instrument to identify factors 
associated with satisfaction from a survey of living kidney and liver organ donors.
Methods:  We created the Donor Satisfaction Score (DSS) by combining 5-point 
Likert scale items assessing post-donation satisfaction, using 11 potential key 
constructs added in combination (ex. “I would donate an organ again”; “The organ 
donation process could be improved”). Detailed methods on survey development and 
demographics are described in a separate abstract (#1329) submitted by our center. 
Examination of the item correlation matrix and Cronbach’s alphas to eliminate non-
contributing items resulted in a 10-item score that has acceptable internal consistency 
(Cronbach’s α: 0.6280; range: 0.5657 – 0.6463). The fi nal DSS ranged from 10 
(highly dissatisfi ed) to 50 (highly satisfi ed). DSS was analyzed as a categorical 
variable, by quartiles. We used Chi-square, Fisher’s exact, and Cochran-Armitage 
tests, as appropriate, to test the relationship between survey variables and DSS. A 
multivariable stepwise logistic regression model was used to identify signifi cant 
predictors of high DSS ( ≥45). SAS 9.3 was used for statistical analysis.
Results:  The median DSS of our sample was 43 (range: 20-50). Although no 
signifi cant relationship between recipient outcome and DSS quartile was found 
(p=0.19), there was a statistically signifi cant trend (p=0.05) with increasing DSS 
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values and positive recipient outcome. There was a signifi cant, inverse association 
between obligation to donate and DSS score (p=0.04), as well as a statistically 
signifi cant trend (p=0.04). Results of the multivariable logistic regression analysis 
showed that age (<60) and marital status (married donors) were signifi cant positive 
predictors of high DSS.
Conclusion: Objective measurement of satisfaction is critical for process 
improvement, but there is a paucity of reliable measures. We found an increasing 
trend in donor satisfaction when the recipient does well and there is absence of a 
sense of coercion to donate. Youth and married status similarly conferred a positive 
sense of well being. While these associations are interesting, this 10-item DSS 
requires replication for validation.

Abstract# A322 
Donors Who Regret Nephrectomy. H. Pihlstrom,1 G. Mjoen,2 G. 
Nordby,3 D. Dahle,1 H. Holdaas.1 1Department of Transplantation, Oslo 
University Hospital Rikshospitalet, Oslo, Norway; 2Department of 
Medicine, Oslo University Hospital Ullevaal, Oslo, Norway; 3Department 
of Medicine, Lovisenberg Hospital, Oslo, Norway.
We have shown that previous donors report signifi cantly better quality of life based 
on the Short-Form-36 than the general population.
Methods: As part of our survey, previous donors were asked if they would have 
donated again if they could reconsider. There were fi ve possible answers: absolutely 
yes, probably yes, don’t know, probably not and absolutely not. The last three 
responses were interpreted as regret towards donation and were combined into one 
variable. Frequencies of regret were assessed for all combinations of donor-recipient 
relationships. Moreover, those donating to minors below the age of sixteen were 
evaluated separately.
Results: Overall, 1501 donors responded. Of these, fi ve per cent regretted donation. In 
subgroup analyses, the frequencies of donors regretting differed by familial relation: 
Of 433 parents donating to offspring, 1.8% regretted, while of the offspring who 
donated to parents (n=136) 5.1% regretted. The corresponding fi gure was 6.3% for 
siblings (n=592) and 7.4% for other relatives (n=68). Donors giving a kidney to an 
unrelated recipient (n=270) regretted the most, 8.9%. Regardless of relationship, 
those donating to a minor (n=102) did not have regrets.
Conclusion: The proportion of donors regretting donation increases with familial 
distance to the recipient. Donors to unrelated recipients regret the most. Donation 
to a minor is universally not regretted.

Abstract# A323 
Longitudinal Follow-Up of Depressive Symptoms in Living Kidney 
Donors. E. Bajorek, M. Kapturczak, A. Bingaman. Methodist Specialty 
and Transplant Hospital, San Antonio, TX.
Background: Depression after kidney donation has not been well studied. Methods: 
We conducted a 2 year follow-up study to examine the depressive symptoms of 
living kidney donors before and after laparoscopic donor nephrectomy. All donors 
were screened for depressive symptoms using the Beck Depression Inventory-II 
(BDI-II) prior to surgery, at 2 weeks, 6 months, 1 year and 2 years post donation. All 
donors who scored in the depressed range post donation were seen by a psychologist 
or a psychiatrist for further evaluation. Results: A total of 286 kidney donors had 
a BDI-II score prior to surgery with at least one post-surgery score. None of the 
donors had elevated BDI-II scores indicating depression prior to donation. Overall, 
4.5% of donors had a BDI-II score consistent with depression during the follow up 
period, including 3.5% with mild or moderate depression scores and 1% with severe 
depression scores or suicidal ideation. In the fi rst 2 weeks post donation, 3% (8/271) 
were mildly or moderately depressed and no donors were severely depressed; 6 
months post donation, 3% (5/162) were mildly, moderately or severely depressed 
with one patient having suicidal ideation; 1 year post donation, 2.3% (2/87), were 
mildly depressed and 1 donor had suicidal ideation; 2 years post donation (n=9), 
1 donor was moderately depressed. 30% of the depressive symptoms were judged 
by a psychologist related to medical complications; 38% were judged related to 
exacerbation of pre-existing psychiatric symptoms; 15% were judged related to 
overwhelming unrelated stress in daily living; 15% were judged directly related to 
death of the recipient and 0% were related to regret of donation. No particular time 
after surgery showed a signifi cant increase in depressive symptoms. Conclusions: 
Although development of depression post kidney donation is uncommon, use of a 
depression screening tool, like the BDI-II, is benefi cial in identifying donors who 
need mental health support after donation. Medical complications post donation 
and pre-existing psychiatric symptoms are important risk factors for development 
of depression post donation.

Abstract# A324 
Increased Psychological Distress in Living Donors With Primary 
Carer Status. H. Maple,1 J. Chilcot,2 N. Mamode.1 1Transplantation, 
Guy’s and St Thomas’ NHS Foundation Trust, London, United Kingdom; 
2Institute of Psychiatry, King’s College London, London, United Kingdom.
Introduction: Many living kidney donors are the primary carer of their recipient, 
both before and after transplantation. The psychological impact of primary carer 

status on the donor has not previously been investigated. The aim of this study was 
to quantify the proportion of donors with primary carer status in our centre and to 
determine whether psychosocial differences existed between carers and non-carers.
Methods: A sample of living kidney donors completed a questionnaire containing 
validated questionnaires measuring personal well-being, mood, distress, stress, 
anxiety, life satisfaction and self-esteem prior to surgery and three months post-
operatively. They were also asked whether they were the primary carer of their 
recipient.
Results: 101 living kidney donors participated in the study. 44 (43.6%) were the 
primary carer of their recipient and of these the majority were either parents (54.5%) 
or spouses (40.9%). The primary carer group experienced worse pre-operative 
psychological scores than their non-carer counterparts, including lower personal 
wellbeing (31.2 vs. 27.1; p<0.001) and mood (0.81 vs. 0.33; p= 0.11) and higher 
stress (5.5 vs. 3.9; p=0.006), anxiety (12.4 vs. 9.8; p<0.001) and distress (12.4 vs. 
8.8; p=0.001). These differences were not attributable to any demographic factors 
(age, gender, ethnicity (p>0.05)). At three months there was no longer a signifi cant 
difference between the groups, principally due to improved scores in the primary carer 
group and worse scores in the non-carer group. Statistically signifi cant improvements 
in the primary carer group were demonstrated for distress (12.4 vs. 10.3; p=0.02) 
and anxiety (12.4 vs. 10.7; p=0.029).
Discussion: This study has demonstrated that a large proportion of living kidney 
donors are also the main carer for their recipient. Primary carer status in living 
kidney donors is associated with inferior psychological scores prior to surgery. 
Improvement in scores three months after donation may be a refl ection of additional 
strain in the pre-operative period (which is removed by surgery) or may suggest a 
decrease in carer burden following transplantation. Identifi cation of primary carer 
status and interventions to improve psychological well-being prior to surgery may 
be benefi cial to primary carers in the pre-operative period.
DISCLOSURES: Mamode, N.: Grant/Research Support, Astellas International, 
Alexion.

Abstract# A325 
Predictors of Change in Donors’ Mental Health Three Months After 
Living Kidney Donation. L. Timmerman,1 M. Laging,1 R. Timman,2 W. 
Zuidema,1 D. Beck,1 J. IJzermans,3 M. Betjes,1 J. Busschbach,2 W. Weimar,1 
E. Massey.1 1Internal Medicine, Erasmus MC, Rotterdam, Netherlands; 
2Psychiatry, Erasmus MC, Rotterdam, Netherlands; 3General Surgery, 
Erasmus MC, Rotterdam, Netherlands.
Introduction
The aim of this study was to investigate the extent to which sociodemographic 
characteristics, medical outcomes and psychological factors predict change in mental 
health after living kidney donation.
Methods
Living kidney donors (N=137) completed validated questionnaires and participated 
in an interview median 2 months before and 3 months after donation. Outcomes were 
psychological complaints and wellbeing. Predictors were time, sociodemographic 
characteristics, medical outcomes for donor and recipient, stress, appraisals of 
donation, expectations before and outcomes of expectations after donation, social 
support, coping, and other life events. We applied multilevel regression analyses for 
both outcomes, with predictors, and interactions between time and other predictors 
as covariates in a backward elimination procedure.
Results
There was no main effect of time on psychological complaints. Higher psychological 
complaints were related to greater self-reported stress during the donation process, 
not having a partner, more negative life events experienced, and higher appraisal of 
the donation as an uncontrollable event. Having a partner, not having children, and an 
active coping style during setbacks in the donation process were related to an increase 
in psychological complaints after donation. Psychological wellbeing increased over 
time (p<.01). Higher psychological wellbeing was related to higher social support, 
less negative life events experienced, less negative appraisals regarding the donation 
process, an active coping style during setbacks in the donation process and was higher 
if the donor and recipient did not live in the same house. Fewer negative expectations 
of personal consequences regarding the donation process and lower social support 
were related to an increase in psychological wellbeing over time.
Conclusion
We found that psychological complaints did not change 3 months after living kidney 
donation, while wellbeing increased. In contrast to expectations based on clinical 
experience, medical outcomes of donor and recipient were not related to changes in 
donors’ mental health. Donors’ home situation, stress, appraisals and expectations 
regarding personal consequences of the donation process, coping, social support, 
and other life events predicted change in donors’ mental health.

Abstract# A326 
Changes in Mental Health Among Living Kidney Donors After 
Donation: A Matched Control Study. L. Timmerman,1 M. Laging,1 G. 
Westerhof,2 R. Timman,1 W. Zuidema,1 D. Beck,1 J. IJzermans,1 M. Betjes,1 
J. Busschbach,1 W. Weimar,1 E. Massey.1 1Erasmus MC, Rotterdam, 
Netherlands; 2University of Twente, Twente, Netherlands.
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Introduction
Research on mental health of living kidney donors before and after donation is 
hampered by the lack of a suitable control group. In this study, we used a matched 
control group from the general population to compare changes in mental health 
over time.
Methods
Living kidney donors (N=125) completed the Brief Symptom Inventory (BSI) 
and the Mental Health Continuum Short Form (MHC-SF) before and 3 months 
after donation to measure psychological complaints and wellbeing. Median time 
between the two measurement points was 5.5 months. A matched control group 
from the general population was generated from a large prospective cohort study 
on mental health. We used data on BSI and MHC-SF from two measurements with 
an interval of 6 months in between. Controls were matched on gender, baseline 
BSI and MHC-SF scores. Mann-Whitney tests on difference scores of the BSI and 
MHC-SF were used as well as the Jacobson and Truax classifi cation of clinically 
relevant change on the BSI.
Results
Donors and controls did not differ signifi cantly on difference scores of psychological 
complaints and wellbeing. According to the Jacobson and Truax classifi cation, 2 
donors and 4 controls showed a signifi cant decrease in psychological complaints 
which was clinically relevant for 1 donor and 2 controls. Ten donors and 5 controls 
showed a signifi cant increase in psychological complaints, which was clinically 
relevant for 6 donors and 2 controls. The changes were not signifi cantly different 
between donors and controls (Pearson Chi-Square, p=0.459).
Discussion
There was no evidence for clinically relevant change among the majority of donors 
in the fi rst three months after donation. In line with earlier research, fi ve percent of 
donors experienced an increase in psychological complaints. These changes were 
not signifi cantly different from changes found in the general population over the 
same time period. A question for future research is whether living donation has the 
same impact as other life events on mental health and which characteristics make 
donors vulnerable for this effect.

Abstract# A327 
Living Kidney Donors and Their Recipients: Who Wants to 
Know What? J. Meadow,1 L. Ross,1 J. Rodrigue,2 D. Mandelbrot,2 J. 
Thistlethwaite.1 1University of Chicago, Chicago, IL; 2Harvard University, 
Boston, MA.
Background: Kidney recipients are informed whether their donor (living or 
deceased) is high risk for HIV/AIDS, but otherwise are not provided any donor 
information. UNOS policy 12.2h authorizes only generic disclosure to living donors. 
Little is known about donor and recipient attitudes regarding disclosure in direct 
donations and exchanges or chains.
Methods: Online survey link sent to ~4200 members of National Kidney Foundation 
list-serv.
Results: 396 individuals opened and 323 (7.7%) completed part or all of the survey. 
160 self-identifi ed as living or potential living donor and 76 as past or potential 
recipients of living or deceased donor kidney transplants. Donors were more likely 
to be female (80.3% v 57.3%, p<0.001) and younger (51.9% < 50 years v 23.7%, 
p<0.001). Over 80% of recipients and donors supported disclosure of health 
information about both the donor and the recipient. Recipients were more supportive 
of disclosing recipient psychiatric issues and recipient high-risk activities to donors 
(60.0% v 37.7%, p=0.001 and 58.3% v 38.1%, p = 0.004 respectively). Recipients 
were also more supportive of disclosure of donor history of drug use and high risk 
sexual activity than were donors (90.7 v 77.8%, p=0.017and 80.3 v 63.5%, p=0.009, 
respectively). About half thought it was permissible for donors and recipients to go 
on the Internet to learn more about the other, but only about 1/4 condoned contacting 
friends of the donor (24.7%) or recipient (26.4%). The majority of both donors and 
recipients did not think a transplanted kidney that functioned less than a year was 
of value; although surprisingly, donors were more supportive (40.0% v 23.3%, 
p=0.014). In chains and exchanges, 2/3 of donors and recipients thought the exchange 
donor should know if the recipient had a short life expectancy but less than 15% of 
recipients and donors supported disclosure of social issues like employment status, 
sexual orientation, and religion.
Discussion: Donors and recipients support sharing of health information in direct and 
exchange transplants, but show lower levels of support for disclosure of psychosocial 
information (direct > exchanges). Further research is needed to determine if the 
current policies need revision.

Abstract# A328 
A Cluster Randomized Trial of an Educational Intervention to 
Increase Knowledge of Living Donor Kidney Transplant Among 
Potential Transplant Candidates. F. Weng,1,2 D. Brown,2 B. Holland,2 
J. Peipert,3 A. Waterman.3 1Renal & Pancreas Transplant Division, Saint 
Barnabas Medical Center, Livingston, NJ; 2Rutgers School of Public 
Health, Piscataway, NJ; 3David Geffen School of Medicine at UCLA, 
Los Angeles, CA.

Introduction: Live donor kidney transplant (LDKT) is often the best treatment option 
for end-stage renal disease, but many transplant candidates have poor knowledge of 
LDKT at the onset of the transplant evaluation. We tested the effect of an educational 
intervention upon knowledge of LDKT.
Methods: We performed a single-center, cluster randomized, parallel group clinical 
trial designed to test the effectiveness of an educational intervention, implemented 
at the transplant center, upon 499 transplant candidates’ knowledge of LDKT. On 
evaluation day, patients in both the Usual Care and Intensive Education arms received 
standard transplant education. In addition, patients in the Intensive Education arm 
also (A) viewed a 20-minute educational video about LDKT and (B) met for 15 
minutes with a transplant educator to discuss LDKT. The primary outcome was 
knowledge of LDKT at 1 week after transplant, measured using a 20-point scale.
Results: Participants in the Usual Care (N=250) and Intensive Education (N=249) 
arms were similar in mean age (53.6 vs. 53.8 years, P=0.81) and other characteristics, 
such as percentages who were male (62.0% vs. 68.7%, P=0.12), married (56.0% 
vs. 60.2%, P=0.84), with diabetic nephropathy (38.0% vs. 39.0%, P=0.61), and on 
dialysis (62.8% vs. 55.8%, P=0.11). Patients in Usual Care, vs. Intensive Education, 
were more likely to have limited health literacy (12.4%, vs. 5.2%, P=0.006) as 
measured on the Newest Vital Sign instrument. Patients who received Intensive 
Education, vs. Usual Care, had higher knowledge scores at 1 week (11.4 vs. 
10.4, P<0.001 after adjusting for differences in health literacy). Blacks had lower 
knowledge scores, even in adjusted (-0.93, P=0.002) analyses. Unfortunately, at 
1 week post-evaluation, readiness to accept a LDKT (P=0.60), readiness to ask a 
friend/family member to donate (P=0.35), and confi dence that they could receive a 
LDKT (P=0.48) were similar between the study arms.
Conclusions: A brief, practical intervention implemented on the day of the in-center 
transplant evaluation increased knowledge of LDKT but did not affect LDKT-
related attitudes and behaviors at 1 week post-evaluation. The relationship between 
knowledge of LDKT and pursuit of LDKT should continue to be studied.

Abstract# A329 
Risk Factors for Hypertension Post Donor Nephrectomy: 8-Year 
Analysis. D. Moutzouris, R. Charif, J. Galliford, J. McDermott, A. 
Achilleos, H. Orr, H. Dulku, D. Taube, M. Loukaidou. Imperial College 
Renal and Transplant Centre, Hammersmith Hospital, London, United 
Kingdom.
Purpose Kidney transplantation from a living donor is the treatment of choice for 
patients with end stage renal failure. However, data is limited regarding risk factors 
for developing hypertension (HTN) post donor nephrectomy. We investigated the 
prevalence and the risk factors for HTN post donor nephrectomy. We compared data 
among patients who developed HTN (H) or not (NH).
Methods Data were prospectively collected on 555 consecutive live donors from 
2000-2012 at their follow-up visits. HTN was defi ned as BP above 140/90mmHg 
or use of antihypertensives. Borderline HTN was defi ned as not requiring treatment 
with BP measurements not consistently above 140/90 mm Hg. We performed logistic 
regression of risk factors for developing HTN. We compared 8-yr data for 24 hr 
Creatinine Clearance (CrCl) and protein excretion between the groups.
Results 43 developed HTN post donor nephrectomy (22 male, 21 female). In the 
H group 27 (62.8%) were Caucasian, 6 (14%) South Asian (SA) and 9 (20.9%) 
Afrocaribbean (AC). 18.8% of AC developed HTN (p=0.018). The patients who 
developed HTN were older (51.5±11.3 vs 44.2±13.6 years, p<0.001) and had a longer 
time since donation (7.5±2.5 vs 5.7±6 years, p<0.001). There was no difference 
regarding BMI (H=27.3±4.7 vs NH=27±5.1, p=0.643). Risk of hypertension 
increased with age at donation (p<0.001), years from donation (p<0.001), AC race 
(p=0.014) and history of borderline HTN (p<0.001). The mean CrCl in mls/min was 
H=106.2±26, NH=109.7±33, (p=0.541) at time 0 and H=89.9±20, NH=90.2±25, 
(p=0.949) at 5 years. No signifi cant proteinuria developed (24-hour protein excretion 
H=0.13±0.12 and NH=0.10±0.06 g/24hrs, p=0.175) at 5 years. Diastolic BP was 
higher in H group at donation (H: 83±9 vs 78.7±9 mmHg, p=0.004). Systolic and 
Diastolic BP was higher in the H group at 5 years (H:144/85 vs 134/80, p=0.001 
and 0.028 respectively).
Conclusions AC patients, older patients and patients with pre-donation borderline 
HTN are at increased risk for developing HTN post donor nephrectomy. However, 
kidney function and proteinuria are not different from those who remain 
normotensive.

Abstract# A330 
Living Kidney and Liver Donor Survey to Assess Satisfaction With 
Donation and Elicit Ideas for Process Improvement. R. Kashyap,1 T. 
Li,2 M. Dokus,1 K. Kelly,1 N. Ugoeke,2 J. Rogers,2 V. Sharma,1 D. Cirillo,2 
M. Orloff,1 S. McIntosh.2 1Surgery, University of Rochester Medical 
Center, Rochester, NY; 2Public Health Sciences, University of Rochester 
School of Medicine, Rochester, NY.
Purpose: To defi ne potential barriers to living donation through a survey directed at 
donor satisfaction and potential challenges identifi ed by donors.
Methods: Survey items were developed from qualitative interviews with living 
donors and personnel involved with the organ donation process. The survey was 
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iteratively revised through pre- and pilot testing. We sent the survey questionnaire 
to all living donors at our center between 2000 and 2013. Summary statistics were 
used to describe the study sample.
Results: 141 (33%) donors responded to the survey, 22% were liver (L) donors, 78% 
donated a kidney (K). The mean age of respondents was similar in both groups (51 
±9 yr.). Across donor type, the majority of respondents were female (70% K, 68% 
L), White (98% K, 90% L), and married (70% K, 74% L) with greater than a high 
school education (81% K, 76% L). The most frequent donor-recipient relationship 
was siblings (21% K, 32% L). Selected survey results are outlined in table 1.

Approximately half of the donors (45% K and 42% L) indicated that the process 
could be improved. Qualitative analysis suggests that waiting time is a major 
challenge; length and intensity of donor follow up were also noted as areas that 
could be improved.
Conclusion: Post-donation health and psychological well-being is a critical concern to 
the transplant community and vital to maintaining this source of organs. Our survey 
identifi ed several areas cited by donors for potential improvement. Although the 
rigors and time involved are thought to be safeguards by the transplant community, 
it is apparent that a quicker and less intrusive process is being requested by a 
substantial number of donors.

Abstract# A331 
Fate of Living Kidney Donors Who Lost Weight to Become Donors. 
N. Issa, S. Askandarani, K. Gillingham, A. Kukla, G. Sieger, H. Ibrahim, 
A. Matas. University of Minnesota, Minneaoplis, MN.
Background: Obesity in general is associated with higher long term medical risks 
and surgical complications. We, like most transplant centers, require weight loss in 
potential living donors in order to achieve a body mass index (BMI) < 30 kg/m2. 
No long term follow-up studies of potential kidney donors losing weight in order 
to donate are available.
Methods: We studied donors’ outcomes in relation to BMI and weight loss pre-
donation and weight status post-donation. We defi ned pre-donation high BMI as 
> 30 kg/m2 and post-donation weight gain as an increase of at least 2 BMI units.
We divided 539 donors in whom we have complete information including pre- and 
post-donation weights into 5 Grps:
- Grp 1 (n=149): Pre-donation BMI ≤ 30 kg/m2 and no weight gain post-donation.
- Grp 2 (n=325): Pre-donation BMI ≤ 30 kg/m2 and gained weight post-donation
- Grp 3 (n=2): Evaluation BMI > 30 kg/m2, lost the weight to achieve a BMI ≤30 
and did not gain weight post-donation
- Grp 4 (n=66): Evaluation BMI > 30 kg/m2, did not lose weight to achieve a BMI 
≤30 and then gained more weight post-donation
- Grp 5 (n=12): Evaluation BMI > 30 kg/m2, lost the weight to achieve a BMI ≤ 30 
and gained weight post-donation
Results: 15-yr actuarial survival was 100% for Grps 2, 3, 4 and 5, and 93% for 
Grp 1. Of note, 73% gained weight (> 2 ↑ in BMI). Mean ↑ in BMI for Grp 2 was 
5.3; Grp4, 5.4; grp 5, 4.8). Only 1 donor (Grp 5) developed ESRD by 15 years 
post donation. Cardiovascular disease incidence at 15 years was also comparable 

(98.1%, 96.1%, 100%, 94% and 96.2% for Grps 1- 5, respectively). The incidence 
of hernia-free survival at 10 years was 97.9%, 98.7%, 100%, 98.4% for Grps 1 - 4 
respectively, and lower 85.7% for Grp 5.

Mean 
Age
 at 
Dona-
tion
(years) 

Female
(%)

Cauca-
sians
(%)

Delta BMI 
change: 
Pre to 
Post Dona-
tion
Mean (SD)
kg/m2

15-year 
Actuarial 
Survival
(%)

15-year 
ESRD 
Incidence
(%)

Cardio-
vascular 
Disease
Free 
Survival 
at 15 
years
(%)

Hernia 
at 10 
years
(%)

Group 1 41.5 61.1 94.6 -0.87 (1.73) 93 0 98.1 2.1
Group 2 37.2 61.2 94.5 5.26 (3.31) 100 0 96.1 1.3
Group 3 32.1 50 100 -8.2 (3.14) 100 0 100 0
Group 4 38.7 63.6 89.4 5.42 (4.4) 100 0 94 1.6
Group 5 43.3 33.3 100 4.84 (2.4) 100 10 96.2 14.3

Conclusion: The vast majority of living kidney donors gained weight over time 
including those who have lost weight to become suitable to donate. Those who 
gained weight after initial weight loss had more hernia incidence.

Abstract# A332 
Open Management of the Renal Vein Is a Safe Modifi cation in Right 
Sided Laparoscopic Living Donor Nephrectomy. C. Margreiter,1 M. 
Gummerer,2 R. Oberhuber,1 S. Schneeberger,1 F. Aigner,1 R. Margreiter,1 
J. Pratschke,1 R. Oellinger.1 1Department of Visceral-, Transplant- and 
Thoracic Surgery, Innsbruck Medical University, Innsbruck, Austria; 
2Department of Vascular Surgery, Innsbruck Medical University, 
Innsbruck, Austria.
Study’s purpose: The goal of this study was to review the outcome of right sided 
laparoscopic living donor nephrectomies using a modifi ed technique and to compare 
them with standard left sided laparoscopic nephrectomies.
Methods: Among the 131 patients who underwent LLDN between 12/2005 
and 8/2012, 77 underwent a left (group L) and 54 a right (group R)laparoscopic 
nephrectomy. The two groups were compared with regard to surgical complications, 
graft function and survival.
When performing a right nephrectomy, after complete laparoscopic mobilisation, the 
two 12mm trokar incisions were connected in a way to create a 7 to 8 cm subcostal 
incision through wich after tenting the caval vein was partially excluded with a 
Satinsky clamp under direct vision, the renal vein transected plane with the caval 
vein and overswen with 4-0 Prolene.
Results:  No surgical complication and in particular no venous thrombosis was seen 
in all donors of either side nor in all the recipients. There was no signifi cant difference 
with regard to graft function (Creatinine levels at discharge group L=1.15±0.40 
mg/dL versus group R=1.35±0.54mg/dL, p=0.039). Graft survival at one year was 
100% in both groups.
Conclusion: Laparoscopic right sided donor nephrectomy with open management 
of the renal vein is a safe technique providing maximal length of the vein. 

Abstract# A333 
Single Centre Long-Term Follow-Up of Live Kidney Donors 
Demonstrates Preserved Kidney Function But the Necessity of a 
Structured Life-Long Follow-Up. J. Wadstrom,1 D. Berglund,2 S. 
Yamamoto,1 B. von zur-Muhlen.2 1Department of Transplantation Surgery, 
Karolinska University Hospital, Stockholm, Sweden; 2Department of 
Surgical Sciences, Uppsala University, Uppsala, Sweden.
Purpose of the study. The increase of live kidney donation (LKD) demands that we 
scrutinize its long-term consequences. A socialized health care system with a unique 
patient social security number has allowed us to survey long-term consequences of 
LKD with a high response rate.
Methods. Between 1974 and 2008, 455 LKDs were performed, whereof 28 were 
deceased and 14 had moved abroad at the time of the survey. Of the remaining 413, 
96% agreed to participate in a retrospective study with testing and a questionnaire.
Results. Mean age at donation was 49±10 years and the mean time since nephrectomy 
was 11±7 years (range 1-33). No death was of renal cause. S-creatinine at follow-
up was 93±18 mmol/L, 28% had treated hypertension, whereof only 52% had BP 
<140/90. 11% had spot microalbuminuria and 1% were diagnosed with diabetes 
mellitus. 71% had check-ups at least every second year, but 14% had no check-ups. 
80% would be willing to donate again if it were possible, and only 3% regretted 
the donation.
Conclusion. Renal function is well-preserved long-term after donation, no case of 
end stage renal disease was identifi ed and a wide majority of our donors would donate 
again if it were possible. Although the rate of microalbuminuria and hypertension 
were at expected levels a signifi cant number of donors demonstrated elevated 
blood pressure levels and inadequate antihypertensive treatment. There were also 
a relatively large number of donors who did not receive regular check-ups. Both 
of these issues demonstrate the need for a better-structured life-long follow-up.
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Abstract# A334 
Is Donating a Kidney Bad For Your Marriage? D. Serur,1 M. Charlton,2 
G. Bretzlaff,2 J. Sinacore,4 P. Christos,3 M. Lawton,2 J. Gordon-Elliot.2 
1Nephrology/Rogosin, New York Presbyterian Weill Cornell, New York, 
NY; 2Kidney and Pancreas Transplantation, New York Presbyterian 
Weill Cornell, New York, NY; 3Biostatistics and Epidemiology, New York 
Presbyterian Weill Cornell, New York, NY; 4Research, National Kidney 
Registry, West Babylon, NY.
BACKGROUND:
Studies have generally shown that kidney donation to a spouse has a positive impact 
on marriage. But what happens when kidney donation occurs outside of the marriage? 
This is the fi rst ever study to evaluate the impact on marriage when donation occurs 
to someone other than the spouse.
METHODS:
Two groups of donors were studied: those that donated to their spouse and those 
that donated to someone other than their spouse. An online survey was sent using 
the Revised Dyadic Adjustment Scale (RDAS) to evaluate the effect of donation 
on the marriage. This tool consists of 14 questions which measure how satisfying 
and stable the relationship is. The response of the two groups of donors is the 
subject of this study.
 RESULTS: 
31 donors who donated to someone outside the marriage and 11 that donated directly 
to their spouse completed the survey. 10 donor surveys were incorrectly completed 
and were therefore disregarded from analysis.
The results showed equal or better scores when donation occurred to a non-spouse 
as compared to a spouse. The non-spouse donors actually scored higher on two 
questions, one regarding the agreement in the relationship when it comes to career 
choices (P=0.05) and the other regarding the frequency of having stimulating 
exchanges of ideas (P=0.02). With the highest possible total score of 69, those who 
donated to a spouse scored 47 and those donating to someone other than spouse 
scored 53 (P=0.16). The cut-off score for the RDAS is 48. Scores of 47 and below 
indicate marital distress.
In one fi nal additional question 91% of those that donated to a spouse reported “no 
change or good effect” on the marriage. 97 % of those who donated to someone 
other than their spouse reported similarly “no change or good effect” on the 
marriage (P=.46).
CONCLUSION: 
This is the fi rst ever study to evaluate the effect of kidney donation on marriage when 
the spouse is not the recipient. Marriage is not impacted negatively when kidney 
donation occurs to someone other than the spouse.

Abstract# A335 
Midkine as an Indicator of Infl ammation in Renal Transplantation. 
S. Ozturk,1 B. Kaya,2 K. Celik,2 O. Ozkan,1 Y. Doventas,3 M. Gursu,1 S. 
Karadag,1 E. Cebeci,1 A. Sumnu,1 B. Kocak,4 A. Turkmen.5 1Nephrology, 
Haseki Training and Research Hospital, Istanbul, Turkey; 2Internal 
Medicine, Haseki Training and Research Hospital, Istanbul, Turkey; 
3Biochemistry, Haseki Training and Research Hospital, Istanbul, Turkey; 
4Organ Transplantation Center, Memorial Sisli Hospital, Istanbul, Turkey; 
5Department of Nephrology, Istanbul University, Istanbul Medical Faculty, 
Istanbul, Turkey.
Purpose: There are lots of studies about infl ammatory situation, especially focused 
on the role of IL-6, in early and late periods of renal transplantation. Midkine is an 
anti-apoptotic protein. Nowadays, extensive studies have been carried out on the 
role of this molecule in certain diseases. In this study, role of midkine as a marker 
of infl ammation was investigated in patients before and after renal transplantation.
Methods: In this prospective and observational study, infl ammatory response was 
examined in adult patients underwent kidney transplantation from living donors. 
Serum and plasma samples were taken from all patients before the initiation of 
immunosuppressive therapy and two months after the operation. hsCRP, IL-6, 
TNF-alpha and midkine levels were studied from the samples.
Results: 16 women and 25 men were enrolled in the study (the average age: 37.32 
± 11.72 years). All patients were under triple immunosuppressive therapy consisting 
of tacrolimus, mycophenolate mofetil and steroids. In the early postoperative period, 
acute rejection in two patients and hematoma in one patient were detected. Midkine 
levels showed a statistically signifi cant increase 2 months after transplantation 
(p<0,001), whereas hsCRP, IL-6 and TNF-alpha levels did not change signifi cantly.

Baseline 2 month p
hsCRP (mg/dl) 3,58±5,22 1,35±2,05 0,288
Midkine(pg/dl) 143,3±350,6 279,2±423,5 <0,001
IL-6(pg/dl) 10,24±15,52 3,47±3,98 0,084
TNF(pg/dl) 13,24±41,01 14,00±32,53 0,069

Midkine showed correlation both with hsCRP (r=0,41, p=0,004) and IL-6 (r=0,58, 
p<0,001) levels at baseline. IL-6 was correlated with midkine (r=0,388, p=0,012), 
hsCRP (r=0,41, p=0,007) and TNF-alpha (r=0,348, p=0,026) at 2 months after 
the transplantation but there was no any correlation between midkine and other 
inflammatory parameters. Gender, plasma glucose and hemoglobin levels, 
pretransplant dialysis modality, presence of comorbidity had no affect on midkine 
levels.

Conclusion: Midkine maybe a good marker of infl ammation in both pre- and post-
transplant period. In addition it does not infl uenced by some important confounding 
parameters.

Kidney: Pediatrics
 Sunday, July 27, 2014
 6:30 PM - 8:00 PM
 Exhibit Hall

Abstract# A336 
Coefficient of Variation of Sirolimus and Tacrolimus Levels Is 
Associated With Acute Rejection, Donor Specifi c Antibodies, and 
Medication Nonadherence in Pediatric Renal Transplantation. 
H. Pizzo,1 D. Gjertson,2 R. Ettenger,1 E. Tsai.1 1Pediatric Nephrology, 
UCLA School of Medicine, Los Angeles, CA; 2Pathology, UCLA School 
of Medicine, Los Angeles, CA.
Purpose: We previously reported that a high tacrolimus (TAC) % coeffi cient of 
variation (CV%) in pediatric (Ped) kidney transplant (KTx) patients (pts) is associated 
with acute rejection (Rej), development of donor specifi c antibodies (DSA) and 
medication nonadherence (MNA). We sought to determine the predictive value of 
the CV% of sirolimus (SLR) and/or TAC on KTx Rej, DSA and MNA in Ped KTx 
pts on SLR and TAC.
Methods: Trough levels of SLR and TAC obtained within a 6 month period prior 
to a KTx biopsy (Bx) were used to determine CV% in 37 Bxs in 23 high risk pts, 
2-18 years old, on SLR and low-dose TAC. Bxs were graded by 2009 Banff criteria. 
MNA by self-report defi ned as > 20% missed doses. DSA positivity defi ned as > 
1000 MFI by Luminex assay.
Results: High median SLR CV% of 40.8% was signifi cantly associated with Rej 
(Fig.1, p=0.0001). A cut-off SLR CV% of 25% determined by ROC analysis predicted 
pts that would have Rej (Fig. 1, p=0.0001). Median TAC CV% was not associated 
with Rej (p=0.15). Patients with high SLR CV% were signifi cantly more likely to 
show high TAC CV% (Fig.2, upper right quadrant, p<0.03). In this subgroup of high 
SLR and TAC CV%, 18 of 21 Bxs (86%) were associated with rejection (p=0.005), 
11 of 16 (69%) developed DSA (p=0.03) and 15 of 21 (71%) reported MNA (p=0.05).
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Conclusion: Among pts on SLR and low-dose TAC immunosuppression, a high SLR 
CV% is a strong predictor of rejection. Pts with high SLR CV% are signifi cantly 
more likely to have high TAC CV%. Pts with elevations in both SLR and TAC 
CV% are more likely to report MNA and develop rejection and DSA. Thus, in Ped 
KTx pts, SLR and TAC CV% can be an important tool to monitor rejection and 
DSA associated with MNA.
DISCLOSURES: Ettenger, R.: Grant/Research Support, Novartis, Bristol Myers 
Squibb.

Abstract# A337 
Kidney Transplantation in Nephropathic Cystinosis: Outcomes in 
The 21ST Century. R. Mannon, R. Reed, J. Locke. Medicine and Surgery, 
University of Alabama at Birmingham, Birmingham, AL.
Background: Nephropathic cystinosis (NC) is an autosomal recessive, lysosomal 
storage disease affecting about 500 individuals in North America. Presenting in 
infancy with Fanconi syndrome and growth retardation, long term complications 
include renal failure, myopathy, diabetes, and CNS deterioration. With the advent of 
cysteamine therapy, life expectancy has improved and the need for renal replacement 
therapy delayed into adolescence. While prior studies of NC recipients have shown 
better patient and graft survivals compared to non-NC recipients, these studies were 
primarily in pediatric recipients, using non-contemporary immunosuppression. The 
goal of this study was to investigate the impact of older recipient age and current 
transplant practices on outcomes in NC recipients.
Methods: Kidney-only recipients with a primary diagnosis of NC from SRTR 
2003-2013 [n=200] were matched to general kidney-only recipients (1:1) based on 
age, race, gender, pre-emptive transplant status, donor type (living or deceased), 
and re-transplantation. Death-censored graft survival (DCGS) and patient survival 
(PS) were estimated using Kaplan-Meier and compared using log-rank and Cox 
models (Hazard Ratio [HR]).
Results: Among recipients with NC, the median age at transplant was 17y (range: 
13-27y). 51% were male and 84% Caucasian, refl ecting the genetic preponderance 
of the disease. 56% received living donor transplants, 45.5% were transplanted 
pre-emptively before dialysis, and 22% underwent re-transplant. Compared to the 
general recipient population, there was no statistically signifi cant difference in DCGS 
[10yr NC 64.2% vs. non-NC 46.3%, p=0.71; HR 0.75, 95% CI 0.41-1.38, p=0.36] 
(A). However, NC recipients demonstrated a trend toward signifi cantly lower PS 
[10yr NC 83.4% vs. non-NC 92.5%, p=0.076] (B) and a 3-fold increased risk for 
patient death [HR 3.0; 95% CI 0.97-9.30 p=0.06].

Conclusion: While prior studies have shown improved outcomes in recipients with 
NC, our data indicate that long term patient survival is worse in NC recipients. This 
may refl ect the later complications of cystinosis, and mandates a transition of care 
to adult centers that includes a management plan for cystinosis.
DISCLOSURES: Mannon, R.: Other, Raptor, Advisory Board Member.

Abstract# A338 
Racial/Ethnic Disparities in Pediatric Renal Allograft Survival in 
the United States: 2000-2011. R. Patzer, S. Mohan, N. Kutner, W. 
McClellan, S. Amaral. Department of Surgery, Emory University School 
of Medicine, Atlanta, GA.
Introduction: Racial disparities in adult renal transplant outcomes have been 
reported extensively, where black patients have poorer allograft survival vs. 
white patients. The reasons for these differences are multifactorial, including both 
biologic and socioeconomic factors. In the pediatric end-stage renal disease (ESRD) 
population, Hispanics represent a growing proportion of ESRD patients. No study 
to our knowledge has examined the effect of race/ethnicity and both individual- and 
neighborhood-level socioeconomic status (SES) on allograft survival, by donor 
source.
Methods: We examined this association in a cohort study of incident, pediatric ESRD 
patients in the United States Renal Data System (USRDS) who received a kidney 
transplant from 2000 through Sept. 2011. Multivariable Cox models were used to 
examine racial differences in graft survival, stratifi ed by donor type.

Results: Among 6,216 pediatric kidney transplant recipients in the U.S., a total of 
893 subjects (14.4%) experienced graft failure over the median 4.5 year follow-up. 
After controlling for multiple covariates, black race, but not Hispanic ethnicity, was 
associated with a signifi cantly higher rate of graft failure for both living (LD) and 
deceased (DD) donor transplant recipients (p<0.0001).

These differences were particularly stark by fi ve years post-transplant, when black 
LD transplant recipients experienced only 63.0% graft survival compared with 82.8% 
and 80.8% for Hispanics and whites, respectively. These racial disparities persisted 
among both high and low poverty neighborhoods and among both privately- and 
publicly-insured patients. Notably profound declines in both DD and LD graft 
survival rates for black children preceded the 3-year mark when transplant Medicare 
eligibility ends.
Conclusions: Further research is greatly needed to identify the unique barriers to 
long-term graft success among black pediatric transplant recipients.

Abstract# A339 
Immune Cell Intracellular ATP as a Measure of Immunosuppression 
Adequacy in Pediatric Renal Transplant Recipients. W. Yeo, P. Lau, 
C. Seah, H. Yap. Pediatrics, Yong Loo Lin School of Medicine, National 
University of Singapore, Singapore, Singapore.
Objective: Renal transplant recipients are at increased risk of complications 
related to adequacy of immunosuppression. The Cylex®ImmuKnowTM assay, via 
measurement of immune cell intracellular adenosine triphosphate (ATP), provides 
a direct assessment of the immune function in immunosuppressed individuals. The 
study aims to examine the clinical utility of the assay in identifi cation of pediatric 
renal transplant individuals at risk of i) post-transplant lymphoproliferative disease 
(PTLD), ii) Epstein-Barr virus (EBV) viremia and iii) allograft rejection.
Methods: This is a prospective study involving 50 pediatric renal transplant 
recipients. Sample blood was obtained from these study subjects periodically and 
at time points positive for PTLD, EBV viremia or acute allograft rejection. CD4+ 
cells were positively selected using magnetic particles coated with anti-CD4 and 
then lyzed to release intracellular ATP. Released ATP was measured using luciferin/
luciferase and a luminometer. Statistical analysis was performed using Mann-
Whitney U test to compare mean ATP values between recipients with/without 
PTLD, EBV-viremic and non-EBV viremic recipients, and recipients with/without 
biopsy-proven rejections. Receiver-operating characteristic (ROC) curve analysis 
was used to determine the clinical utility of the assay in identifying renal transplant 
recipients at risk of developing complications as above.
Results: Amongst the 50 pediatric renal transplant recipients, 15(30%) had biopsy-
proven rejections, 4(8%) had PTLD and 6(12%) had EBV viremia. Mean ATP 
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levels in transplant recipients with PTLD and EBV viremia were signifi cantly lower 
compared to those (223.9 ± 20.7 ng/ml vs 429.3 ± 11.9 ng/ml, p<0.001 and 252.7 ± 
19.0 ng/ml vs 433.2 ± 12.4 ng/ml, p<0.001, respectively). Renal transplant recipients 
with biopsy-proven rejections were noted to have signifi cantly higher mean ATP 
compared to those without (468.7 ± 25.3 ng/ml vs 384.1 ± 12.6 ng/ml, p=0.001). 
Using ROC curve analysis, the area under the ROC curve was 0.81 (95% CI: 0.74 
-0.88) for PTLD, 0.77 (95% CI: 0.70 -0.83) for EBV viremia and 0.63 (95% CI: 
0.56-0.71) for biopsy-proven rejection.
Conclusions: Our study results suggest the potential utility of measurement of 
immune cell intracellular ATP for assessment of immunosuppression adequacy. 
Further prospective studies are, however, required to validate the above fi ndings.

Abstract# A340 
Bladder Volume Change and Post-Transplant Vesicoureteral Refl ux 
(VUR) in Pediatric Recipients With Atrophic Bladder After Kidney 
Transplantation. H. Satoh,1 Z. Matsui,1 Y. Itabashi,1 Y. Aoki,1 S. 
Tamaki,1 S. Shishido.2 1Pediatric Urology and Kidney Transplantation, 
Tokyo Metropolitan Children’s Medical Center, Tokyo, Japan; 2Pediatric 
Nephrology, Toho University, Tokyo, Japan.
Background
 Children with CKD have high prevalence of atrophic bladder due to disused situation 
and inadequate bladder-cycling after long-term dialysis and congenital urinary tract 
anormaly. Small capacity bladder have potential risks of ureterocystoneostomy.
 We retrospective reviewed our surgical outcome of ureterocystoneostomy and 
bladder volume change at 4 months after kidney transplantation in pediatric recipients 
with atrophic bladder.
Methods
Between 2000 and 2012, 153 pediatric renal transplant recipients were performed 
kidney transplantation with evaluation of bladder size using voiding cystography 
before and 4 months after transplantation. Patients with neurogenic bladder were 
excluded. Defi nition of atrophic bladder volume is less than 50% of estimated bladder 
capacity(30×(age+1)) under 10 years old and less than 150ml over 10 years old.
Result
Seventy-two (47.1%) pediatric recipients showed atrophic bladder (42 males and 
30 females). Average age of transplants is 7.2±5.3 years old. Average height is 
107.2±22.8cm and weight is 19.2±10.9kg. Mean bladder volume is 46.0±35.1ml at 
pre-transplant and 164±80.4ml at 4 months after transplant. The bladder capacity 
of pre-transplant atrophic bladder signifi cantly increased approximately 3 times 
at 4 months after transplantation regardless of pre-transplant age, bladder volume 
and body weight.
There is a signifi cant difference of the incidence of post-transplant vesicoureteral 
refl ux(VUR) in the graft between the atrophic baladder and the normal group(14.1%: 
1.2%). Procedures of ureterocystoneostomy in the atrophic bladder group were 
intravesical(P-L) method (n=37), extravesical(L-G) method(n=34) and uretero-
ureterostomy(n=1). There is no signifi cant difference of prevalence of VUR in the 
graft kidney between P-L and L-G method(13.5%(n=5); 14.7%(n=5)). However, 
there is a signifi cant difference of the incidence of VUR among pre-transplant bladder 
capacity(0-50ml:19.6%, 50-100ml:4.8%,100-150ml:0%) .
Conclusion
Pediatric kidney recipients had high prevalence of atrophic bladder, and the 
improvement of bladder volume is excellent without special procedure of 
ureterocystoneostomy and pre-transplant management in pediatric recipients. 
However there is potential high risk of VUR in recipients with atrophic bladder.

Abstract# A341 
It’s in the Blood: Association Between Completion of Dried Blood 
Spot Monitoring and Medication Adherence and Patient Preference. 
K. Freeman, K. Clark, B. Garg, D. Koop, M. Munar, A. Al-Uzri. Oregon 
Health & Science University, Portland, OR.
PUPROSE: The purpose of this study is to evaluate adherence to completing and 
returning dried blood spots (DBS) tests as a home monitoring device for children 
post-kidney transplantation. We examine the association between DBS monitoring 
adherence and demographic, baseline self-reported medication adherence, and 
anticipated satisfaction with and preference for DBS home monitoring.
METHOD: This analysis is from a longitudinal, prospective study over 12 months 
designed to validate use of DBS home monitoring in youth ages 2-21 after kidney 
transplantation. Youth complete a monthly DBS test at home and mail it to the 
medical center for creatinine and tacrolimus analysis. Baseline youth medication 
non-adherence is assessed via the Medical Adherence Measure (MAM), a structured 
interview completed with youth and/or parents. At enrollment, anticipated satisfaction 
with DBS monitoring is measured using a 9-item questionnaire (total = 45, higher 
scores indicating greater satisfaction with DBS use). Strength of perceived preference 
for completing DBS monitoring versus clinic based monitoring is assessed at 
enrollment using a visual analog scale (scores range from +72mm [preference for 
DBS monitoring] to -72mm [preference for clinic monitoring]).
RESULTS: Twenty-one youth have completed baseline assessment. Mean age was 
14.8 years ± 4.69; 11 are male. Mean number of medications is 7.77 ± 2.07. Mean 
baseline non-adherence for all medications over the 7 days is 10.41% ± 15.95. Greater 

non-adherence was reported to non-immunosuppressants (13.14% ± 19.04) than to 
immunosuppressants (6.24% ± 17.5). Of doses taken, 12.71% ± 23.20 were taken 
late. All but 3 families reported a preference for DBS monitoring (Mean preference 
= 54.97, range 30.5-72.0). Number of medications taken is positively associated with 
anticipated satisfaction with DBS monitoring (r = .539, p = .007).
CONCLUSION: Kidney transplant recipients and their families reported lower 
medication non-adherence to immunosuppresants at enrollment compared to 
other medications. Further, they reported a preference for DBS home monitoring. 
Association between number of DBS papers returned and baseline medication 
adherence and anticipated satisfaction with and preference for DBS monitoring will 
be investigated in this ongoing trial.
DISCLOSURES: Al-Uzri, A.: Grant/Research Support, Astellas Pharma US Inc., 
Other, Alexion Pharamceutical , Participation in Expert Panel meeting.

Abstract# A342 
Extended Valganciclovir Prophylaxis Is Well Tolerated in Pediatric 
Kidney Transplant Recipients. C. Benchimol,1 H. Tedesco Silva Jr.,2 
G. Varela-Fascinetto,3 M. Genevray,4 D. Bradley,5 J. Ives.5 1Mount Sinai 
Medical Center, New York; 2Universidade Federal de Sao Paulo, Sao 
Paulo, Brazil; 3Hospital Infantil de Mexico Federico Gomez, Mexico City, 
Mexico; 4F. Hoffmann-La Roche, Basel, Switzerland; 5Roche Products 
Ltd, Welwyn Garden City, United Kingdom.
The benefi t-risk of extended valganciclovir (VGCV) prophylaxis for CMV disease 
is well known in adults. To date, there has been insuffi cient data to describe the 
tolerability profi le in children. Therefore, the aim of this study was to describe the 
tolerability of extended VGCV in pediatric kidney transplant recipients.
A prospective, multicenter, open label, single arm study whereby 56 pediatric 
kidney transplant recipients, aged 1 to 16 years, at risk of CMV disease, received 
up to 200 days VGCV prophylaxis. Once daily dosing in mg was based on 7x body 
surface area x estimated creatinine clearance. Patients were followed through to 
week 52 post-transplant.
The population comprised of 55% males. CMV serostatus was mostly D+/R+ (45%) 
or D+/R- (39%). All patients had at least one adverse event (AE). Six patients 
prematurely withdrew from prophylaxis due to an AE (5/6 during the second 100 
days of prophylaxis). Most frequent AEs were upper respiratory tract infection (33.9 
%), urinary tract infection (33.9 %) and diarrhea (32.1 %). Most frequent VGCV 
related AEs were leukopenia (21.4%) and neutropenia (19.6%). Gastrointestinal, 
blood/lymphatic system and renal/urinary disorders were more common in the fi rst 
100 vs the second 100 days and refl ective in the number of dose modifi cations/
interruptions for AEs during the fi rst 100 days. No system organ class of AE had a 
higher incidence in the second 100 days. Laboratory data refl ected the known safety 
profi le of VGCV, with decreases in neutrophil and lymphocyte counts common. 
The rate of central laboratory confi rmed CMV viremia post-prophylaxis was low 
(10 patients; 6 were D+/R- and 4 D+R+), with resistance observed in only one 
D+R- patient (UL97 L595F). A single suspected case of CMV syndrome reported 
in a D+/R- patient could not be confi rmed with central laboratory results. Rejection 
rates were low (11%) with no graft loss or death.
In conclusion, VGCV prophylaxis was generally well tolerated for up to 200 days 
in pediatric kidney transplant recipients. The safety profi le in children remains 
consistent with the safety profi le of VGCV in adults.
DISCLOSURES: Tedesco Silva Jr., H.: Other, Roche, Honorarium. Varela-
Fascinetto, G.: Other, Novartis Mexico, Advisory Board. Genevray, M.: Employee, 
F. Hoffmann-La Roche. Bradley, D.: Employee, Roche Products Ltd. Ives, J.: 
Employee, Roche Products Ltd.

Abstract# A343 
Increased Immunosuppression Level Variation Is Associated With 
Donor Specifi c Antibodies in Young Renal Transplant Recipients. D. 
Claes,1 A. Pai,2 E. Nehus,1 D. Hooper,1 B. Zhang,3 A. Girnita,4 J. Goebel.1 
1Pediatric Nephrology, Cincinnati Children’s, Cincinnati, OH; 2Behavioral 
Medicine & Clinical Psychology, Cincinnati Children’s, Cincinnati, OH; 
3Biostatistics & Epidemiology, Cincinnati Children’s, Cincinnati, OH; 
4Dept of Surgery, University of Cincinnati, Cincinnati, OH.
Purpose: Non-adherence (defi ned subjectively) is associated with donor-specifi c 
antibody (DSA) development in renal transplant recipients (RTRs). We studied 
the relationship of objective measures of non-adherence - standard deviation (SD) 
and coeffi cient of variation (CoV) of immunosuppressant (IS) trough levels - with 
DSA prevalence.
Methods: Retrospective analysis of SD and CoV in the 5 most recent tacrolimus or 
sirolimus trough levels at the time of DSA testing in 69 non-high immunologic risk 
RTRs followed at our center since we initiated DSA testing in 2010.
Results: DSA prevalence was 46% (n=32); 50% were noted at testing initiation. 
Baseline demographics were similar among DSA + and - RTRs for median age at 
RT (10.7 vs 11.1 years) and DSA testing (15.5 vs 19 years), male gender (84% vs 
65%), underlying renal diagnosis, donor type (69% vs 76% living), pre-transplant 
PRA < 20% (97% vs 100%) and time post-RT to DSA testing (3.1 vs 3.6 years). 
DSA+ RTRs were more likely black (28% vs 8%, p=0.05), less likely to have a 
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PRA of 0 (77% vs 100%, p<0.01) and less well HLA-matched (median 4/6 vs 3/6; 
p<0.01) notably at class II loci (91% with any class II mismatch vs 68%, p=0.04). 
At the time of DSA testing, DSA+ RTRs had lower estimated GFR (median 56.5 
vs 73.5 ml/min/1.73 m2 by Schwartz formula, p=0.03) but only 9 DSA+ RTRs had 
allograft dysfunction as defi ned by an increase in serum creatinine >20%. DSA+ 
RTRs were more likely on sirolimus (66% vs 41%, p=0.05) or steroids (56% vs 
27%, p=0.02) but had similar MMF use (69% vs 62%). DSA+ RTRs had higher 
variations in IS trough levels, defi ned as a SD >2 (53% vs 27%, p=0.05) or CoV 
>40% (44% vs 11%, p<0.01). Multivariate logistic regression demonstrated that 
CoV >40% (p=0.01), steroid use (p=0.04) and sirolimus use (p=0.06) remained 
signifi cantly associated with DSA prevalence.
Conclusions: In our single-center sample of young renal transplant recipients, 
sirolimus use, steroid use and increased variation of IS levels were associated with 
DSA prevalence. RTRs with DSAs may thus benefi t from enhanced adherence 
support.

Abstract# A344 
Risk Factors for Development of Opportunistic Infections in Pediatric 
Renal Transplant Patients. C. Jordan,1 D. Taber,2 N. Pilch,1 J. Fleming,1 
M. Oliver,1 J. Connelly,1 S. Nadig,2 A. Lin,2 J. McGillicuddy,2 I. Shatat,3 K. 
Twombley,3 K. Chavin,2 P. Baliga.2 1Pharmacy, MUSC, Charleston, SC; 
2Transplant, MUSC, Charleston, SC; 3Pediatrics, MUSC, Charleston, SC.
Background: The aim of this study was to evaluate risk factors for the development 
of opportunistic infections (OIs) (CMV, BKV, and EBV) and outcomes in pediatric 
kidney transplant (KTX) recipients.
Methods: Single center retrospective longitudinal cohort study of pediatric recipients 
age 21 or less who received a KTX between 1999 and 2012.
Results: 175 patients were included (64 with OIs and 111 without OIs). Signifi cant 
risk factors included younger age, EBV negative serostatus, CMV donor(+)/
recipient(-) serostatus, biopsy-proven acute rejection, mycophenolate mofetil (MMF) 
dose > 500 mg/m2, and ANC < 1000 (Table 1). A risk model using binary logistic 
regression and including these variables (Figure 1) demonstrated good predictability 
(C-stat: 0.693 (95% CI 0.60-0.78), p<0.001). Within this multivariate model, mean 
MMF doses of > 500mg/m2 was the strongest predictor for development of OIs 
(adjusted odds-ratio 2.347, 95% CI 1.119-4.922). The risk model specifi city was 
78% and sensitivity is 50%. Death, development of PTLD, and severe rejection 
trended toward being more common in patients with OIs (Table 2).

Conclusion: OIs occur in one out of every three pediatric KTX recipients. A 
6-variable model demonstrated good predictability for identifying patients at 
highest risk for OIs. MMF doses >500mg/m2 was one of the strongest risk factors 
for developing an OI.

Abstract# A345 
Evaluation of Racial Disparities in Pediatric Kidney Transplant. 
M. Oliver,1 D. Taber,2 N. Pilch,1 J. Fleming,1 C. Jordan,1 J. Connelly,1 
S. Nadig,2 J. McGillicuddy,2 K. Chavin,2 P. Baliga,2 K. Twombley.2 
1Pharmacy, MUSC, Charleston, SC; 2Transplant, MUSC, Charleston, 
SC; 3Pediatrics, MUSC, Charleston, SC.
Prior studies have demonstrated that socioeconomic status (SES) infl uences racial 
disparities in adult kidney transplant (KTX) recipients, but there are limited analyses 
studying this in pediatric KTX and a paucity of data examining psychosocial issues 
on racial disparities.
METHODS: This was a longitudinal cohort study of all pediatric KTX (<21 
yo) transplanted at a single-center between July 1999 and Dec 2013. Detailed 
sociodemographics, psychological, family and clinical variables were collected 
from medical records. Univariate and multivariable analyses were conducted to 
determine predominant differences between racial cohorts (African-American [AA] 
vs. non-AA) and factors associated with outcomes.
RESULTS: 175 pediatric KTX were included, 46% were AA. On average, AA 
recipients lived closer to the transplant center (102±65 vs. 133±72 miles, p=0.004), 
were less likely to receive a living donor transplant (19% vs. 50%, p<0.001) and were 
on dialysis longer (1.0±0.9 vs. 0.6±0.8 yrs, p=0.006). After transplant, AA recipients 
were 3.4 times more likely to experience (95% CI 1.6-7.3) graft loss (see Figure 1). 
AA patients had higher mean SCr (2.6±2.5 vs. 1.2±0.7 mg/dL, p<0.001) and had 
higher rates of rejection (43% vs. 18%, p<0.001), medication non-adherence (26% 
vs. 12%, p=0.015), disruptions in parenting (12% vs. 1%, p=0.002), and family 
insurance/monetary issues (17% vs. 5%, p=0.011). After adjusting for donor type, 
DGF, acute rejection, SES and family issues, the infl uence of AA race on graft loss 
was signifi cantly reduced, but not completely abrogated (adjusted OR 1.6 95% CI 
0.7-4.1). Patients between 18-21 yo had a 50% higher risk of graft loss as compared 
to those <18 yo; however this risk was similar between AA and non-AA patients.
CONCLUSIONS: Pediatric AA KTX patients continue to experience a 
disproportionately higher rate of graft loss, which is moderately explained by 
differences in donor type, immunologic risk, socioeconomics and family-related 
issues; however, these risks do not fully explain the racial disparities.

Abstract# A346 
Long Term Outcomes of Renal Transplantation in Infants at a Single 
Center. S. Chinnakotla, B. Chavers, K. Gillingham, P. Verghese, A. 
Awode, M. Rheault, L. Najera, C. Hanna, A. Katz, M. Cook, C. Kashtan, 
M. Mauer, J. Najarian, A. Matas. UofMN, Minneapolis.
Objectives: Infants(age=<2 years) with end stage renal disease requiring dialysis 
experience high rates of morbidity and mortality. Yet, because of technical and 
management issues, there are still concerns about transplanting infants. We analyzed 
the Long term outcomes of renal transplants(tx) in infants.
Methods: Between 1984-2012, n=132 infants underwent primary kidney tx(115 
Living donor(LD); 17 deceased donor(DD). Outcomes were compared to those 
of children 2-18 yrs(n=381). Actuarial survival rates were estimated using Kaplan 
Meier methods. Cox regression analyses were performed to determine whether age 
had a signifi cant impact on graft survival(with and without deaths censored) after 
adjusting for known risk factors for graft loss.
Results: There was no statistical difference in actuarial outcomes(patient 
survival(PS),graft-survival(GS),& death censored GS) between infants and older 
children(HR=1.088(95%CI 0.8-1.5). In LDs, acute rejection free GS(71%AR-
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free@1yr post-tx;p=0.05) and chronic rejection free GS(75%@5yrs post-
txp;p=0.003) was higher in infants compared to 2-18 group. The LOS was longer-
for-infants(18 vs.14days,p=<0.001). Those having tx in  ≥>2002 (vs pre-2002) 
had improved PS and GS(p=<0.05). Since 2002, the 5-year patient survival of 
infants has been 100%. LD grafts had signifi cantly improved outcomes. For those 
LDtx  ≥ 2002, Graft half-life(starting @1yr post tx) for infants is 34years. Renal 
artery thrombosis was not different but incidence of urine leaks was higher in 
infants(p=0.02). CMV and BK virus infection were similar between age groups. 
By Cox regression analyses factors associated with decreased graft survival were 
DD donor graft(HR=1.47,p=0.025 compared to LD,<age 50), and transplant era 
1984-2001(HR=1.64,p=0.047compared to 2002-2012). Successful TX in infants 
was associated rapid catch up growth(p=<0.05) and improved QoL.
Conclusions: Infants with ESRD can achieve successful long term outcomes with 
renal TX. LD graft continues to provide the most benefi t and should be the fi rst option.

<2y(n=132) 2-18y(n=381) P Value
Indi for TX NS
Cong Anomal 41 79
Obst,Cong 10 20
Obst,Acq 22 44
Cong Nep Syn 17 15
FSGS 2 45

2 11
Graft loss 1-5 years 
(%)
ACR 1 0.6 NS
CR/CAN 9 7
Recurrence 1 1.7
Non Compliance 0 3.32
DWF 1 1
Functioning 88 85

EraI EraII P Value
<2yrs.(%) 0.047
5yr GS 79 92
5yr DCGS 81 92
5yr PS 95 100
2-18yrs.(%)
5yr GS 78 87
5yr DCGS 80 91
5yr PS 98 93
I=1986-2001 II=2002-2012

Abstract# A347 
The Role of Bortezomib in Pediatric Renal Transplant Recipients With 
Antibody Mediated Rejection. A. Nayak, E. Tsai, R. Ettenger. Pediatric 
Nephrology, University of California, Los Angeles, CA.
Purpose:
Bortezomib, a proteasome inhibitor has been used successfully to treat early 
antibody-mediated rejection(AMR) in adults. It is not known whether Bortezomib 
is safe and effective in pediatric kidney transplant recipients. It is also not known if 
it is effective in late AMR secondary to non-adherence. We utilized Bortezomib in 
IVIG/Rituximab resistant AMR.
Methods:
8 patients with a mean age of 15.5 years(range 5-20 years), were treated with a 
bortezomib protocol that we adopted for pediatric kidney transplant patients using 
4 doses of bortezomib(1.3 mg/m2 per dose × 4) per course at standard labeled doses. 
The bortezomib protocol also included a total of 7 rounds of plasma exchange and 
one round of rituximab at the beginning of the course and a round of high dose IVIG 
at the end. 1 patient had early acute AMR and 1 other patient had plasma cell rich 
Acute Cellular Rejection(ACR) on biopsy without DSA’s. The remaining 6 patients 
had a combination of late AMR+/- ACR. Patients were monitored by serial donor 
specifi c anti-HLA antibody (DSA) determinations [Luminex/Labscreen beads] 
and quantifi ed by conversion to fl uorescence intensity to molecules of equivalent 
soluble fl uorescence (MESF).
Results:
Of the 8 patients treated with bortezomib, no effect was observed in the patient 
with plasma cell rich ACR on biopsy. 1 patient suffered graft loss. In the serum 
at the time of pre-treatment biopsy, the mean sum of pre-treatment MFI of DSA’s 
in the 7 patients was 25,579 (range 7457 – 43457). The same post-treatment was 
24,663(range 4436-50082). In patients with coexisting ACR, 5 out of the 8 patients 
had an improvement in their Banff grade. Of the 7 patients that had C4d+ biopsies, 
3 had reductions in their C4d staining. At the beginning of treatment the mean 
eGFR by the Schwartz method of 68.26 ml/min/1.73m2 (range 11.3 - 112) and 
post-treatment the mean was 80.41 ml/min/1.73m2( range 18 – 102.5). None of the 
patients experienced serious adverse events like peripheral neuropathy as defi ned 
by a predetermined protocol.
Conclusion:
We conclude that Bortezomib may have a modest effect in patients that showed 
denovo DSA’s with AMR on biopsy due to non-adherence as determined by the % 
tacrolimus co-effi cient of variation of by self-report due to a structured interview. 
In our experience the eGFR remained stable and there was a modest decrease in the 
MFI of DSA’s and C4d staining. Bortezomib was not effective in treating plasma 
cell rich ACR.

Abstract# A348 
Outcome of Kidney Transplantation in Children With WT1 Gene-
Related Disease (Drash, Frasier Syndrome). S. Shishido,1 Y. Hamasaki,1 
T. Kawamura,1 M. Muramatsu,1 H. Sato,2 Z. Matsui,2 H. Nihei,1 T. 
Yanagisawa,1 Y. Niitsu,1 A. Aikawa.1 1Nephrology, Toho University, 
Faculty of Medicine, Tokyo, Japan; 2Urology, Tokyo Metropolitane 
Children’s Hospital, Tokyo, Japan.
Background: The WT1 gene mutations observed in patients with Denys-Drash 
(DDS) and Fraisure syndrome (FS) are associated with genitourinary development 
and tumorigenesis. Kidney transplantation (KT) is recommended for children who 
progress to real failure. However, limited information is available regarding the 
long-term outcome and the management of intersex disorders after KT.
Methods: Retrospective study of 20 pediatric patients with WT1 gene–related 
disorders (DDS; 14 and FS; 6) who have undergone KT between 1990 and 2013 
was conducted.
Results: Fourteen patients had a 46XY karyotype; 6 of these XY patients had female 
phenotype (1 in DDS and 5 in FS) and they have been raised as a girl with bilateral 
gonadectomy. 6 XY patients had ambiguous phenotype and had a series of surgical 
repair for hypospadias and undescended testis until 2 years of age. Five patients 
with a 46XX karyotype had female genitalia. WT1 gene analysis was performed 
in 18 patients, which showed heterozygous germline mutations in exon 9 (n=11), 
intron 9 (n=5), exon 7 (n=1), and exon 8 (n=1).
Wilms’ tumors occurred in 7 of 14 patients with DDS; 2 males and 5 females, and 
the median age at diagnosis was 1.3 years. In addition, 2 of 6 patients with FS 
developed gonadoblastoma. The mean waiting time for KT after completion of 
chemotherapy for Wilms’ tumor was 4.1 years. All recipients underwent bilateral 
nephrectomies before KT.
The mean age at dialysis was 3.2±3.8 years in 14 patients with DDS and 8.7±5.0 
years in 6 patients with FS. The mean age at KT was 5.6±3.3 years in patients with 
DDS and 11.8±6.8 years in patients with FS.
Acute rejection rate was compatible with control group of patients with 
WT1nonrelated disease. One patient had chemotherapy because of recurrent Wilms’ 
tumor 4.6 years after kidney transplantation. However, graft survival at 1-, 5- , and 
10 year posttransplant was 100%, 100%, and 80%, respectively. Fine catch-up 
growth was observed except for 3 children who received heavy chemotherapy for 
the treatment of Wilms’ tumor. Six 46XY female patients have received hormonal 
supplement from puberty.
Conclusions:Abnormal sexual differentiation has been observed in all XY patients 
with WT1 mutation. The outcome of children with DDS of FS who proceeded to 
KT is compatible with children with other diagnosis

Abstract# A349 
Variability in Pediatric Kidney Transplant Volumes Across US 
Transplant Centers. S. Amaral,1,2 P. Abt,3 S. Furth.1,2 1Pediatrics, 
Children’s Hosp of Phila, Phila, PA; 2Epidemiology, University of Pa, 
Phila, PA; 3Transplant Surgery, Univ of Pa, Phila, PA.
Background: OPTN/UNOS is considering bylaws to address pediatric transplant 
experience requirements for surgeons and physicians to assure that programs 
performing pediatric transplants provide quality care. However, defi ning metrics of 
suffi cient pediatric expertise is challenging due to limited patient volumes.
Objective: We queried SRTR publicly available reports to better characterize the 
current distribution of pediatric transplant volumes by age categories at US centers.
Methods: We examined all US transplant centers, and identifi ed those where at least 
one patient < 18 years of age was transplanted from 2000 through 2012. We calculated 
mean annual pediatric transplant volumes per center over this 13 year period, overall 
and by recipient age categories (0-1 yrs, 1-5 yrs, 6-10 yrs, and 11-17 yrs).
Results: From 2000 through 2012, 212 (77%) of 276 US transplant centers 
transplanted at least one pediatric patient.

Pediatric
Recipient
Age

Total Pediatric 
Kidney 
Transplants, 
2000-2012, 
by Age Group

Total # (and %)
Centers 
Transplanting 
Any Pediatric 
Patient, 2000-
2012,
by Age Group

Total # (and %)
Centers 
Transplanting At 
Least One Pediatric 
Patient Annually, by 
Age Group

Total # (and %) Patients 
Transplanted at Centers 
Where <1 Pediatric Patient 
in Same Age Group is 
Transplanted Annually

0-17 
years 10,180 212 (76.8%) 119 (56.1%) 1,024 (10%)
Less 
than1 36 18 (8.5%) 0 (0%) 36 (100%)
1-5 years 2,022 115 (54.2%) 62 (53.9%) 276 (13.6%)
6-10 
years 1,854 129 (60.8%) 59 (45.7%) 361 (19.5%)
11-17 
years 6,268 211 (99.5%) 113 (53.6%) 351 (5.6%)

Only 56% of these centers transplanted at least 1 pediatric patient annually. About 
10% of pediatric kidney transplant recipients were transplanted in centers where < 
1 mean annual transplant in a similar age group occurred. Nearly 20% of 6-10 year 
olds received kidney transplants in centers where <1 mean annual kidney transplant 
in a similar age group occurred.
Conclusions: Overall mean annual pediatric kidney transplant volumes are 
low. Future studies will examine whether higher pediatric transplant volumes 
are associated with better transplant outcomes and will characterize geospatial 
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relationships between lower and higher volume centers. Patient co-morbidities will 
also be considered. These data are crucial to inform feasible metrics for pediatric 
kidney transplant expertise that balance the need to provide optimal care with the 
need to increase access to care.

Abstract# A350 
Early Intra-Individual Variability in Tacrolimus Trough 
Concentrations Predicts Long-Term Pediatric Renal Transplant 
Outcome. S. Min, S. Kim, H. Kang, S. Min, C. Choi, S. Kim, I. Jung, 
M. Park, J. Ha, A. Han. Seoul National University College of Medicine, 
Seoul, Kosovo, Republic of.
Background. High intra-individual variability in tacrolimus (TAC) trough 
concentrations can be expected in poorly adherent pediatric/adolescent patients. 
Therefore we investigated whether high intra-individual variability (IIV) in TAC 
trough levels has an impact on the long-term renal transplant outcome in a pediatric 
population.
Method. We included 68 children (11.0±4.1 yr) who had undergone renal 
transplantation between January 2001 and October 2010. The IIV in TAC trough 
concentrations was calculated using all tacrolimus trough concentrations over 
one year after transplantation. The mean IIV in TAC trough concentrations was 
35.3±7.2 (%).
Results. The baseline characteristics were not different between the patients with 
higher TAC IIV (n=31) and those with lower TAC IIV (n=37). The patients with 
higher TAC IIV showed lower renal graft survival (P=0.038) and had higher 
probability of chronic allograft nephropathy development (P=0.056) compared 
to the patients with lower TAC IIV. The patients with higher TAC IIV also had a 
signifi cantly higher risk in late acute rejection (P=0.010). The antibody-mediated 
rejection was developed in 4 patients and mainly occurred in the patients with 
higher TAC IIV (3 cases). Although renal Function was stable in both groups until 
5 years after transplantation, the patients with higher TAC IIV have showed rapidly 
deteriorating renal function since 5 years after transplantation (P<0.05 in all time 
points up to 8 years after transplantation).
Conclusion. Higher IIV in tacrolimus trough concentration in early period after 
transplantation leads to a faster decline in renal function and predicts poor renal 
transplant outcome in a pediatric population.

Abstract# A351 
An Update On the Utility of Protocol Biopsies at Three and Six 
Months in an Era With Better DSA Monitoring and Induction 
Immunosuppression in Pediatric Kidney Transplant Patients. 
A. Gallo, C. Gowdy, J. Berumen, T. Todo, W. Concepcion. Surgery 
Department, Stanford University, Palo Alto, CA.
INTRODUCTION:
Protocol biopsies (PB) remain part of the management of pediatric renal transplant 
recipients because of their ability to detect subclinical acute rejection (SCR). We 
sought to examine if changes in induction therapy and closer surveillance of donor-
specifi c antibodies (DSAs) have eliminated the need for three and six month protocol 
biopsies by decreasing the incidence of SCR .
METHODS:
A single-institution, retrospective review from 2008 to 2011 was conducted. 112 
consecutive pediatric kidney transplant patients were evaluated, 81 of whom 
underwent a 3 month PB and 58 of whom underwent a 6 month PB. Excluded 
patients were those who did not receive PBs or who were biopsied for clinical 
suspicion, increasing creatinine or changes in donor-specifi c antibody profi les. 
Data collected included immunosuppression, rejection, EBV, BK, and CN toxicity 
on biopsy pathology, biopsy related management changes, complications, and 
hospital readmissions.
RESULTS:
All patients were induced with Daclizumab or antithymocyte globulin. The 3 and 
6 month biopsies showed 1.2% and 5% BK nephropathy, 8.6% and 5% with CN 
toxicity and 6.2% and 10% with evidence of SCR. 72% of the 3 month patients 
were steroid free as were 51% of the six month patients. 63% of the SCR was in 
steroid free patients. Eight of the SCRs had change in management with admission 
for treatment. Minimal changes were made with CN toxicity because 3 months is 
a scheduled decrease in goal levels. Of the 3 month patients, fi ve had immediate 
complications: three developed hematuria requiring admissions, two developed AV 
fi stulas, and one had bowel on pathology. One patient developed BK and PTLD 
after increasing immunosuppression in response to SCR. Two of the 6 month biopsy 
patients had formation of AV fi stulas and one had post procedure urinary retention 
requiring admission.
CONCLUSION:
We conclude that three month PBs lead to potential complications without signifi cant 
changes in patient management due to a low incidence of SCR. Although the 
incidence of SCR is higher at six months it is still lower than previously reported. 
Further correlation with antibody mediated rejection and DSA data is on-going to 
see if clinical suspicion can negate pure protocol biopsies. This data suggests we 
should rethink the utility of PBs to prevent unnecessary complications, hospital 
admissions, and their associated increased costs.

Abstract# A352 
Novel Use of Dried Blood Spots for Home Monitoring in Children 
After Kidney Transplanation. A. Al-Uzri, M. Munar, K. Freeman, S. 
Iragorri, R. Jenkins, D. Rozansky, D. Koop. Oregon Health & Science 
University, Portland, OR.
PURPOSE: The use of dried blood spots (DBS) for home monitoring is limited 
due to unsatisfactory blood sampling and analytical diffi culties. The aim of this 
study is to validate the DBS method as a home monitoring device for children with 
kidney transplantation.
METHODS: This is a longitudinal prospective trial. Patients are asked to obtain 
monthly DBS samples at home over 12 months and mail them back to the lab. 
Additional DBS samples are obtained within 30 minutes from getting a routine IV 
blood draws in clinical lab. We report here our preliminary analysis of two aspects 
of the trial: 1) The correlation between Tacrolimus (TAC) and creatinine (Cr) 
levels measured by DBS with those obtained by IV blood draws in clinical lab; 
2) To measure the percent of DBS fi lter papers that are mailed back to the lab on 
time, and collected properly for analysis. DBS are analyzed for TAC and Cr using 
tandem mass spectrometry (LC-MS/MS) and are compared to TAC and Cr values 
analyzed in clinical lab.
RESULTS: 24 children are included in the analysis, 15 are males with a mean age of 
15 ±4.53 years. Three adolescents opted out of the study within 4 weeks of enrollment 
due to psychosocial reasons and one patient exited the study after loss of renal graft.
A total of 36 DBS samples were received from patients at time of reporting. 
Correlation between TAC (18 samples) and Cr levels (15 samples) with DBS and 
clinical lab are shown below.

Only 6/36 (16.6%) samples (from 4 patients), were never received, while 4/36 
(11.1%) were late, thus requiring a reminder from our offi ce. 100% of DBS samples 
were collected properly for analysis. Mean days reported between mailing the fi lter 
paper from home to receiving it in our lab was 7.05 ± 6.15.
CONCLUSION: Our preliminary results show signifi cant correlation between TAC 
and Cr levels obtained by DBS and clinical lab. The majority of patients properly 
completed the DBS at home and mailed them back on time. Collection and analysis 
of the longitudinal data are still ongoing. Home DBS monitoring for TAC and Cr 
may become a promising alternative to standard blood draws in clinical lab for 
transplant recipients.
DISCLOSURES: Al-Uzri, A.: Grant/Research Support, Astellas Pharma US Inc., 
Other, Alexion Pharamceutical, Expert panel meeting.

Abstract# A353 
Immune Correlates of Persistent Epstein-Barr Virus Viremia in 
Pediatric Renal Transplant Patients. G. Paulsen, M. Li, D. Feig, M. 
Shimamura. Pediatrics, University of Alabama, Birmingham, AL.
Background: EBV viremia is common in pediatric renal transplant recipients, but 
correlates of progression to post-transplant lymphoproliferative disease (PTLD) 
remain poorly defi ned. Persistent EBV viremia is a risk factor for PTLD, and 
correlates of persistent viremia may be associated with risk for PTLD.
Purpose: The purpose of this study is to examine the relationship between circulating 
lymphocyte subsets and NK cells and persistent EBV viremia in pediatric renal 
transplant patients.
Methods: Serial prospectively collected peripheral blood mononuclear cell samples 
were isolated from pediatric renal transplant patients following transplantation. 
CD4+ T cell subsets, CD4+ and CD8+ effector memory cells, and NK cells were 
analyzed by fl ow cytometry for surface markers and intracellular cytokine staining 
before and after phorbol myristate acetate/ionomycin stimulation.
Results: 31 samples were obtained from 11 renal transplant patients over six months. 
Six renal transplant patients had negative EBV PCR results at all time points. Five 
patients were EBV PCR positive, one of whom became EBV PCR negative, while 
four remained persistently positive with average PCR viral load of 9,024 copies/ml 
[range 515-34,710]. When compared to EBV PCR negative patients, persistently 
EBV positive patients had an increased frequency of circulating CD4+ T cells (56.4% 
vs 42.9%). Conversely, the frequency of CD4+ IFNγ+ cells after stimulation was 
decreased in EBV positive patients compared to EBV negative patients (0.8% vs 
1.8%). Persistently EBV positive patients also had fewer CD4+/CCR4+ Th2 cells 
than EBV negative patients (3.8% vs 7.1%), as well as fewer CD4+ IL-4+ cells after 
stimulation (0.7% vs 2.7%). No difference was seen in the frequency of CD4+ or 
CD8+ effector memory, or NK cells.
Conclusions: In this small cohort of prospectively analyzed pediatric renal transplant 
patients, persistent EBV viremia was associated with a relative increase in circulating 
CD4+ T cells, but a less robust CD4+IFNγ+ Th1 response when compared to EBV 
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negative patients. Patients with persistent EBV viremia also had fewer circulating 
CD4+ Th2 cells and a blunted IL-4+ response than patients without viremia. These 
results suggest that impairment of Th1 and Th2 responses may contribute to persistent 
EBV viremia. This is the fi rst study to analyze prospectively a cohort of pediatric 
renal transplant patients with and without EBV viremia for lymphocyte subset 
correlates of persistent viremia.

Abstract# A354 
Increased Incidence of Leucopenia With FDA Approved Valganciclovir 
Dosing for CMV Prophylaxis in Pediatric Kidney Transplant 
Recipients. S. Bhatnagar,1 K. Palma,3 J. Palmer,1 J. Baluarte,1 S. Amaral.1,2 
1Pediatrics, Children’s Hospital of Philadelphia, Philadelphia, PA; 
2Epidemiology, Children’s Hospital of Philadelphia, Philadelphia, PA; 
3Pharmacy, Children’s Hospital of Philadelphia, Philadelphia, PA.
BACKGROUND:
Cytomegalovirus (CMV) infection is a serious complication following kidney 
transplantation, and may lead to graft failure and loss, as well as increased mortality. 
Valganciclovir is used for CMV prophylaxis in pediatric kidney transplant recipients 
at high and moderate risk (CMV D+ and/or R+ serostatus). The dose recommendation 
in pediatric patients was previously determined through extrapolation from adult 
data, and varied from 10-12 mg/kg/day. Based on recent pediatric data, dose 
recommendations were changed in 2010 to 7 x BSA x CrCl, which was approved 
by the FDA. The newer dosing has led to a 2-3 fold increased dose as compared to 
traditional dosing for many patients. Concurrently we have observed a rise in the 
incidence of leucopenia post-transplant in the pediatric kidney transplant recipients 
at our center.
OBJECTIVES:
To identify whether increased dosing of valganciclovir in pediatric kidney transplant 
recipients is associated with increased incidence of leucopenia.
METHODS:
We conducted a retrospective cohort study of 95 pediatric kidney transplant recipients 
at our center from January 1, 2008 to December 31, 2013. The incidence of leucopenia 
(defi ned as WBC count <3000 cells/μL) was assessed, and compared between the 
patients receiving traditional vs. FDA approved dosing of valganciclovir.
RESULTS:
Seventy-nine incident pediatric kidney transplant recipients received valganciclovir 
for CMV prophylaxis, and 36 (45.6%) of these received valganciclovir per the 
FDA approved dosing recommendation. Twenty-eight (77.8%) of the patients who 
received the FDA approved valganciclovir dosing developed leucopenia, as compared 
to 23 (53.5%) of the 43 patients that received traditional dosing. The relative risk 
for development of leucopenia among the group receiving the FDA approved (vs. 
traditional) valganciclovir dosing was 1.45 (p = 0.0246).
CONCLUSION: In this single center study, CMV prophylaxis with FDA approved 
dosing of oral valganciclovir following kidney transplantation in at-risk pediatric 
patients was associated with an increased incidence of leukopenia. Future studies are 
needed to examine the generalizability of these fi ndings, as well as to weigh the risk-
benefi t ratio of higher valganciclovir dosing with its impact on CMV seroconversion.

Abstract# A355 
Prevalence of Donor-Specific Anti-HLA Antibodies and C4 d 
Deposits in Pediatric Renal Transplant Recipients: Serological /
histological Correlations and Impact On Graft Function and 
Survival. M. Monteverde,1 A. Chaparro,1 Z. Balbarrey,2 Y. Marcos,3 
K. Padros,4 J. Goldberg,2 L. Briones,1 D. Rush.5 1Nephrology Unit, 
Hospital de Pediatria JP Garrahan, Ciudad Autonoma de Buenos Aires, 
Buenos Aires; 2Pathology, Hospital de Pediatria JP Garrahan, Ciudad 
Autonoma de Buenos Aires, Buenos Aires; 3Histocompatibility, Hospital 
de Pediatria JP Garrahan, Ciudad Autonoma de Buenos Aires, Buenos 
Aires; 4Histocompatibility, Fundacion Favaloro, Ciudad Autonoma de 
Buenos Aires, Buenos Aires, Argentina; 5Internal Medicine, Nephrology, 
University of Manitoba, Winnipeg, MB, Canada.
Introduction:
Donor-specific anti-HLA antibodies (DSA) and C4d deposits in peritubular 
capillaries are associated with humoral rejection and graft loss.
Aim:
To assess in children with a renal transplant (RTX) who underwent a biopsy due to 
creeping creatinine  ≥ 30% during 3 to 12 months previously:
1. Prevalence of DSA and C4d.
2. Graft survival according to histopathological diagnosis (Banff).
3. Risk factors of graft loss and DSA post RTX.
Patients and Methods
Between December 1998 and March 2013 700 RTX were performed. The clinical 
charts of children who underwent a kidney biopsy were retrospectively assessed.
Results:
Ninety-two children, 53 boys, were included in the study. Mean age at RTX was 
9.6±3 years; 68 received a deceased donor (DD) organ; 90 had a fi rst RTX, with 
a biopsy at a mean of 38 months post RTX (IQR: 20-66). Follow-up was 6.3± 3 

years. Baseline immunosuppression was steroids, MMF/MPS and CsA (n=74), TAC 
(n=10), and SRL (n=8); DD RTX recipients received thymoglobulin induction.
DSA (Luminex) were detected in 48%, diffuse C4d (IFI) in 48% and focal C4d in 
27%. DSA were found in 93% of C4d-positive vs. 7% of C4d-negative biopsies 
(p<0.001)
Histopathology: Chronic rejection (CR): n=53 with Transplant Glomerylopathy 
n=7, IFTA n=31, ACR n=4, others n=4. Graft survival at 12 years: IFTA 96%, CR: 
53% (p: 0.02).
Risk factors for graft loss (multivariate analysis): Acute tubular necrosis: (HR 7.3, 
95%CI: 1.7-31), Chronic rejection with ACR: (HR 4.6, 95%CI:1.6-12.5), and age at 
RTX (HR 1.2: 95%CI: 1.2-1.5). Risk factors for post RTX DSA: No-adherence(OR: 
6.9, 95CI%: 2.3-20), and peritubular capillaritis (HR: 2.4 IC95%, 1.5-19.9).
Conclusion:
Antibody-mediated damage was common in children with graft failure. Signifi cant 
association was found between microvascular infl ammation, no-adherence and the 
presence of DSA. Vascular rejection and concomitant ACR, acute tubular necrosis, 
and age at RTX were predictors of graft loss.

Abstract# A356 
Robotic Assisted Laparoscopic Kidney Transplantation in Children- 
An Initial Experience. P. Modi,1 B. Pal,1 J. Modi,1 A. Sarmah,1 S. Kumar,1 
V. Kute,2 M. Modi,3 V. Shah,1 H. Trivedi.2 1Urology and Transplantation 
Surgery, Smt. G. R. Doshi and Smt. K. M. Mehta Institute of Kidney 
Diseases and Research Centre, Dr . L. Trivedi Institute of Transplantation 
Sciences, Ahmedabad, India; 2Nephrology, Smt. G. R. Doshi and Smt. K. 
M. Mehta Institute of Kidney Diseases and Research Centre, Dr . L. Trivedi 
Institute of Transplantation Sciences, Ahmedabad, India; 3Anesthesiology, 
Smt. G. R. Doshi and Smt. K. M. Mehta Institute of Kidney Diseases and 
Research Centre, Dr . L. Trivedi Institute of Transplantation Sciences, 
Ahmedabad, India.
Introduction: To place adult size kidney for transplantation in children a large 
incision is required in iliac fossa. Minimally invasive laparoscopic and robotic 
reconstructive surgery in children are well accepted by parents. Here we present our 
initial experience of robotic assisted laparoscopic kidney transplantation (RAKT) 
in fi ve children.
Material and method: With permission from IRB fi ve children underwent RAKT in 
year 2013. Concomitant seminal vesicle cyst excision and nephrectomy was carried 
out in two children. All but one kidney were procured from living donor. Operative 
procedure: 300 Trendelenburg and Lithotomy position was given and robot docked 
between two legs. Six ports including three robotic ports, one for camera, one for 
suction and irrigation and one for assistant are placed. Common iliac vessels in 
two cases and external iliac vessels in three cases were dissected for anastomosis. 
A 6 cm pfannenstiel incision was made to introduce kidney and ice slush. Wound 
was closed and robot was re-docked. Vascular anastomosis was carried out using 
Gore Tex CV 6 suture. Ureteroneocystostomy was performed by vicryl 4/0 suture 
without using stent.
Results: Mean operative time for RAKT was 280 min (210-310 min). cold ischemia 
time was 106.5 minutes in living donor cases and 14 hours in deceased donor 
case. Blood loss was 97.5 ml (50-120 ml). Anastomosis time and total re-warming 
time were 47.8 mn. (36-55 min)and 68 (58-84 min), respectively. One patient 
had spontaneous rupture of graft on 3rd post operative day requiring emergency 
exploration. She had delayed graft function. In 4 children, mean eGFR was 116 
(90-139 ml/m2) on 7th post operative day.
Conclusion: RAKT in children is technically feasible and safe. Concomitant 
ablative surgery in pelvic cavity can be accomplished with help of robot at the time 
of transplantation.

Abstract# A357 
Pediatric Kidney Transplantation Following Nonrenal Organ 
Transplantation: A Single Center Experience. C. Nguyen,1 M. Moritz,1 
Y. Miyashita,1 A. Humar,2 R. Shapiro.2 1Pediatric Nephrology, Children’s 
Hospital of Pittsburgh of UPMC, Pittsburgh, PA; 2Transplant Surgery, 
Starzl Transplant Institute of UPMC, Pittsburgh, PA.
Renal insuffi ciency is a known comorbidity in solid organ transplantation that can 
have signifi cant morbidity and mortality. We retrospectively reviewed and present the 
outcomes of 22 patients who underwent an isolated kidney transplantation following 
a non-renal organ transplant at our center. Between 1990 and 2012, a total of 23 
kidney transplants were performed in nonrenal organ transplant recipients (1 lung, 
2 intestine, 4 heart, 5 multivisceral, and 11 liver transplants) with one patient lost to 
follow-up. We will present the underlying medical condition, estimated glomerular 
fi ltration rate at initial transplant, cause of kidney disease, time to kidney transplant, 
rejection incidence after kidney transplant, and infectious complications following 
kidney transplantation. The overall 1 year patient survival following kidney transplant 
is 95% and graft survival is 91%. The overall 5 year patient survival is 84% following 
kidney transplant and graft survival is 89%.
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Nonrenal Organ 
Transplant N

Underlying 
Medical 
Condition

Cause of Kidney 
Disease

Mean 
Time to 
Transplant

Outcome

Lung 1 Cystic Fibrosis Aminoglycoside 
toxicity 3 months Alive (4)

Heart 4

Congenital Heart 
Disease (2)
Cardiomyopathy 
(2)

Focal segmental 
glomerulosclerosis 
(2)
Sclerosing 
glomerulonephritis 
(1)
Calcineurin inhibitor 
(CNI) toxicity (1)

12 years Alive (4)

Liver with 
associated
kidney disease

5 Oxalosis (4)
ARPKD (1)

Underlying kidney 
disease (5) 8 months

Alive (4)
Death (1) 
Aspergillosis

Liver without 
associated 
kidney disease

5

Alpha-1 
antitrypsin 
defi ciency (2)
Hepatitis C (1)
Cirrhosis (1)
Congenital 
hepatic fi brosis (1)

CNI toxicity (4)
Hepatorenal 
syndrome (1)

7 years, 8 
months

Alive (5)
Graft loss (1) CNI 
toxicity

Multivisceral 5

Pseudo-
obstruction (2)
Volvulus (1)
Gastroschisis (1)
Megacystic 
microcolon

CNI toxicity (3)
IgA Nephropathy (1)
Glomerulosclerosis 
(1)

5 years, 9 
months

Alive (4)
Death (1) 
Complications of 
mitochondrial disease

Intestine 2 Volvulus (1)
Gastroschisis (1) CNI toxicity (2) 4 years, 2 

months Alive (2)

Conclusion: Kidney allograft survival following nonrenal solid organ transplant is 
comparable to that of an isolated kidney transplant. Preliminary review indicates 
there does not appear to be higher rates of complication in kidney after non-renal 
solid organ transplantation than isolated kidney transplants.

Abstract# A358 
BK Virus Infection With Alemtuzumab Induction in Pediatric Kidney 
Transplant Recipients. A Single Center Experience. A. Al-Uzri, T. Patel, 
D. Nolt, R. Jenkins, S. Iragorri, D. Rozansky, M. Munar. Oregon Health 
& Science University, Portland, OR.
Infection with BK virus (BKV) with alemtuzumab therapy had been reported in 
30-35% of adult kidney transplant recipients, while similar reprots in children are 
lacking. We report here on the incidence, therapy and outcome of BKV infection in 
children with alemtuzumab induction in our center.
METHODS: This is a retrospective chart review for children who had kidney 
transplants between January 2007 and April 2013. All children received induction 
with alemtuzumab at 0.5 mg/kg followed by tacrolimus maintenance monotherapy. 
A purine synthesis inhibitor was added in high risk transplant recipients, highly 
sensitized patients or after allograft rejection. Urine and blood screening tests for 
BKV PCR were done every 1-2 months during the fi rst year after transplantation. 
Kidney biopsy was performed when blood BKV PCR was > 7000 copies/ml. Therapy 
for BKV infection consisted primarily of lowering immunosuppression therapy with 
or without the addition of cidofovir or lefl unomide.
RESULTS: 31 children received kidney transplants during that period. 9/31 (29%) 
children developed BK viruria and viremia. 7/9 were males and 3/9 received living 
donor kidney transplants. No patient had a documented BKV nephropathy by biopsy 
and no grafts were lost. Four patients received cidofovir at a starting dose of 0.25 
mg/kg/dose once a week escalating to 1 mg/kg/dose twice a week. Two adolescents 
received lefl unamide. We compared those who received cidofovir (group 1) to those 
who did not receive cidofovir (group 2).

Group 1 with Cidofovir 
(Mean±SD)

Group 2 without Cidofovir 
(Mean±SD)

Age (years) 6.4 ±5.7 13.2 ±3
Time to Viruria (days) 144 ±64 505 ±432
Time to Viremia (days) 152 ±60 671 ±710
Peak urine BK PCR (DNA 
copies/ml) >4 X 109 <2 X 109

Peak blood BK PCR (DNA 
copies/ml) 254 X103 5.8 x 103

Most recent plasma creatinine 
(mg/dl) 0.6 ±0.3 0.99 ±0.1

CONCLUSION: The incidence of BKV infection in pediatric kidney transplant 
recipients in our center under alemtuzumab induction is similar to the adult 
experience. Patients who were treated with cidofovir tended to be younger, with 
more severe BKV infection manifested by shorter time from transplantation to the 
onset of BK viruria or viremia, and higher BKV load in the urine and blood. Early 
detection and aggressive therapy of BKV infection associated with alemtuzumab 
induction is important to preserve kidney function and prevent graft loss.

Abstract# A359 
Latin-America Pediatric Renal Transplant Registry: 2004-2012 
Report. C. Druck Garcia,1 A. Delucchi,1 N. Orta,1 J. Medina Pestana,2 
P. Koch,1 S. Martins,1 V. Bittencourt,1 R. Rohde,1 M. Monteverde,1 A. 
Chaparro,1 L. Feltran,1 M. Camargo,1 M. Cunha,1 B. Shvartsman,1 M. 
Veisbich,1 F. Gesteira,1 C. Andrade,1 R. Esmeraldo,2 R. Carvalho,1 M. 
Oliveira,2 H. Ramalho,2 I. Fernandes,2 L. Prates,1 L. Palma,1 V. Belangero,1 
V. Benini,1 S. Laranjo,1 E. Lima,1 J. Penido,1 M. Penido,2 M. Tavares,1 
J. Ferraris,1 P. Hevia,1 P. Rosati,1 H. Repetto,1 R. Exeni,1 J. Florin,1 D. 
Casadei,1 K. Mellendez,1 D. Palacio,1 G. Madrigal,1 M. Sandoval,1 R. 
Loza,1 W. Jimenez,1 H. Galvez,1 L. Rodriguez,1 F. Puelma,1 A. Troche,1 
E. Reyes,1 A. Marmol,1 F. Giron,1 B. Arteaga,1 E. Montoya,1 M. Martinez-
Pico,1 W. Higueras,1 C. Liendo,1 J. Restrepo,1 L. Calcedo,1 F. Socorro,1 P. 
Semprum,1 M. Medeiros,1 M. Bosque,1 L. Serna,1 P. Salas,1 V. Coronel,1 
A. Cisneros,1 J. Arriaga,1 R. Gastelbondo,1 N. Medjia,1 M. Abbud-Filho.1 
1ALANEPE- Latin America Pediatric Nephrology Association, Sao 
Paulo, Brazil; 2ABTO- Brazilian Association of Organ Transplantaion, 
Sao Paulo, Brazil.
Aim: Latin-America Pediatric Renal Transplant Registry began in 2003. The 
objective is to analyze and share the results of pediatric kidney transplantation 
performed in Latin America.
Methods: Data of pediatric renal transplants performed on patients from 43 centers 
in 14 countries: Argentina, Brasil, Chile, Colombia, Costa Rica, Cuba, Ecuador, 
Guatemala, Honduras, México, Nicaragua, Paraguay, Perú y Venezuela between 
January 1st, 2004 and December 31st, 2012 was collected.
Results: Data on 2944 renal transplants were obtained. Mean age was 11.4+3.6 
years, 57% male. Main etiology were congenital uropathy/vesicoureteral refl ux 
(28%), followed by glomerulopathy (23%), including 326(11%) FSGS, hereditary 
diseases(14.7%), vascular diseases(3.1%), unknown in 17%. Sixty percent of 
transplants were performed with deceased donors and initial immunosuppression 
consisted mainly of tacrolimus (77%), mycophenolic acid(71%), steroids(96%) and 
induction therapy with anti- IL-2R antibodies (72%)One year graft survival was 
97% and 87% (p<0,05), respectively for living donors (LD) and deceased donors 
(DD). Graft loss incidence was 16%, most frequently caused by (in descending 
order) acute and chronic rejection, arterial or venous thrombosis, death with 
functioning kidney and recurrent renal disease. Patient survival at 1 and 3 years 
was 96% and 95%, respectively. Mortality rate was 4% mainly due to infection and 
cardiovascular disease.
Conclusion: The results are comparable to that of other international centers. Efforts 
are being made to provide on-line data entry, in order to facilitate reporting, and to 
supply an exchange of information, among the participating centers, as with other 
centers in the world.

Abstract# A360 
Associations of New-Onset Diabetes After Transplant and Acute 
Rejection With Transplant Outcomes in Pediatric Kidney Transplant 
Recipients. T. Le, W. Chaiwatcharayut, A. Mehrnia, S. Bunnapradist. 
Kidney Transplant, UCLA, Los Angeles, CA.
Background: Improving long-term transplant and patient survival is still an 
ongoing challenge in kidney transplant medicine. Our objective was to identify the 
associations of new-onset diabetes after transplant (NODAT) and acute rejection in 
predicting patient mortality and transplant failure within a 4-year follow-up time in 
pediatric kidney transplant recipients.
Methods: 4,683 patients without preexisting diabetes (age 1-20 years, transplanted 
between July 2004 and December 2010) surviving with a functioning transplant 
for longer than 1 year with at least one follow-up report were identifi ed from the 
OPTN/UNOS database as of March 15, 2013. Study population was stratifi ed into 
4 mutually exclusive groups: group 1, neither (reference; n=3,879); group 2, acute 
rejection without kidney function returning to baseline (AR-NRT; n=343); group 
3, acute rejection with kidney function returning to baseline (AR-RT; n=298); 
and group 4, new-onset diabetes after transplant (NODAT; n=163). Multivariate 
Cox regression models were used to analyze the relative risks for the outcomes of 
transplant failure and patient mortality.
Results: Median follow-up time after 1 year was 1454 days (25th-75th percentiles, 
1033-2126 days). NODAT was identifi ed during the 1st year after transplant in 3.5% 
of all study patients. Acute rejection was identifi ed during the 1st year after transplant 
in 13.7% of recipients. NODAT was associated with a moderate increased risk of 
graft failure but was not statistically signifi cant after adjusting for other confounding 
factors (adjusted HR, 1.22; 95% CI, 0.86-1.75; P=0.26). Neither AR-NRT (adjusted 
HR, 1.59; 95% CI, 0.63-4.00; P=3.30), AR-RT (adjusted HR, 0.67; 95% CI, 0.16-
2.78; P=0.58), nor NODAT (adjusted HR, 1.56; 95% CI 0.48-5.07; P=0.46) were 
signifi cantly associated with patient survival.
Conclusions: NODAT was not signifi cantly associated with inferior graft survival at 
4 years post-transplant after adjusting for other confounding factors. Acute rejection 
without and with kidney function returning to baseline was signifi cantly associated 
with overall transplant failure. However, acute rejection without kidney function 

© The Authors. Compilation © The American Society of Transplant Surgeons, The Transplantation Society and the American Society of Transplantation



503

returning back to baseline was the major predictor of graft survival outcome. Neither 
NODAT nor acute rejection in the fi rst year was associated with inferior patient 
survival during the follow-up period.
DISCLOSURES: Bunnapradist, S.: Grant/Research Support, novartis, veloxis, 
roche, Speaker’s Bureau, novartis.

Abstract# A361 
Steroid-Free Immunosuppression in Pediatric Renal Transplantation 
– Long-Term Experience From a Single Center. R. Esmeraldo, P. 
Pinheiro, R. Costa, M. Oliveira. Renal Transplant Unit, Hospital Geral 
de Fortaleza, Fortaleza, CE, Brazil.
BACKGROUND: Despite short-term promising results with steroid-free (SF) 
immunosuppression in pediatric renal transplant population, data on long-term 
effi cacy and safety have been scarce. The aim of this study was to report the long-
term safety and effi cacy of a SF immunosuppressive protocol in pediatric renal 
transplant recipients.
METHODS: In a prospective, nonrandomized single-center clinical study 120 low 
immunologic risk (PRA <30%), pediatric recipients of fi rst living (n=60) or deceased 
(n=60) renal allografts (age between 3-20 years; mean = 14 years) received induction 
therapy with daclizumab (n = 41), basiliximab (n = 19), or thymoglobulin (n = 
60) in combination with tacrolimus and mycophenolate mofetil or sodic. Protocol 
biopsies were performed at 3, 6, and 12 months post-transplant (post-tx). Clinical 
outcomes were analyzed.
RESULTS: At a mean follow-up time of 7.3 (range 0.6-12) years, overall patient and 
graft survival were 97% and 80%, respectively. Only 10 patients (8%) experienced 
clinical acute rejection (AR) during the fi rst year post-tx, all readily reversed with 
methylprednisolone (n=9) or OKT3 (n=1). Protocol biopsies revealed borderline 
lesions (n=10; 11%), subclinical AR (n=2; 2%), and 1 patient with mild chronic 
allograft nephropathy. Mean serum creatinine was 1.0 +/- 0.9 mg/dl at discharge, 1.19 
0.69 mg/dl at 1 year, 1.25 0.76 mg/dl at 3 years, 1.29 0.41 mg/dl at 5 years, and 1.35 
0.42 mg/dl over 10 years post-tx. For patients with a functioning graft, 89% remain 
steroid-free. Lipid levels were not signifi cantly different from pre-operative levels. 
There were 20 cases (17%) of CMV, and 2 cases (2%) of BKV infections. Seven 
patients (6%) presented post-tx hyperglycemia. Despite excellent renal function, 
hemoglobin was only normalized by 12 months post-tx.
CONCLUSIONS: The use of induction therapy followed by tacrolimus and MMF or 
MMS allowed complete avoidance of steroids in this selected group of patients. This 
protocol has the advantage of avoiding the side effects of steroids without increasing 
the prevalence of acute rejection episodes, while providing long term graft function.

Abstract# A362 
Costs of Pediatric Kidney Transplant. J. Smith,1,2 M. Skeans,1 A. 
Israni,1 M. Schnitzler.1,3 1Scientifi c Registry of Transplant Recipients, 
Minneapolis Medical Research Foundation, Minneapolis, MN; 2University 
of Washington, Seattle, WA; 3Center for Abdominal Transplantation, St. 
Louis University, St. Louis, MO.
Background: Data on costs of kidney transplant are plentiful for adults but limited 
for children. Differences between adult and pediatric kidney transplant recipients 
could impact economic benefi ts.
Methods: We examined cost of care for kidney transplant recipients age <18 years 
with primary Medicare coverage. Costs in the fi rst posttransplant year are reported 
for transplants in 2008-2009 and in the second year for transplants in 2008. Data 
are censored at loss of kidney function.
Results: 33% of pediatric recipients had Medicare primary coverage. Average per-
person-per-year (PPPY) reimbursement from transplant through 1 year posttransplant 
was $85,647 for Part A and $19,965 for Part B, totaling $105,612, vs. $77K-$82K 
per year for pediatric dialysis. Average reimbursement for adults through 1 year 
posttransplant was $63,432 for Part A and $19,969 for Part B, totaling $83,401. Cost 
varied by age, primary cause of disease, history of pretransplant dialysis, and PRA 
(Table 1). Re-hospitalization contributed to inter-patient cost variation and occurred 
for 69% of recipients in the fi rst year and 45% in the second year. Leading causes 
of re-hospitalization were surgical complications and infection. Additional costs, 
including reimbursement to hospitals for the transplant portion of the Medicare Cost 
Report and Medicare Part D, are not accounted for here.
Conclusion: Cost of pediatric kidney transplant care varies by several factors. First-
year posttransplant costs may be higher than dialysis costs in some cases, but second 
year costs are dramatically lower, suggesting that pediatric kidney transplant is cost 
saving. Further work is required to substantiate this observation.

DISCLOSURES: Schnitzler, M.: Grant/Research Support, Otsuka, Stockholder, 
Xynthisis, LLC, XynManagement, LLC, Other, Optum Health, Consultant.

Abstract# A363 
Infection Rates in Tacrolimus (FK) Versus Cyclosporine (CsA) 
Treated Pediatric Kidney Transplant (KTx) Recipients On a Steroid 
Avoidance (SA) Protocol: 1-Year Analysis. B. Chavers,1 M. Rheault,1 
K. Gillingham,1 S. Kizilbash,1 S. Chinnakotla,1 A. Matas.1 1Pediatric 
Nephrology and Surgery, University of Minnesota, Minneapolis, MN; 2; 3.
INTRODUCTION: We studied the impact of FK versus CsA immunosuppression 
on patient (PS), death censored graft survival (DCGS), acute rejection (AR), and 
infection in pediatric KTx recipients at a single center. METHODS: A retrospective 
cohort study of 106 KTx between 2002 and 2013 in patients age 5-18 years using 
a SA protocol (thymoglobulin, Mycophenolate mofetil and CsA [5/2002-11/2011, 
n= 77] or FK [12/2011-6/2013, n=29]). All patients received the same postTx 
antibacterial and antiviral prophylaxis. Actuarial PS, DCGS, and time to AR were 
calculated using Kaplan-Meier methods.
RESULTS: There was no difference in 1-year PS, GS, or AR rates. The incidence of 
CMV viremia was 7 times higher in patients on FK compared to those on CsA. Risk 
factors for CMV on multivariate analysis were only FK use (hazard ratio [HR] 7.2, 
p=0.0001) and donor + recipient – status preTx (HR 5.7, p = 0.009). The incidence of 
BK viremia was about 4 times higher but this did not achieve statistical signifi cance. 
There was no signifi cant difference in the incidence of EBV viremia (p=0.601). 
The difference in incidence of PTLD at 1-year trended towards signifi cance. There 
was no signifi cant difference in CMV or EBV recipient and donor positivity pre 
transplant, incidence of urinary tract infection, pneumonia, or C. diffi cile diarrhea 
between the groups.

FK CsA P Value
Number 29 77
Deceased Donor (%) 34 27 0.006
Primary Transplant (Tx, %) 79 96 0.012
1-year Patient Survival (%) 100 97 NS
Death-Censored 1-year Graft Survival (%) 100 97 NS
Recipient CMV Negative PreTx (%) 59 68 NS
Donor CMV Negative (%) 50 37 NS
Recipient EBV Negative PreTx (%) 32 46 NS
Donor EBV Negative (%) 11 6 NS
CMV Viremia at 1 Year (%) 63 9 <0.0001
EBV Viremia at 1 Year (%) 4 7 NS
BK Viremia at 1 Year (%) 19 5 0.098
PTLD at 1 Year (%) 4 0 0.073
Urinary Tract Infection at 1 Year (%) 18 29 NS
Pneumonia at 1 Year (%) 4 9 NS
C diffi cile Diarrhea at 1 Year (%) 0 8 NS

CONCLUSION: CMV infection risk is increased during the fi rst year postTx in 
Fk versus CsA treated pediatric KTx patients on a SA protocol. BK infection and 
PTLD also tended to be increased. A protocol monitoring for infection during the 
fi rst postTx year and consideration of change in immunosuppression is warranted 
for FK recipients on a SA protocol.
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Abstract# A364 
Pre-Solid Organ Transplantation Vaccination Status: Opportunities 
Revealed!. M. Derrick, A. Quiros, A. Burnette, R. Butts, A. Savage, K. 
Twombley. Pediatrics, Medical University of South Carolina, Charleston, 
SC.
Background
Vaccination history is typically reviewed prior to a solid organ transplant (SOT: heart, 
liver, kidney). Accelerated immunization schedules have signifi cant potential benefi t 
but adherence is likely low. A lack of physician knowledge of accelerated schedules 
and a lack of patient visits with primary care specialists are possible etiologies.
Objective
To determine the utilization of accelerated vaccination rates in a tertiary care 
pediatric SOT center.
Design/Methods
A retrospective chart review of children who received a SOT between 2008-2012. 
The review was limited to patients 1 year to 6 years of age at time of transplant 
since these are the children that would benefi t the most from an accelerated schedule. 
Pre-transplant vaccination status for measles, mumps, rubella(MMR) and varicella 
(VAR) and surface antibody titers for hepatitis B (HepBsAb) was reviewed. Data 
were collected using medical records. Patients were excluded if they were on 
immunosuppressive therapy preventing live virus vaccination or if vaccine records 
or titers were not available.
Results
There were a total of 27 SOT recipients eligible for review. After exclusion criteria 
were met, 19 pts had vaccination records available for review and 24 pts had 
HepBsAb titers available for review. The majority of pts evaluated for a SOT were 
incompletely vaccinated with live virus vaccines: 75% of heart recipients, 50% of 
kidney recipients, and 80% of liver recipients. 21% of SOT patients had negative 
HepBAb prior to transplant.
Organ N #Incompletely 

Vaccinated for 
MMR (2 doses) (%)

#Incompletely 
Vaccinated for 
VAR (2 doses)(%)

Excluded Patients

Heart 4 3 (75) 3 (75) 3 (records unobtainable)
Kidney 10 5 (50) 5 (50) 2 (immunosuppressive therapy)
Liver 5 4 (80) 4 (80) 3 (records unobtainable)
Total 19 12 (63.2) 12 (63.2) 8

Sixty-three percent of our patients would have potentially benefi ted from an 
accelerated vaccine schedule of MMR and VAR and 21% would have benefi ted 
from a booster of HepB.
Organ N # Neg HepBsAb (%) Excluded Patients
Heart 7 1 (14%) 0
Kidney 10 2 (20%) 2 titers not done
Liver 7 2 (28.5%) 1 titers not done
Total 24 5 (21%) 3

Conclusions
A high percentage of patients would have benefi ted from an accelerated vaccine 
schedule. Planning should occur as the patient awaits transplant to develop and 
complete a maximally effective immunization schedule. Our center will be starting 
a QI project based on this data to improve our pre-transplant vaccination rate.

Abstract# A365 
Donor-Specific Anti-HLA Antibodies at the Time of Kidney 
Transplant Biopsy Associates With Late Graft Failure in Pediatric 
Renal Transplant Recipients. A. Fichtner,1 B. Hoecker,1 S. Rieger,1 R. 
Waldherr,2 G. Opelz,3 C. Suesal,3 B. Toenshoff.1 1University Children’s 
Hospital, Heidelberg, Germany; 2Institute for Clinical Pathology, 
Heidelberg, Germany; 3Institute of Immunology, Heidelberg, Germany.
Purpose: The role of antibody-mediated rejection (AMR) for late kidney transplant 
failure in pediatric renal transplant (RTx) recipients is poorly defi ned. We therefore 
investigated the frequency of anti-HLA donor-specifi c antibodies (DSA) in patients 
requiring a late (>1 year post-transplant) indication graft biopsy, and the association 
of these fi ndings with graft outcome.
Methods: 54 patients undergoing a late biopsy between January 2005 and June 2012 
at our institution were investigated. Inclusion criteria were 1st RTx and a transplant 
date after December 1998. Patients were tested for DSA using the LABScreen 
Luminex kit (One Lambda, Canoga Park, CA, USA) at the time of biopsy and 
pre-transplant. A mean fl uorescence intensity (MFI) of >500 was used to defi ne the 
cutoff for antibody positivity.
Results: 21/54 (39%) of the tested patient sera were DSA positive at the time of 
biopsy. In 20/54 patients (37%) the DSA were directed against HLA class II antigens; 
class II DQ and DR DSA occurred with the same frequency (12/20 and 13/20). In 
10/54 patients (19%), the DSA were directed against class I and in 9/54 patients 
(17%) against both class I and II. 60% of these antibodies were de novo DSA. The 
DSA+ cohort showed signifi cantly (p=0.02) more often proteinuria than the DSA- 
cohort. Median follow-up was 44 months. The 4-year graft survival was signifi cantly 
inferior in the DSA+ (42%) compared to the DSA- cohort (89%; p=0.002, log-rank 
test). Patients with DSA and positive C4d staining in the graft biopsy showed the 
worst outcome (24% graft survival at 4 years). Overall 13 grafts failed; 10/13 (77%) 
patients were DSA positive, 2/13 were DSA negative, but C4d positive, and 1 graft 
was lost due to treatment-resistant acute T-cell mediated rejection. Maximal MFI 

of class II DSA was signifi cantly (p=0.01) higher in the group with graft failure. 
eGFR <30 ml/min·1.73 m² (hazard ratio (HR) 3.8), DSA positivity (HR 5.4) and 
positive C4d staining (HR 3.4) were signifi cant factors associated with graft loss.
Conclusions: Anti-HLA DSA at the time of a late graft biopsy for clinical indication 
in pediatric RTx recipients is primarily against class II antigens and associates with 
subsequent graft failure. As many as 92% of the graft failures in this cohort could 
be attributed to AMR.

Abstract# A366 
Is Vitamin D Insuffi ciency Common in Pediatric Kidney Transplant 
Patients With Rejection? K. Twombley,2 O. Moussa.1 1Pathology and 
Laboratory Medicine, Medical University of South Carolina, Charleston, 
SC; 2Pediatrics, Medical University of South Carolina, Charleston, SC.
Background It is estimated that as many as 74% of children are 25-hydroxyvitamin 
D [25(OH)D] defi cient post kidney transplantation. Most of the immune system 
cells express vitamin D receptors, and active 25(OH)D is well-known to have 
immunomodulatory activities. The mechanisms of how alterations in 25(OH)D 
levels infl uence the clinical outcomes of pediatric kidney transplant patients are not 
known, and there has been debate regarding the optimal target level of 25(OH)D.
Objective Study 25(OH)D serum levels in pediatric kidney transplant pts that 
experienced rejection episode(S) and compare to pts without episodes of rejection.
Design/MethodsA retrospective chart review was conducted of pediatric kidney 
transplant pts (<18yr) who had 25(OH)D levels checked between 2012-2013. Data 
were collected using medical records. Patients were excluded if they did not have 
a 25(OH)D level drawn.
Results 37 kidney transplant recipients were eligible for review. 7 patients had a 
rejection during that time. The mean 25(OH)D level in the rejection group was 
23.8ng/ml (+/- 14.9) and the mean 25(OH)D in the group that did not have a 
rejection was 35.6ng/ml (+/- 12.3) p=0.034. 57% (4/7) of the pts with rejection 
had 25(OH)D<30ng/ml.
Table 1 All

n=37
Rjx
n=7

No Rjx
n= 30

P

Age 12.6 15.3±2.9 11.2±4.7 NS
Sex, F 17(46%) 1 (14%) 15 (50%) 0.12
Race
AA
W
H

18 (48.5%)
18 (48.5%)
1 (3%)

4(57%)
3(43%)
0

14(47%)
15(50%)
1(3%)

NS

Time since 
Transplant (yrs)

4.5±4.1 5.6±3.5 4.2±4.3 NS

Mean 25(OH)D 
level (ng/ml)

13.4±13.5 23.8±14.9 35.6±12.3 0.034

100% of patients with 25(OH)D>30ng/ml responsed to rejection treatment, while 
only 25% of the pts with 25(OH)D<30 responded to treatment.
Table 2 All

n=37
Vit D >30ng/ml
n=24

Vit D <30ng/ml
n= 13

P

Age 12.6 12.0 ± 4.8 11.9 ± 4.6 0.9
Sex, F 17(46%) 9 (37.5%) 8 (61.5%) 0.18
Race
AA
W
H

18 (48.6%)
18 (48.6%)
1 (3%)

10(41.6%)
14(58.3%)
0

8(61.5%)
4(30.7%)
1(7.7%)

0.3

Rejection
Responded to Tx.

7(19%)
4(57%)

3 (12.5%)
3(100%)

4(31%)
1(25%)

0.2

ConclusionThe mean 25(OH)D level was signifi cantly lower in the rejection group 
and pts with a 25(OH)D level of >30ng/ml showed a trend toward better response to 
treatment of a rejection. This a small retrospective study, but based on these results, 
further investigation is warranted to determine if we should be targeting higher levels 
of 25(OH)D post kidney transplant in children.

Abstract# A367 
Effi cacy of Bortezomib for Reducing Donor Specifi c Antibodies in 
Children and Adolescents On a Steroid-Minimization Regimen. S. 
Nguyen,1 B. Gallay,2 L. Butani.1 1Pediatrics, University of California, 
Davis, Sacramento, CA; 2Medicine, University of California, Davis, 
Sacramento, CA.
BACKGROUND: Donor-specifi c HLA antibodies (DSAs) increase the risk of 
alloantibody-mediated rejection (AMR) and also predict late graft loss. Bortezomib, 
a proteasome inhibitor, induces apoptosis in mature plasma cells that synthesize the 
antibodies that lead to graft injury. There are very limited data on the effi cacy of 
bortezomib and its impact on DSA, especially in children with renal transplants.
METHODS: We retrospectively reviewed the outcome of 4 pediatric renal 
transplant recipients on a steroid minimization immunosuppression protocol 
treated with bortezomib for elevated DSA from 2012 to 2013. DSA were detected 
using fl uorescence cytometry with Luminex single-antigen beads (One Lambda 
Inc., Canoga Park, CA, USA) and reported as Mean Fluorescent Intensity (MFI). 
Immunodominant DSA (iDSA) were defi ned as the highest level of DSA at the time 
of diagnosis of AMR or of biopsy. All patients received 4 doses of bortezomib 1.3 
mg/m2 given on day 1, 4, 8, and 11.
RESULTS: In the 3 children who were treated for AMR, serum creatinine and eGFR 
improved; one developed recurrent AMR and lost her graft, while the others are 
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clinically well with well-functioning grafts. None of the patients experienced any 
adverse events related to bortezomib. Clinical data, baseline and follow-up iDSA 
titers are summarized in the table below:

CONCLUSION: Bortezomib therapy is an effective and safe method for rapid 
depletion of DSA and treatment of AMR in children after renal transplant.

Abstract# A368 
Atraumatic Stented Pull-Through Uretero-Neocystostomy for the 
Very Small Pediatric En Bloc Kidneys. D. Nghiem,1 C. Troppmann,2 
J. McVicar,3 R. Perez.4 1Surgery, UC Davis Medical Center, Sacramento, 
CA; 2Surgery, UC Davis Medical Center, Sacramento, CA; 3Surgery, UC 
Davis Medical Center, Sacramento, CA; 4Surgery, UC Davis Medical 
Center, Sacramento, CA.
Purpose: We postulated that the pull-through techniques decreased urinary 
complications rates reported to be 14%.
Methods: We operated on 70 cases with donors weighing 6.2+/-1.62 kg. The 
ureters were reimplanted through a single tunnel (n=34) or a double tunnel (n=36). 
A ureteral mattress suture was brought into the bladder through a mucosal opening 
and exited 1 cm distally. The ureter was stented and pulled into the bladder. The 
anchoring suture was tied. The lateral ureter was stented and brought through 
the same tunnel or through a separate tunnel. The bladder closure was tested by 
distending the bladder with antibiotic solution stained with indigo carmine. The 
stents were removed after 3 weeks.
Results: Light hematuria was transient and did not require any therapy. Two kidneys 
in the single tunnel group clotted off. During nephrectomy the ischemic ureter 
was pulled out after the anchoring suture was cut. The tunnel was closed with one 
suture. During cystoscopic stent removal the ureteral reimplantation sites were well 
healed. Leaks and pyelonephritis were not observed. 3-year graft survival was 95%.
Conclusions: The pull-through techniques are easy to perform. The use of the 
stents avoids the traumatic surgical manipulation, decompresses the ureters, and 
allows primary healing. The long extramucosal tunnel provides excellent antirefl ux 
protection. The techniques are safe and should be added to the armamentarium of 
the transplant surgeon

Abstract# A369 
Pediatric En Bloc Kidney Transplantation:Comparable Outcomes to 
Standard Criteria Deceased and Living Donor Kidney Transplantation 
in Adult Recipients. A. Sharma, A. Cotterell, M. Behnke, A. King, G. 
Gupta, D. Kumar, R. Fisher, M. Posner. Transplantation Surgery, Virginia 
Commonwealth University, Richmond.
Background: Kidney transplantation from very young pediatric donors has 
traditionally been associated with poor outcomes due to risk of technical 
complications. We present our experience with pediatric en bloc kidney 
transplantation (EBKT) from donors aged less than 2-years and compare outcomes 
to standard deceased (SCD) and living donor kidney transplantation (LDKT).
Methods: A retrospective data analysis of 440 renal transplants performed at our 
institute between 2004 to 2012 was done. Non-heart beating donors, expanded criteria 
donors, pediatric kidneys transplanted singly and recipients with Hepatitis C or HIV 
were excluded. Univariate variables were compared using t-test for continuous and 
chi-square test for categorical variables. Kaplan-Meier patient and graft survival 
curves were compared using log-rank test.
Results: Mean donor age for pediatric donors was 18 months and mean weight 
was 10 kgs. Donor and recipient characteristics with outcome comparisons are 
shown in table.

Donor characteristics EBKT 
(n=31)

SCD 
(n=236)

LDKT 
(n=173) p-value

Age (yr) 18.3 ± 10.8 
mo 35.4 ±13.5 40.5 ± 11.8 0.001

Weight (kg) 10.2 ± 3.0 79.6 ± 24.8 80.7 ± 18.1 0.001
Cold ischemia (hrs) 18.7 ± 7.3 17.8± 5.0 0.4 ± 0.21 0.001
Recipient characteristics
Age (yr) 47.8 ± 15.5 47.9 ± 12.7 46.1 ± 12.3 ns
Weight (kg) 60.2 ± 7.6 80.7 ± 18.8 81.1 ± 17.2 0.001
Re-transplantation 0 42 (18%) 6 (4%) 0.001
PRA > 50% 36% 47% 13% 0.001
Warm ischemia (mins) 27.2 ± 6.4 30.8 ± 6.9 29.3 ± 4.4 0.001
Patient survival (%)
1-/ 3-yr 100 / 100 98 / 93 99 / 96 ns
Graft survival (%)

1-/ 3-yr 96 / 92 92 / 83 99 / 97
EBKT vs SCD,LDKT ns

LDKT vs SCD 0.005
DGF 19% 49% 5% 0.001
Acute rejection 6% 7% 1% 0.001
Creatinine on discharge 
(mg/dl) 2.3 4.4 1.7 0.01
Graft failure 2 (13%) 27 (11%) 10 (6%) ns

Conclusions:  En bloc transplantation of pediatric kidneys in to adult recipients 
provides patient and graft outcomes that are comparable (at 3-years) to standard 
criteria deceased and living donor kidney transplantation. EBKT from donors aged 
less than 2 years old and weighing less than 10 kg is a viable option that can increase 
the utilization of organs that would otherwise be discarded.

Abstract# A370 
Glomerular miRNA Expression Profiling as a Diagnostic and 
Predictive Tool in Chronic Antibody-Mediated Renal Allograft 
Rejection. A. Fichtner,1 H. Hoefl ich,2 S. Zell,2 J. Wittig,2 K. Saeuberlich,2 
P. Zeuschner,2 C. Bockmeyer,2 H. Billing,3 C. Suesal,4 R. Waldherr,5 B. 
Toenshoff,1 J. Becker.2 1University Children’s Hospital, Heidelberg, 
Germany; 2Institute of Pathology, Hannover Medical School, Hannover, 
Germany; 3University Children’s Hospital, Tuebingen, Germany; 4Institute 
of Immunology, Heidelberg, Germany; 5Institute of Clinical Pathology, 
Heidelberg, Germany.
Purpose: Antibody-mediated rejection (AMR) remains a major challenge for 
diagnosis and therapy in renal transplantation medicine. Microcirculatory alterations 
including glomerulitis are a diagnostic hallmark of active antibody-mediated 
rejection, and transplant glomerulopathy is an important feature of chronic antibody-
mediated rejection (CAMR). In view of the relevance of these glomerular lesions and 
based on results from various animal models and human studies, we have identifi ed 
a panel of 18 glomerular micro-RNAs (miRNA) as a potential diagnostic marker 
for AMR and a predictor of response to antihumoral therapy.
Methods: In this study we examined 9 indication biopsies from pediatric renal 
transplant recipients with CAMR before therapy (pre-Rx) and 8 corresponding 
biopsies of these patients after therapy (post-Rx). The therapeutic intervention 
(antihumoral therapy) consisted of 4 weekly doses of intravenous immunoglobulin 
G (1 g/kg body weight) and subsequently one dose of rituximab (375 mg/m2 BSA). 
Response to antihumoral therapy was defi ned as a reduction of the rate of loss of 
GFR by at least 30% in the period of 6 months after initiation of antihumoral therapy 
compared with the period 6 months prior to intervention. Glomerular miRNA 
expression of a panel of 18 miRNA’s was quantifi ed by RT-PCR after microdissection 
of glomeruli from paraffi n sections. Results were compared to 8 controls without 
evidence of antibody-mediated rejection.
Results: Glomerular expression of miR-let7c, miR-125a-5p, miR-28-3p and miR-
99b was higher in the pre-Rx biopsies than in controls, glomerular miR-548 was 
lower. No signifi cant difference was found for the glomerular expression of the 
18 examined miRNA’s between pre-Rx and post-Rx biopsies or between clinical 
responders and non-responders.
Conclusion: Glomerular miRNA expression profi ling could be a useful ancillary 
technique for the diagnosis of CAMR. Furthermore, in contrast to mRNA profi ling, 
glomerular miRNA analysis can be performed after thorough histologic workup of 
the biopsy core.

Abstract# A371 
Clinical Outcomes in Renal Transplant Recipients With Fabry 
Disease. T. Sandes- Freitas, G. Mata, C. Pinto, L. Custodio, G. Kirsztajn, 
A. Martins, H. Tedesco, J. Medina-Pestana. Nephrology Division, Hospital 
do Rim UNIFESP, Sao Paulo, Sao Paulo, Brazil.
Introduction:Fabry disease consists of an X-linked metabolic disorder characterized 
by a defi ciency of the enzyme alpha-galactosidase A. The resulting accumulation 
of glycosphingolipids in several cells is the cause of organ dysfunction. Kidney 
transplantation is an alternative renal replacement therapy for such patients, but its 
impact on long-term outcomes are not yet based on robust evidences. The aim of this 
study was describe the clinical and epidemiological profi les of patients with end-stage 
renal disease (ESRD) caused by Fabry disease submitted to renal transplantation 
and evaluate their long-term outcomes.
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Methods: This is a case-control study with case:control ratio of 1:2. The cases 
consisted of all kidney recipients transplanted in a single center from 2004 to 2012 
which etiology of ESRD was Fabry disease. The controls were matched for gender, 
age and time of transplantation.
Results: In mentioned period, 6 patients with Fabry disease were submitted to renal 
transplantation. The mean follow-up was 1,665 ± 992 days. The study population 
(6 cases and 12 controls) was composed predominantly of male (100%), young (44 
years), Caucasian (78%), deceased donor recipients (55%), and at low immunological 
risk (mean panel reactive antibodies = 3.4%). There were no difference between 
groups regarding acute rejection incidence (55%), number of hospital readmissions 
(3.3 times), 1 year- serum creatinine (1.4 mg/dL), 1 year-creatinine clearance (64 mL/
min), and 1 year-proteinuria (0.19 mg/24h). The 4-year patient and graft survivals 
were 89% and 78%, respectively, and there were no difference between groups.
Conclusion: Renal transplantation appears to be an effective strategy for the treatment 
of ESRD in patients with Fabry disease and provides similar long-term outcomes 
when compared to patients with ESRD due to other causes.

Abstract# A372 
Clinical Analysis of 10 Years Protocol Biopsy After Kidney 
Transplantation. Y. Aoki,1 H. Satoh,1 Z. Matui,1 Y. Itabashi,1 S. Tamaki,1 
S. Shishido,2 A. Aikawa.3 1Urology and Kidney Transplantation, Tokyo 
Metropolitan Children’s Medical Center, Fuchu, Tokyo, Japan; 2Pediatric 
Nephrology, Toho University Faculty of Medicine, Ota-ku, Tokyo, Japan; 
3Nephrology, Toho University Faculty of Medicine, Ota-ku, Tokyo, Japan.
Purpose.
The steady advances in immunosuppression have enabled control of early acute 
rejection, but long-term graft survival remains unchanged. Chronic histopathological 
changes infl uence graft survival rate.
The aim of this study was to establish the relationship of risk factors interstitial 
fi brosis and tubular atrophy (IF/TA) on 10 years protocol biopsy.Methods.
We assessed the histological fi ndings obtained at 10 years protocol biopsy after 
living-donor kidney transplantation(KTx) of 62 patients who received kidney 
allografts between 1986 and 2003.
Using the Banff’07 classifi cation, we classifi ed the patients into two groups, Group1 
was less than IF/TA GradeI, Group2 was more than IF/TA GradeII. Risk factors for 
IF/TA were analyzed retrospectively.Results.
The mean age of the recipient was 9.96±5.29 years old, 10 patients (16%) had a 
kidney from ABO incompatible donor. 62 patients were classifi ed Group1 (n=36) and 
Group2 (n=26), there were no signifi cant difference in original disease, recipient’s 
age and sex, HLA mismatch, the relation of donor to recipient, CNI, CIT (Cold 
ischemic time) and except donor’s age (38.8±6.97 years old (Group1) vs. 42.6±7.29 
years old (Group2), p<0.05). But no signifi cant difference, rate of ABO incompatible 
kidney transplantation (ABO-iKTx) had more Group1 than Group2 (22%(Group1) 
vs. 7.6%(Group2), NS).
There were no signifi cant difference evaluation of acute rejection(AR) within 1 years 
KTx between both Groups. We observed AR at 1 and 5 years protocol biopsy after 
KTx, Evaluation of AR were 22% and 8.5% of Group1 , 24% and 28% of Group2.
The ratio more than IF/TA GradeII were 20% in Group1 and 44% in Group2(p<0.05).
eGFR post-transplantation was significantly difference between both groups 
(58.6±14.1(Group1) vs. 48.9±17.9(Group2)ml/min at 10 years, p<0.05).Conclusion.
Chronic histopathological graft injury were established at 5 years KTx.
IF/TA Grade of ABO-iKTx tend to be low, we should study that early modifi cation 
of early immunosuppression may prevent the chronic histopathological graft injury 
and alter the long-term graft outcome.

Abstract# A373 
Fractalkine Receptor Gene Polymorphisms and Renal Allograft 
Outcomes. K. Gulleroglu,1 E. Baskin,1 F. Sahin,2 A. Kantar,1 M. Kirnap,3 
A. Akdur,3 S. Yildirim,3 G. Moray,3 M. Haberal.3 1Pediatric Nephrology, 
Baskent University, Ankara, Turkey; 2Medical Genetics, Baskent 
University, Ankara, Turkey; 3General Surgery and Transplantation, 
Baskent University, Ankara, Turkey.
Purpose: Chemokines are a superfamily of chemoattractant cytokines that play an 
essential role in leukocyte recruitment in infl ammation. Fractalkine is a membrane-
bound chemokine that mediates chemotaxis through the fractalkine receptor. 
Fractalkine Receptor BSMBI T280M (C) and Fractalkine Receptor ACI V249I (G) 
genes were associated with infl ammation. We have investigated the association of 
genetic polymorphisms of fractalkine receptor encoding genes with the outcomes 
after pediatric renal transplantation.
Methods: 62 children with renal transplant and 96 healthy children were enrolled in 
the study. Fractalkine Receptor BSMBI T280M and ACI V249I gene polymorphisms 
were analyzed by PCR and restriction length fragment polymorphism. Allelic 
prevalence was compared with reference values of control group and Hardy-
Weinberg equilibrium was tested.
Results: Urological problems were the leading causes of chronic renal disease in our 
study. The frequency of Fractalkine Receptor BSMBI T280M (CC) allele occurrence 
was higher in patients and control groups. The frequency of Fractalkine Receptor 
ACI V249I (GG) allele was occurred higher in control group compared with patients. 

Twenty two (35%) patients developed acute rejection. Fractalkine Receptor BSMBI 
T280M (CC) allele was occurred higher in patients with rejection when compared 
with patients without rejection. Any association between Fractalkine Receptor ACI 
V249I and rejection has not been shown. Eight patients (13%) have lost their grafts. 
Frequencies of Fractalkine Receptor BSMBI T280M (CC) and Fractalkine Receptor 
ACI V249I (GG) alleles were higher in patients with graft loss when compared with 
patients without graft loss.
Conclusions: These results suggest that Fractalkine Receptor BSMBI T280M 
and Fractalkine Receptor ACI V249I gene polymorphisms are associated with 
the risk of acute rejection and graft loss. Different approach of treatment such as 
fractalkine receptor blockade strategies could reduce or fi nish renal damage in acute 
and chronic rejection.
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Abstract# B847 
Assessment of Long-Term Outcomes After Kidney Retransplantation. 
M. Furusawa, H. Ishida, T. Shimizu, K. Omoto, T. Nozaki, M. Inui, M. 
Okumi, K. Tanabe. Urology, Tokyo Women’s Medical University, Shinjuku, 
Tokyo, Japan.
[Introduction] In recent years it has become possible to prevent antibody-mediated 
rejection by performing desensitization with a combination of preoperative plasma 
exchange, rituximab (RIT), and g-globulin (IVIG).In the present study we assessed 
the long-term outcome of initial kidney transplantation and retransplantation.
[Subjects and Methods] Between 2001 and 2013 kidney transplantation was 
performed in 1026 cases (initial kidney transplantation: 965 cases; kidney 
retransplantation: 61 cases) in the Department of Urology of Tokyo Women’s Medical 
University. The assessment was conducted by dividing the cases into an initial kidney 
transplantation group and a kidney retransplantation group and comparing them.
[Results] No signifi cant differences between the groups were seen in their 1-year, 
5-year, or 10-year graft survival or patient survival rates, and no signifi cant 
differences were seen in their serum creatinine values. The pre-transplantation donor-
specifi c antibody (DSA)-positive rate was 169/965 (18%) in the initial transplantation 
group and 22/61 (36%) in the retransplantation group, and DSA-positive cases 
tended to be more common in the retransplantation group. The rate of occurrence 
of chronic antibody-mediated rejection was higher in the retransplantation group, 
and the difference in rejection rates was signifi cant. The frequency of de novo 
detection was 31/965 (3%) in the initial transplantation group and 1/61 (2%) in the 
retransplantation group, and it tended to be higher in the initial transplantation group.
[Conclusion]
By performing an adequate preoperative immunologic evaluation with flow 
cytometry crossmatch (FCXM), Luminex, etc., and performing preconditioning 
when necessary, it appeared possible to achieve outcomes that are not inferior to 
the outcomes of initial transplantation.

Abstract# B848 
Association of Kidney Graft Loss With Posttransplant Presence 
of HLA Antibodies Detected By Single Antigen Testing. C. Suesal, 
G. Opelz. Transplantation Immunology, University of Heidelberg, 
Heidelberg, Germany.
The majority of studies showing an effect of de novo donor-specifi c HLA antibodies 
(dnDSA) on kidney graft outcome suffer under low number of analyzed patients 
with graft loss. We investigated in a series of patients with failed kidney transplants 
whether the posttransplant presence, de novo development, or persistence of pre-
existing DSA is associated with graft failure.
As part of the Collaborative Transplant Study Serum Project, we studied a cohort of 
64 patients with graft loss on whom a posttransplant serum obtained a few months 
before graft failure was available. Recipients and donors were HLA typed for the 
loci HLA-A, -B, -C, -DRB1/3/4/5, -DQA1, -DQB1, and -DPB1, which allowed the 
precise defi nition of donor-specifi c antibodies (DSA). Single Antigen Bead (SAB) 
assay-detected DSA and non-DSA antibodies were compared between patients with 
graft loss and matched control patients who had functioning grafts.
At the 500 MFI (mean fl uorescence intensity) cut-off, as many as 95% of patients 
with and 94% without graft loss showed evidence of SAB-detected HLA antibodies. 
The incidence of DSA in these patients was 44% and 36%, respectively (P=n.s.). 
With higher MFI cut-offs the difference between the two patient groups became 
more pronounced. At MFI  ≥5,000, the patients with graft loss had a higher incidence 
of SAB-detected posttransplant antibodies than patients without graft loss (total 
antibodies: 59% vs. 36%; P=0.013; DSA: 19% vs. 9%, P=0.20; non-DSA: 56% vs. 
33%, P=0.013). For 51 patients with graft loss a pretransplant serum was available, 
which allowed the analysis of de novo antibody production after transplantation. 
Here, even the incidence of weak de novo antibodies (DSA or non-DSA) at MFI  
≥500 was higher in the graft loss group than in the non-rejector group (88% vs. 55%, 
p=0.003). Due to the low incidence of DSA, the difference was signifi cant only for 
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non-DSA (P=0.003). Similar results were obtained at higher cut-offs. C1q-DSA was 
observed only in rejectors. Our data suggest that the posttransplant presence of HLA 
antibodies, especially if C1q-binding and/or de novo, is associated with graft loss, 
even if the antibodies are not specifi c for mismatched donor HLA.

Abstract# B849 
Changes in Non-Donor-Specifi c Antibodies After Human Leukocyte 
Antigen-Incompatible Renal Transplantation Would Also Be Worthy 
of Attention. S. Yamanaga,1 M. Toyoda,1 Y. Hidaka,1 Y. Watarai,2 A. 
Takeda,2 K. Morozumi,2 A. Katayama,3 K. Uchida,4 S. Uekihara,1 I. 
Seishi,1 T. Kobayashi.5 1Kidney Center, Kumamoto Red Cross Hospital, 
Kumamoto, Japan; 2Kidney Center, Nagoya Daini Red Cross Hospital, 
Nagoya, Aichi, Japan; 3Transplant Surgery, Masuko Memorial Hospital, 
Nagoya, Aichi, Japan; 4Transplant Surgery, Aichi Medical University, 
Nagakute, Aichi, Japan; 5Transplant Immunology, Nagoya University 
School of Medicine, Nagoya, Aichi, Japan.
Introduction: Donor-specifi c antibody (DSA) can be readily absorbed in the graft 
and is not always detected while acute or chronic antibody-mediated rejection 
(AMR). Therefore, it is diffi cult to interpret what is actually occurring in the graft 
with circulating DSA monitoring alone.
Patients and Methods: Twenty-five Human Leukocyte Antigen (HLA) 
-incompatible living donor renal transplant recipients (pre-existing DSA and negative 
T cell cytotoxic crossmatches) those who were available for biopsy specimens (within 
1 year) and solid-phase immunoassay data during 2008-2013 were enrolled in this 
multicenter study. We divided 25 patients into three groups based on the changes 
in pre-existing DSA and non-DSA (>1000 mean fl uorescence intensity) at 1 year; 
group I: DSA(+)non-DSA(+) (n=9), group II: DSA(-)non-DSA(+) (n=8) and group 
III: DSA(-)non-DSA(-) (n=8), respectively. The desensitization therapy consisted 
of mycophenolate mofetil, rituximab and double-fi ltration plasmapheresis. We 
annually monitored HLA antibody thereafter and compared DSA/non-DSA changes 
with graft function.
Results: Most of class I DSA changed to negative at 1 year, whereas class II DSA 
remained positive. There were no differences in the incidence of clinical AMR/
subclinical chronic AMR within 1 year; 11%/44% in group I, 25%/38% in group II 
and 0%/38% in group III. However, the deterioration of graft function was observed 
more frequently in group II; 11% in group I, 63% of group II and 11% of group III 
(p<0.05). Among 10 with biopsy proven subclinical chronic AMR within 1 year, 
all of 5 latest DSA(-)non-DSA(-) recipients showed good graft function, while 1 
of 2 sustained DSA(+)non-DSA(+) and 2 of 3 DSA(-)non-DSA(+) exhibited graft 
dysfunction.
Conclusions: Non-DSA monitoring together with DSA might be useful to predict 
the graft outcome. Negative change only in DSA after transplantation would not 
warrant favorable graft outcome, because discrepancy in changes between DSA and 
non-DSA strongly suggests antibody binding to the graft, resulting in chronic AMR.

Abstract# B850 
Long-Term Outcomes After Treatment of Chronic and Late Renal 
Antibody Mediated Rejection With IVIg and Rituximab. W. Mulley,1,2 
L. Huang,1 A. Longano,3 L. Amos,1,2 K. Polkinghorne,1,2 J. Kanellis.1,2 
1Department of Nephrology, Monash Health, Clayton, Vic, Australia; 
2Department of Medicine, Monash University, Clayton, Vic, Australia; 
3Department of Pathology, Monash Health, Clayton, Vic, Australia.
Aim: Chronic and late antibody mediated rejection (clAMR) are the major causes 
of premature renal allograft loss and appear refractory to current therapies with 
graft loss occurring in up to 50% at 1 year. We aimed to determine long-term graft 
survival in patients with combined clAMR treated with IVIg and Rituximab and the 
predictors of graft failure. Methods: Patients >6 months post-transplant with at least 
3 years follow-up since clAMR diagnosis were included if they had biopsy evidence 
of both late AMR defi ned by peritubular capillaritis (PTCitis) and chronic AMR 
defi ned by Banff criteria including presence of at least one donor specifi c antibody 
(DSAb). Patients received high dose IVIg (1gm/kg) monthly for 3 months followed 
by repeat biopsy. Those with persistent PTCitis received a single dose of rituximab 
(500mg) and further IVIg. Outcomes to 5 years are reported. Results: 24 patients 
were included. Their mean age was 43.5yrs, 50% were male. The median (range) 
time from transplant to clAMR diagnosis was 59 (7-267) months and the median 
(range) time from diagnosis to analysis was 60 (40.5-60) months. 22 were primary 
grafts. 8 were deceased donor, 14 live donor and 2 were simultaneous kidney and 
pancreas transplants. 13 had an early rejection episode. DSAb were class I in 5, 
class II in 15 and both in 4. Eight had positive C4d staining on the initial biopsy. 
Five-year graft survival from clAMR diagnosis was 75%. At clAMR diagnosis eGFR 
was signifi cantly lower (mean difference 15ml/min, p=0.009) and urine protein to 
creatinine ratio signifi cantly higher (median difference 0.12gm/mmol, p=0.008) 
in those who developed graft failure relative to those who did not. Individually or 
grouped no acute nor chronic Banff parameter was different between those with 
and without graft loss, nor was class or MFI of DSAb. Conclusion: Graft survival 
in clAMR is governed by the degree of graft dysfunction at diagnosis. The graft 

survival of patients in the current cohort are superior to those described in previous 
reports suggesting that this treatment regimen warrants randomised study to further 
assess effi cacy.

Abstract# B851 
Race Is Not a Risk Factor For Kidney Allograft Survival in Patients 
With Negative Flow Cytometry Cross Matches. A. Norin,1,2 M. 
Mondragon-Escorpizo,1,3 A. Brar,2 D. Hochman,1,3 D. John,4 N. Sumrani,4 
D. Distant,4 M. Salifu.2 1Transplant Immunology Laboratory, SUNY 
Downstate Medical Center, Brooklyn, NY; 2Medicine, SUNY Downstate 
Medical Center, Brooklyn, NY; 3Pathology, SUNY Downstate Medical 
Center, Brooklyn, NY; 4Surgery, SUNY Downstate Medical Center, 
Brooklyn, NY.
Previous studies have suggested that African Americans (AA) have reduced long 
term kidney transplant (KT) survival compared to non AA. OPTN/SRTR registry 
data (1998 to 2007) indicate that 10 year deceased donor (DD) KT survival is 
signifi cantly less for AA, 34.6%, compared to Caucasians, 45.8%. In the current 
10 year single center study of DD KT we examined factors that might account 
for signifi cant differences in transplant outcomes among racial groups. Our study 
population consisted of 426 (307 AA, 119 non AA) recipients that received DD 
KT from January 1, 1998 to December 31, 2007. All recipients had negative T cell 
CDCXMs (Amos). T cell and B cell FCXMs were performed with pre - transplant 
CDCXM negative sera within 48 hrs of transplantation. Immunosuppression: 
Induction, Thymoglobulin and maintenance therapy: Tacrolimus, MMF, prednisone. 
End point: Graft failure with return to dialysis. DD KT survival in T- B- FCXM 
AA recipients was 84.4% (n = 237) which was not signifi cantly different than graft 
survival in non AA, 86.2% (n = 87). The latter outcomes were signifi cantly better 
(p = 0.001) then AA and non AA with T- B+ FCXMs, 44.4% (n = 27) and 50.0% (n 
= 12), respectively. However, there was a difference in graft survival for AA with 
T+ B+ FCXMs, 55.8% (n = 43) compared to non AA 80% (n = 20). Multivariate 
analyses (COX HR) of the study population (n = 426) indicated that DD age but 
not race was a risk factor for DD KT survival as there was a signifi cant difference 
in the age (42.8) of DD to AA compared to the age (38.3) of DD to non AA. SAB 
studies verifi ed the Ab reactivity of the sera. In contrast to many studies of registry 
data, our single center 10 year study indicated that DD KT survival in AA was 
slightly less but not signifi cantly different then KT survival in non AA that had no 
evidence of DSA. Differences in transplant outcomes among racial groups may be 
observed if the following factors are not considered: presence of low levels of donor 
specifi c antibody (by FCXM and/or SAB), donor age and use of induction therapy.
DISCLOSURES: Norin, A.: Speaker’s Bureau, Immuncor.

Abstract# B852 
Donor Specifi c Anti-HLA Antibodies Towards HLA Cw and HLA 
DP Should Be Considered as Pathogenic in Kidney Transplantation. 
P. Merville,1,2 C. Martinez,1 A. Del Bello,4 S. Kejji,4 L. Couzi,1,2 G. 
Guidicelli,2,5 S. Lepreux,6 J. Visentin,2,5 N. Congy-Jolivet,7 L. Rostaing,4,8 
J. Taupin,2,5 N. Kamar,4,8 T. Bachelet.1,2,3 1Service de Nephrologie, 
Transplantation, Dialyse, CHU Bordeaux, Bordeaux, France; 2UMR 5164, 
CNRS, Bordeaux, France; 3CTMR, Clinique Saint Augustin, Bordeaux, 
France; 4Department of Nephrology and Organ Transplantation, 
CHU Rangueil, Toulouse, France; 5Laboratoire d’Immunologie et 
Immunogenetique, CHU Bordeaux, Bordeaux, France; 6Laboratoire 
d’Anatomie Pathologique, CHU Bordeaux, Bordeaux, France; 
7Departement d’Immunologie, CHU Rangueil, Toulouse, France; 
8INSERM U1043, IFR-BMT, Toulouse, France.
It is widely accepted that HLA donor-specifi c antibodies (DSA) have a deleterious 
impact in kidney transplantation. However, non-classical preformed anti-HLA Cw 
and anti-HLA DP DSA are not considered in organ allocation policies and their 
clinical relevance is uncertain. Here we wondered whether anti-Cw/DP DSA should 
be considered as pathogenic through a retrospective study, comparing 48 patients 
transplanted with isolated preformed anti-Cw/DP DSA (Anti-Cw/DP DSA group) 
with (i) 104 matched HLA-sensitized kidney transplant recipients (KTR) with 
no DSA at D0 (No DSA group)and with (ii) 58 KTR with at least one identifi ed 
preformed DSA other than anti HLA-Cw or HLA-DP antibodies (anti-A, -B, -DR, 
-DQ group or Classical DSA group). A positive fl ow cytometry XM in the anti Cw/
DP DSA group was more frequent than in the No DSA group and as frequent as in 
the Classical DSA group. Two years after transplantation, graft survival and renal 
function were signifi cantly lower in the anti-Cw/DP group than in the No DSA group, 
but not different from the Classical DSA group. Similarly, the biopsy-proven acute 
rejection-free survival was worse in the anti-Cw/DP and Classical DSA groups (with 
more infl ammatory microcirculations lesions g+ptc) compared to No DSA group. 
Taken together, our results suggest that preformed anti-Cw and anti-DP DSA can 
exert the same deleterious effects that classical anti-A, -B, -DR, -DQ DSA. This 
might justify the systematic typing of HLA Cw and DP donor antigens and the 
detection of anti-Cw and anti-DP recipient antibodies as well as their inclusion in 
the kidney allocation algorithms.
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Abstract# B853 
Anti-Angiotensin Receptor Type I Antibody: Biopsy Characteristics 
at The Time of Antibody Mediated Rejection and Graft Survival. 
D. Kumar,1 G. Gupta,1 F. McDougan,2 M. Posner,2 A. Cotterell,2 A. 
Sharma,2 D. Massey,3 P. Kimball,2 J. Anderson,3 A. King.1 1Nephrology, 
Virginia Commonwealth University, Richmond, VA; 2Transplant Surgery, 
Virginia Commonwealth University, Richmond, VA; 3Pathology, Virginia 
Commonwealth University, Richmond, VA.
Background: Non-human leukocyte antigen (HLA) antibodies reacting to the 
angiotensin II type 1 receptor (AT1R-Ab) have been linked to antibody-mediated 
rejection (AbMR) in kidney transplants. Recent data suggests that pre-sensitization 
with AT1R-Ab is associated with an increased risk of acute rejection. There is little 
data about the incidence, biopsy characteristics and prognosis of AbMR associated 
with the presence of AT1R-Ab.
Methods: In this retrospective single-center study we reviewed the biopsies and 
graft survival of 39 patients who underwent treatment with plasmapheresis (PP) and 
IVIG (150mg/kg) for acute AbMR. AT1R-Ab was measured by a commercial ELISA 
at the time of transplant and AbMR. Pre-transplant sensitization with AT1R-Ab was 
defi ned as >10U/ml. A positive AT1R-Ab at time of AbMR was defi ned as >17U/ml.
Results: A total of 39 adult patients transplanted between Jan 2004 and Sept 
2013 underwent PP for acute AbMR. 64% (25/39) patients were presensitized for 
AT1R-Ab (median=12.5; range=10-250) while 31% (12/39) patients had a positive 
AT1R-Ab (median=23; range=17-216) at the time of AbMR. Biopsies revealed 
that arteritis was more frequent in the positive AT1R-Ab group as compared to the 
negative AT1R-Ab group (4/12;33% vs. 4/27;15%). C4d staining was no different 
(55% vs. 46%). Only 7/39 (18%) showed at least a twofold increase in AT1R-Ab 
at time of AbMR compared with baseline. The presence of AT1R-Ab at the time 
of AbMR was not associated with an inferior graft survival at one year follow-up 
(10/11;89% vs. 20/25;80%).
Conclusions: In this preliminary investigation, we report that in patients treated 
with PP/IVIG for AbMR the presence of AT1R-Ab at the time of rejection was not 
associated with an inferior 1-year graft survival. The fi nding of arteritis was more 
frequently seen in the presence of a high AT1R-Ab, which could refl ect its macro-
vascular site of action. Further analyses are being conducted to determine the effect 
of PP on AT1R-Ab levels as well as to ascertain the signifi cance of At1R-Ab in 
patients with acute cellular rejection.

Abstract# B854 
Ultrastructural Features of Chronic Antibody-Mediated Damage in 
Highly Sensitised Patients With or Without C1q Activating Anti-HLA 
Antibodies. C. Clarke, L. Moran, J. Moss, C. Lawrence, P. Brookes, 
M. Willicombe, D. Taube, J. Galliford, C. Roufosse. Imperial College 
Kidney and Transplant Centre, Imperial College NHS Trust, London, 
United Kingdom.
HLA incompatible (HLAi) transplantation after desensitisation is associated with a 
higher incidence of antibody mediated rejection (AMR). We previously found that 
in recipients with a positive donor cell-based fl ow cytometric cross match (FXM+) 
prior to desensitisation, the presence of C1q+antibodies pretransplant is indicative 
of an increased risk of AMR, with acute AMR occurring in 100% of patients with 
C1q+antibodies and in 25% of the patients with C1q-antibodies pretransplant. All pre-
transplant C1q- patients who developed acute AMR had detectable C1q+antibodies 
at the rejection episode.
We performed ultrastructural analysis of follow-up biopsies in our retrospective 
cohort of 17 HLAi patients who had IgG anti-HLA donor specifi c antibody (DSA) 
with FXM+ prior to desensitisation. We compared patients with C1q+ antibodies (9 
patients; 4/9 C1q+DSA; 5/9 C1q+HLA (non DSA)) to those with no C1q activating 
antibodies (8 patients, C1q-) pretransplant. All but 2 of the 17 patients had more 
than 1 biopsy and the last biopsy available to date in 15/17 was assessed for features 
of chronic AMR (cAMR).
Amongst C1q+ patients, 6/8 had features of cAMR by 35.3±8.33 (median 
37.5) months post transplantation. In 3/6, cAMR was diagnosed by transplant 
glomerulopathy (TG) on light microscopy (LM). In 3/6, cAMR was only visible on 
electron microscopy (EM) (cg 0.5 in 1, ptcbml in 1, cg0.5+ptcbml in 1).
In C1q- patients, 4/7 had features of cAMR by 42.3±27.9 (median 33.5) months post 
transplantation. In 1/4 cAMR was diagnosed on LM (TG). In 3/4 cAMR was only 
visible on EM (cg 0.5 in 1, ptcbml in 2). The C1q- patient with TG had developed a 
C1q+activating antibody post-transplantation, but the other 3 had not.
Ultrastructural analysis increases detection of early features of cAMR in patients 
with antiHLA antibodies. In this analysis of a small cohort of patients, ultrastructural 
fi ndings of early cAMR are present in both C1q+ and C1q- patients. Longer follow 
up times are necessary to see whether all progress to TG and/or long-term graft loss.
DISCLOSURES: Lawrence, C.: Other, OneLambda, Has recieved honoraria and 
speakers fees.

Abstract# B855 
Impact of De Novo Donor-Specifi c Antibody (DSA) to HLA-DQ 
Alone in Pediatric Renal Transplant Recipients. J. Smith,1 K. Nelson,2 
P. Warner,2 L. Finn,3 H. Pope,4 R. McDonald.1 1Pediatrics, Nephrology, 
University of Washington, Seattle; 2Immunogenetics/HLA,, Puget Sound 
Blood Center, Seattle; 3Pathology, University of Washington, Seattle; 
4Wheaton College, Norton.
Background:
Renal transplant recipients have been reported to develop de novo DSA to donor 
HLA-DQ only. The ability to bind complement is thought to be associated with 
DSA which contribute to antibody-mediated rejection. The objectives of this study 
were to assess whether de novo DSA to DQ alone could bind complement and be 
associated with changes in renal allograft histology in a cohort of pediatric renal 
transplant recipients.
Methods:
This retrospective cohort study was conducted at a single pediatric renal transplant 
center and included all fi rst, kidney alone, transplants since 2007. DSA testing was 
performed every 3 months using FlowPRA ® Single Antigen and LABScreen® 
Single Antigen using a threshold of of 1000 MFI. Biopsies were performed at 3, 
6, 12 and 24 months and for cause. Retrospective testing for the ability of DSA to 
bind the complement component C1q (C1qScreen™) was performed for samples 
which were positive for DSA and associated with a biopsy. All biopsies were re-
reviewed retrospectively by a pathologist using the Banff classifi cation of renal 
allograft pathology. This study analyzed the level of C4d deposition and the level 
of interstitial fi brosis and tubular atrophy (IFTA).
Results:
A total of 132 subjects had both DSA and renal allograft biopsy evaluation. Donor 
specifi c anti-HLA antibody was detected in 52 (39%) subjects; 19 of these had 
antibody to donor HLA-DQ only (14% of total cohort, 37% of those with DSA). 
DSA which bound C1q (DSA-C1q) developed in 44 subjects (85%). The onset of 
DSA-C1q to DQ only was observed later than DSA-C1q to class I HLA or to HLA-
DR (mean 59.3 m vs 29.4 m, p=0.009). In addition, DSA to DQ only was less likely 
to develop into DSA-C1q compared to DSA to class I HLA or HLA-DR (p=0.05). 
Subjects with DSA to DQ only had lower C4d and IFTA scores than those with DSA 
to Class I HLA or HLA-DR (p=0.001). However, 10 of the DSA-C1q to DQ only 
patients did have biopsies positive for C4d and 9 of the patients with DSA to DQ 
only developed moderate to severe IFTA.
Conclusions:
Although biopsies positive for C4d and IFTA are more likely to be associated with 
DSA to multiple HLA, DSA to DQ alone are associated with later development of 
both C4d and IFTA.

Abstract# B856 
Actual 5-Year Post-De Novo DSA Outcomes in Low Risk Primary 
Kidney Transplant Recipients. M. Everly,1 L. Rebellato,2 C. Haisch,2 K. 
Briley,2 P. Bolin,2 W. Kendrick,3 S. Kendrick,3 C. Morgan,2 G. Dieplinger,1 
A. Maldonado,4 R. Harland,2 P. Terasaki.1 1Terasaki Foundation, Los 
Angeles; 2East Carolina University, Greenville, NC; 3Eastern Nephrology 
Associates, Greenville, NC; 4Vidant Medical Center, Greenville, NC.
Recent epidemiological studies have only shown the survival following DSA’s fi rst 
appearance out to 3-years post-DSA. This report is the fi rst to show actual 5-year 
post-de novo DSA graft survival in a consecutive series of primary renal allograft 
recipients.
Methods: Serum was collected pre-transplant and sequentially post-transplant at 
1, 3, 6, 9, 12 months and annually, thereafter. The sera were retrospectively tested 
for the presence of HLA IgG, IgM, and IgG3 antibodies via LABScreen single 
antigen bead assay on the Luminex platform. All patients were negative for DSA at 
transplant. Survival analysis is death-censored.
Results: In the cohort of all renal transplants from 3/1999 to 12/2008, 59 DSA 
positive patients had 5 years of post-DSA follow up or failed/died. By Kaplan 
Meier analysis, the 5-year actual post-DSA graft survival estimate based on this 
cohort is 69% (Fig A). Failure following DSA appearance was most likely in the 
2-3 years post-DSA. Of the surviving grafts at 5 years, the median serum creatinine 
(SCr) was 1.4 mg/dl and 27% had a SCr >2.0 mg/dL. Time to DSA did not impact 
outcomes (Fig B). Those with DSA Class I + II DSA were more likely to fail (Fig 
C, p=0.03). Possible predictors of poor graft survival following DSA were IgG3+ & 
IgM persistent DSA and acute rejection post-DSA (Fig D, p=0.07 each).
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Conclusions: Thirty-one percent of DSA+ patients’ grafts fail by 5 years post-DSA 
with the greatest risk of failure between 2-3 years post-DSA. Those allografts with 
IgG3+ & IgM persistent DSA, Class I +II DSA, and acute rejection after DSA are 
most likely to fail.

Abstract# B857 
Eculizumab Bridging and Plasma Cell-Directed Therapy - 
A Novel Concept in Severe Antibody Mediated Rejection in 
Kidney Transplantation. M. Guthoff,1 M. Schnaidt,2 S. Nadalin,3 A. 
Koenigsrainer,3 N. Heyne.1 1Dept. of Endocrinology and Diabetology, 
Angiology, Nephrology and Clinical Chemistry, University of Tuebingen, 
Tuebingen, Germany; 2Institute of Clinical and Experimental Tranfusion 
Medicine, University of Tuebingen, Tuebingen, Germany; 3Dept. of 
General, Visceral and Transplantation Surgery, University of Tuebingen, 
Tuebignen, Germany.
Purpose: Acute antibody mediated rejection (AMR) is a severe complication 
following kidney transplantation with profound impact on allograft survival. 
Human leukocyte antigen (HLA) antibody mediated cytotoxicity involves terminal 
complement activation. We report complement C5b inhibition by eculizumab to 
rapidly interrupt renal injury in AMR, thereby providing a window for antibody-
directed therapy to become effective.
Methods: A case series of three patients with severe AMR and high titres of C1q-
binding donor specifi c antibodies (DSA) is presented. Eculizumab was administered 
followed by plasma cell therapy with bortezomib or cyclophosphamid, respectively.
Results: In all patients, renal function stabilized rapidly despite unchanged DSA 
titres. Between one and 9 doses of eculizumab were administered until plasma cell 
therapy effectively reduced DSA titres over time. After a follow up of 9 - 28 months, 
median serum creatinine is 1.9 mg/dl and median eGFR is 38 ml/min/1.73 m².
Conclusion: Complement C5b blockade by eculizumab is highly effective in 
interrupting HLA antibody-mediated cell injury in AMR. As a novel concept, 
eculizumab bridging creates a therapeutic window for antibody-directed B- or 
plasma cell therapy to become effective and may improve outcome of AMR in 
kidney transplantation.
DISCLOSURES: Heyne, N.: Speaker’s Bureau, Alexion, speaker & consulting fees .

Abstract# B858 
Acute Humoral Rejection in the Absence of Anti-HLA Antibodies, a 
French Nation-Wide Study. M. Delville,1 P. Gatault,2 O. Thaunat,3 M. 
Giral,4 N. Kamar,16 N. Arzouk,5 M. Hazzan,6 M. Matignon,7 C. Mariat,8 
S. Caillard,9 P. Merville,10 P. Westeel,11 C. Garrouste,12 V. Vuiblet,13 J. 
Rivalan,14 D. Bertrand,15 C. Legendre,1 D. Anglicheau.1 1Necker, Paris, 
France; 2CHU, Tours, France; 3CHU, Lyon, France; 4CHU, Nantes, 
France; 5La Pitie, Paris, France; 6CHU, Lille, France; 7Mondor, Paris, 
France; 8CHU, St Etienne, France; 9CHU, Strasbourg, France; 10CHU, 
Bordeaux, France; 11CHU, Amiens, France; 12CHU, Clermont-Ferrand, 
France; 13CHU, Reims, France; 14CHU, Rennes, France; 15CHU, Rouen, 
France16CHU, Toulouse, France.
Antibody mediated rejection (ABMR) is usually associated with donor-specifi c 
anti-HLA antibodies (DSA). Evidence of ABMR in patients with no DSA strongly 
suggests the implication of non-HLA antibodies. We implemented a retrospective 
nation-wide study to improve undertanding of non-HLA ABMR. Inclusion criteria 

were: fi rst or re-transplantion, deceased or living-donor; acute allograft dysfunction 
during the fi rst three months; allograft biopsy showing a total score of glomerulitis 
and peritubular capillaritis≥3 according to the Banff classifi cation; absence of 
identifi ed anti-HLA DSAs using Luminex® . Demographical and clinical parameters 
were collected for 36 cases. Recipient age was 53±19 yrs. Donor age was 53±12 
yrs. Cold ischemia time was 12±8 hrs. All patients received induction therapy (94% 
basiliximab, 6% thymoglobuline), a CNI (69% tacrolimus, 31% cyclosporine), MPA 
and steroids. Rejection was diagnosed at day 12±9 in the absence of graft function 
recovery in 30% of patients. The remaining 25 patients defi ned a poor serum 
creatinine nadir of 289±169 μmol/L at day 15±22. Acute graft dysfunction (393±230 
μmol/L) led to the diagnosis of acute rejection at day 25±34. No anti-HLA DSA 
were observed. Mean g+ptc score was 3,8 [3-6]. In addition, intimal arteritis and 
interstitial infl ammation (i ≥1) were observed in 50% and 69% of cases, respectively. 
Additional lesions included haemorragic suffusion and thrombotic microangiopathy 
in 26% and 9% of cases, respectively. Therapeutic strategies included steroids pulses 
(86%), thymoglobulines (37%), rituximab (31%), IVIG (49%) and plasmapheresis 
(49%). Primary non function was observed in 2 cases. At last follow up (3±1 yrs) 
serum creatinine was 178±92 μmol/l. 6% of patients were back to dialysis.
This study provides a close clinico-pathological description of non-HLA ABMR, and 
will be followed by additional histological and mechannistic analyses.

Abstract# B859 
Interlaboratory Comparison of Single Antigen Bead Based Assay for 
HLA Antibody Detection. E. Song,1 H. Park,1 K. Park,2 E. Kang,3 H. 
Kim,4 E. Oh.5 1Laboratory Medicine, Seoul National University College 
of Medicine, Seoul, Korea, Republic of; 2Laboratory Medicine, Seoul 
National University Bundang Hospital, Gyeonggi-do, Korea, Republic 
of; 3Laboratory Medicine and Genetics, Samsung Medical Center, 
Sungkyunkwan University School of Medicine, Seoul, Korea, Republic 
of; 4Laboratory Medicine, Severance Hospital, Yonsei University College 
of Medicine, Seoul, Korea, Republic of; 5Laboratory Medicine, Seoul St. 
Mary’s Hospital, College of Medicine, The Catholic University of Korea, 
Seoul, Korea, Republic of.
Introduction. The results of single antigen bead based assays (SAB) provided as 
mean fl uorescence intensity (MFI) are frequently used with quantitative signifi cances, 
although they were approved as qualitative tests. We assessed interlaboratory 
variability caused by laboratory condition in testing the SAB with same reagents 
and standardized protocol.
Methods. Six HLA-antibodies-positive sera were tested at fi ve laboratories according 
to the manufacturer’s recommendation using the same lot of SAB kits (Genprobe, 
CT). Concordances of qualitative results according to the different MFI cutoffs (1000, 
3000, 5000 and 10,000) and correlation of quantitative MFI values were analyzed.
Results. For detection of HLA class I and class II antibodies, overall concordance 
between laboratories was 96.0% and 97.2% at all cutoffs, respectively. Pair-wise 
Pearson correlations between laboratories were 0.947–0.991 and 0.992–0.997 for 
MFI values of class I and class II antibodies. For both HLA class I and class II, CVs 
of the discordant results at the MFI = 1000 cutoff (median: 29.2, 28.2, respectively) 
were higher than CVs at other cutoff values (P < 0.01, P < 0.001, respectively). 
Variance components analysis found that the interlaboratory variation (SD = 37.3, 
79.2, respectively) represented 0.01% and 0.03% of the total variation for class I 
and class II, respectively.
Conclusion. SAB using same protocol and same lot of reagents showed good 
concordances and correlations between laboratories.

Abstract# B860 
Pretransplant Donor-Specific Anti-HLA Antibodies and Their 
Characteristics Are Associated With Poorer Kidney Graft Outcomes 
in Kidney and Kidney-Pancreas Recipients. J. Malheiro,1 S. Tafulo,2 L. 
Dias,1 I. Fonseca,1 L. Martins,1 M. Almeida,1 S. Pedroso,1 F. Freitas,2 I. 
Beirao,1 A. Henriques,1 A. Cabrita.1 1Nephrology Unit, CH Porto, Porto, 
Portugal; 2CSTP, IPST, Porto, Portugal.
The role of donor-specifi c antibodies (DSA) and their characteristics in kidney 
transplantation remains not fully understood. We aimed to analyze in a cohort of 
kidney and kidney-pancreas transplant recipients the effect of pretransplant DSA in 
kidney graft adverse outcomes: acute humoral rejection (AHR) and graft failure (GF).
A cohort of 434 patients (pts) that received a kidney graft (67 pts also receiving 
a pancreas graft) between 2008-12 after a negative CDC crossmatch (XM) were 
included. Presence of anti-human leukocyte antigen (HLA) antibodies was 
investigated in pretransplant sera using a Luminex® screening assay and anti-HLA 
specifi cities were assigned performing a Luminex® single antigen assay [positive: 
mean fl uorescence intensity (MFI) was  ≥1000 (1K)]. In DSA+ pts, ROC curves 
were constructed to assess the ability of MFI values (DSAmax: highest DSA bead; 
DSAcum: detected DSA MFI sum) to predict AHR.
Comparison between DSA defi ned groups:
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DSA- (n=397) DSA+ (n=37) χ2-test p
Kidney-pancreas/Kidney pts, % 16/84 11/89 0.6
Flow XM+, % 1 14 <0.001
ATG use, % 27 70 <0.001
1-year AHR, % 1 32 <0.001
4-years GF, % 3 42 <0.001

1-year incidence of AHR by DSA class was 17%, 57% and 57%, in I (n=23), II 
(n=7) and I+II (n=7), respectively (logrank p=0.023); by DSA MFI was 6%, 46% and 
67%, in 1k-3k (n=17), 3k-7k (n=11) and >7K (n=9), respectively (logrank p<0.001).
Considering only DSA+ pts, comparisons were performed using χ2 or Mann–
Whitney U test between AHR- (n=25) and AHR+ (n=12) groups. Differences were 
found in mean HLA mismatch (3.5 vs 4.3; p=0.008), median DSA number (1 vs 3; 
p=0.005), MFI DSAmax (2.5K vs 8K; p=0.001), DSAcum (3.5K vs 19.5K, p=0.001), 
DSAmax class II (12% vs 58%; p=0.006) and DSA class (AHR-: I 76%, II 12%, 
I+II 12%; p=0.02); number of kidney-pancreas (2 vs 2; p=0.6) and fl ow XM+ pts (2 
vs 3; p=0.3) were similar. In ROC analysis, both MFI DSAmax (AUC 0.83; 3.75K 
had 92% sensitivity, 72% specifi city) and DSAcum (AUC 0.85; 11.2K had 67% 
sensitivity, 92% specifi city) were good predictors of AHR.
Pretransplant DSA have a deleterious effect on kidney graft outcomes. Class, number 
and specially strength of DSA modulate that effect and should be considered in 
DSA+ pts management, such as the complementary behavior of MFI DSAmax and 
DSAcum as predictors of AHR.

Abstract# B861 
High Prevalence of Post Transplant Donor Specifi c HLA-DQ Antibody 
in Live Related Renal Transplantation. Is It Time To Extend Typing To 
HLA-DQ in Renal Transplantation. M. Zafar, K. Abbas, R. Fawad, S. 
Rizvi. Sindh Institute of Urology and Transplantation, Karachi, Pakistan.
PURPOSE: The aim of this study was to determine the HLA classes of post 
transplant donor specifi c antibody (DSA) in live related renal transplant recipient.
PATIENT AND METHODS: HLA antibodies were analyzed in 212 renal transplant 
recipient 1-24 month post transplant. Samples were collected in routine follow-up 
in out patient. All recipients were HLA antibody negative by fl ow cross match and 
Luminex pre-transplant. All rejections were confi rmed by biopsy. Antibody screen 
and single antigen screen was undertaken by Luminex. Outcomes were compared 
between recipient with DSA and No DSA for rejection, HLA match, Serum Creatinine 
and Graft Survival.
RESULTS: of the 212 recipient screened for HLA antibodies 20 (9.4%) were 
positive for Class I and 34 (16%) for Class II. DSA were found in 31 (14.6%). DSA 
developed in 2 (7%) of the recipient within 3 months, in 4 (14%) within 6 and 25 
(79%) after 6 months. DSA against Class I in 10 (4.7%) and Class II in 27 (13%). 
Within Class I, against HLA A in 9 (90%) and HLA B 1 (10%), while within Class 
II, HLA-DR in 11 (41%), HLA-DQ in 15 (55%) and HLA-DR + HLA-DQ in 1 
(3.7%). Rejections were diagnosed in 16 (52%) of DSA group vs 48 (26%) in No 
DSA group (p< 0.05). The mean HLA match was 3.39 ± 0.9 in DSA vs 3.67 ± 1.2 
in Non DSA (p 0.231). The mean S. Creatinine was 2.42 ± 1.4 mg/dl in DSA vs 1.6 
± 0.8 in Non DSA (p 0.001). Graft survival in DSA group at 1, 3, 5 years was 97%, 
90% and 57% vs 93%, 92% and 78% in the No DSA group.
CONCLUSION: In OPD follow-up 14.6% of the recipient had DSA mainly against 
Class II HLA-DQ antigens. Although rejection episode were higher in patients with 
DSA but the short term survival at 1, 3 years was similar to non DSA group. High 
frequency of HLA-DQ antibodies warrant typing for HLA-DQ as routine specially 
in live related transplant to determine the long term consequences of DSA against 
HLA-DQ antigens.

Abstract# B862 
HLA Specifi city and Titer Rather Than Complement Fixing Ability 
of DSA Would Infl uence the Incidence of Chronic Antibody Mediated 
Rejection. T. Yamamoto,1,2 Y. Watarai,2 K. Kuroki,3 S. Sakamoto,3 M. 
Hiramatsu,3 M. Tsujita,2 T. Hiramitsu,2 N. Goto,2 S. Narumi,2 K. Uchida,2 
T. Kobayashi.1 1Transplant Immunology, Nagoya University School of 
Medicine, Nagoya, Japan; 2Transplant Surgery, Nagoya Daini Red Cross 
Hospital, Nagoya, Japan; 3HLA Laboratory, Nagoya Daini Red Cross 
Hospital, Nagoya, Japan.
Introduction: It is well-known that de novo antibody production, particularly against 
donor HLA is associated with poor graft outcome due to chronic antibody mediated 
rejection (CAMR). However, such donor specifi c antibodies (DSA) would not 
always cause CAMR. Our institutions have introduced annual monitoring of HLA 
antibody (Ab) in all follow-up renal transplant recipients since 2010. In this study, 
we examined the signifi cance of post-transplant HLA Ab monitoring.
Methods: 723 follow-up recipients who underwent renal transplantation between 
1982 and 2010 (623 living donor, 100 deceased donor) were included in this study. 
HLA Abs that were annually examined using Flow PRA or LABScreen Mixed, and 
then LABScreen single antigen beads in 2011, 2012 and 2013, were compared with 
renal function and biopsy results. CIq assay for the detection of complement fi xing 
antibodies was used for some sera.
Results: Among 723, DSA and nonDSA were detected in 98 and 30 recipients, 
respectively. 6/19 with anti-class I DSA (31.6%), 4/16 with DR DSA (25.0%), 8/45 

with DQ DSA (17.8%) and 10/18 with DQ+ a (DR and/or Class I) (55.6%) showed 
graft dysfunction or biopsy-proven subclinical CAMR. MFI values of DSAs with 
graft dysfunction were higher than those with stable graft function (14855+/-8878 
vs 9331+/-7754, p<0.05). 4 of 19 with de novo class I NDSA had graft dysfunction, 
whereas none of 4 with DQ, 5 with DR or 2 with DQ+ a developed. C1q was 
positive in 7 of 8 with graft dysfunction due to CAMR, while 9 of 11 with stable 
graft function (no CAMR) also demonstrated C1q deposition. The positivity seemed 
to be associated with antibody titer (>8000).
Conclusions: There was no signifi cant difference in C1q fi xing ability between 
CAMR and stable graft. The graft prognosis after DSA was produced seemed to 
be related to HLA specifi cities and titers. DQ antibodies alone would not cause 
CAMR soon, whereas DQ Abs in addition to class I and/or DR Abs showed much 
poor outcome compared with others.

Abstract# B863 
Intermediate Term Outcomes of Early and Late Acute Antibody-
Mediated Rejection After Kidney Transplantation. J. Hwang,1 M. 
Kim,1 K. Jun,1 S. Ahn,1 B. Chung,2 S. Kim,1 S. Park,1 B. Choi,2 S. Kim,2 J. 
Kim,1 C. Yang,2 Y. Kim,2 M. Lee,1 I. Moon.1 1Surgery, College of Medicine, 
The Catholic University of Korea, Seoul, Korea, Republic of; 2Internal 
Medicine, College of Medicine, The Catholic University of Korea, Seoul, 
Korea, Republic of.
Purpose
Acute antibody-mediated rejection (AAMR) has been recognized as a major cause 
of graft failure in kidney transplantation. The clinical course of early and late AAMR 
may differ. The aim of this study was to evaluate kidney graft survival of early versus 
late AAMR and to defi ne clinical difference and risk factors for early and late AAMR.
Methods
Between January 2003 and April 2013, we performed 835 renal transplants into 
adult recipients. AAMR was diagnosed in 51 (6.1%) patients with median follow-
up of 45.1 months (range 24 days-120 months). Recipients was divided into two 
groups: ‘early AAMR’ (< 3 months after transplantation), ‘late AAMR (> 3 months 
after transplantation)
Results
During a 10-year period, we identifi ed 51 patients of AAMR, 36 (70.6%) early AAMR 
and 15 late AAMR. The median time to AAMR was 18 days (range, 5-84 days) in 
the early group and 30 months (range, 3-115 months) in the late group. In the early 
AAMR group, 25(69.4%) were female recipient (P=0.002). It showed an increased 
incidence of pregnancy (n=19, P= 0.188), blood transfusion (n=32, P<0.001), 
deceased donor type (n=18, P=0.045), retransplantation (n=11, P=0.177), High PRA 
(> 50%) (n=16, P=0.193), and DGF (n=8, P=0.048). But, the mean serum creatinine 
level at diagnosis, 7days, 1month, 6months and 1 year after treatment of AAMR 
was not signifi cantly different between two groups (P= 0.553, 0.837, 0.891, 0.744, 
and 0.924, respectively). Graft survival at 1year, 3years, 5years post-transplantation 
were 88.9%, 84.8%, and 79.5%, respectively, in the early AAMR group compared 
to 100%, 88.9%, and 74.1%, respectively, in the late AAMR group. There were 
no signifi cant differences in graft survival (P=0.722)[Figure 1] or patient survival 
(P=0.974) between the two groups.
Conclusion
Although early AAMR group showed high incidence of risk factors for AAMR, 
intermediate term graft and patient survival were compared to those of late AAMR 
group. Early diagnosis and aggressive treatment may resolve AAMR.

Abstract# B864 
Renal Outcomes After Treatment With Intensive Plasmapheresis 
and Intravenous Immunoglobulin in Renal Allograft Patients 
With Antibody-Mediated Rejection: A Single-Center Experience. 
P. Ruangkanchanasetr,1 B. Satirapoj,1 S. Termmathurapoj,2 N. Nata,1 
B. Lauhawatana,1 L. Luesutthiviboon.1 1Medicine, Phramongkutklao 
Hospital, Bangkok, Thailand; 2Pathology, Phramongkutklao Hospital, 
Bangkok, Thailand.
Background Acute antibody-mediated rejection(ABMR) after renal transplantation 
is associated with signifi cant morbidity and mortality, and the optimal treatment of this 
condition is poorly defi ned. Plasmapheresis and intravenous immunoglobulin(IVIG) 
have been used successfully for the treatment of autoimmune disease or antibody-
mediated diseases; however, its role in ABMR is unclear.
Methods We conducted a retrospective analysis of renal transplant patients with a 
diagnosis of biopsy-proven ABMR from 2004 to 2014. All patients received intensive 
plasmapheresis, IVIG with or without bortezomib treatment.
Results Seventeen patients with biopsy-proven ABMR were identifi ed. Of 17 patients, 
15 received induction therapy with either basiliximab(n=11), daclizumab(n=2) or 
antithymocyte globulin(n=2) and were maintained on calcineurin inhibitors/
mycophenolate or azathioprine/steroid. All patients were treated with 8 (range 
5-18) sessions of plasmapheresis and mean plasma volume of 14.75+6.63 plasma 
volume per patient with IVIG (total dose 108.53+48.73 g or 1.96±0.98 g/kg) during 
and after plasmapheresis. Seven patients also received bortezomib treatment. Mean 
age was 41.41±9.65 years and median time from transplantation to rejection was 
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2.0 months(IQR 1-6 months). After treatment, estimated glomerular fi ltration rate 
(GFR) by using CKD-EPI formulae signifi cantly increased from 33.57±12.54 to 
52.47±26.12 mL/min/1.73m2(P=0.003). Seventy-six percent (13/17) had serum 
creatinine(SCr) return to within 20 percent of baseline SCr. The hospital length of 
stay was 25.94±13.21 days. Recurrence rate of ABMR was 35 % and four patients 
were refractory to ABMR treatment and lost their grafts. Graft survival in the patients 
after ABMR diagnosis was 76.5% with median estimated GFR of 50.81 (range 20.13-
76.39) mL/min/1.73m2 at the median follow up time of 15(range 0-112) months. 
Five patients had serious opportunistic infections (Pneumocystis carinii pneumonia, 
Cytomegalovirus and BK virus infection) after treatment.
Conclusion We found that intensive plasmapheresis and IVIG therapy was associated 
with improved survival in renal allograft after ABMR. Further prospective, 
randomized studies in larger patient population are needed to confi rm this fi nding 
and to defi ne the optimal doses of therapy.

Abstract# B865 
Immunoadsorption or Plasmaexchange in Type II Humoral Rejection 
of Kidney Allografts. A. Weidemann,1 K. Birkner,1 M. Buettner,2 M. 
Wiesener,1 K. Amann,2 K. Eckardt.1 1Nephrology and Hypertension, 
University Clinic Erlangen, University of Erlangen-Nuremberg, Erlangen, 
Germany; 2Nephropathology, University Clinic Erlangen, University of 
Erlangen-Nuremberg, Erlangen, Germany.
Introduction: Type II antibody mediated rejection (AMR) represents a challenging 
problem for kidney allograft survial. Treatment options are scarce and oftentimes 
without suffi cient benefi t. Especially which technique of extracorporal elimination 
of HLA-antibodies, i.e. plasmapheresis or immunoadsortions, should be used and 
which one is more effective, remains unanswered. This single center retrospective 
study was conducted to determine a clinically relevant different outcome between 
the two methods.
Methods: Retrospective, single center analysis of patients who received a renal 
allograft more than 12 months before a biopsy proven Banff type II humoral rejection. 
Patient characteristics, history of immunosuppression, renal functional parameters 
and HLA-antibody specifi city and MFIs were analysed before initiation of treatment 
and during a period of 6 months after.
Results: 20 patients were identifi ed of which 9 were treated with immunoadsorption 
(IA) and 11 with plasmaexchange (PLEX), respectively. Age, number of HLA 
mismatches and time to development of AMR was not signifi cantly different in both 
groups. 50% of patients receiving IA were C4d positive, while 36% in the PLEX 
group stained positive for C4d (n.s.). Previous use of mTOR inhibitors was also not 
signifi cantly different. Most patients in both groups had HLA-class II antibodies 
(78% in the IA group and 100% in the PLEX group, n.s.). Percentage of patients 
receiving anti-CD20 treatment were also not signifi cantly different. Comparison of 
MFI levels of HLA-antibodies revealed that before and after extracorporal treatment 
the MFIs did not change signifi cantly in both groups within 6 months. Accordingly, 
renal function 6 months after treatment was not signifi cantly different.
Conclusions: In this single center retrospective analysis, we did not determine a 
signifi cant difference in MFI levels of HLA-alloantibody or development of renal 
function between immunoadsorption or plasmaexchange for the treatment of type 
II humoral rejection of kindey allografts. Although there are various limitations 
in terms of study design, co-medication, patient numbers and follow up time, our 
results suggest that both techniques may be applied interchangeably and the use of 
each can be based upon resources and availability.
DISCLOSURES: Weidemann, A.: Other, Astellas, Travel grant. Wiesener, M.: 
Speaker’s Bureau, Alexion.

Abstract# B866 
HLA-Incompatible Transplantation – Correlating Clinical Phenotypes 
& Transfusion With Histology & DSA Evolution to Predict Outcomes 
After Positive Cross-Match Transplantation. M. Manook,1 L. Couzi,2 R. 
Perera,1 O. Shaw,1 A. Dorling,1 N. Mamode.1 1Renal Transplant, Guys & St 
Thomas’ NHS Trust, London, United Kingdom; 2Renal, Centre Hospitalier 
Universitaire de Bordeaux, Bordeaux, France.
Introduction: According to Banff classifi cation, histologically defi ned antibody 
mediated rejection (AMR) requires the presence of microcirculatory infl ammation 
(MI), with C4d positivity and donor specifi c antibody (DSA) - this has been 
questioned and differing histological phenotypes identifi ed1. This study aimed 
to correlate clinical outcomes with histological features after HLA incompatible 
transplantation.
Methods: Single centre, retrospective study of 25 patients requiring desensitisation 
due to a positive fl ow cross match. Protocol and ‘for cause’ biopsies performed 
within the 1st month & at month 3 were re-scored according to Banff classifi cation 
by a single, blinded histopathologist. This was combined with clinical information 
including weekly eGFR & DSA monitoring. Patients were categorised into 3 groups: 
‘NORMAL’(eGFR >30ml/min at wk1, then stable n = 9)); ‘DROP’ (eGFR>30ml at 
wk1 followed by a signifi cant drop, n = 8)) & ‘LOW’ (eGFR<30ml/min at wk 1, n=8).
Results: The ‘LOW’ group was strongly associated with poor long-term graft 
outcome and graft loss compared to ‘DROP’ & ‘NORMAL’ (5yr GS DROP 100% 
vs LOW 62.5% p = 0.02). Risk factors associated with the ‘LOW’ group were a 

higher TFXCM at baseline & pre-tx; donor age & month 3 eGFR. Histologically, 
AMR was present in all month 1 biopsies in both LOW & DROP groups, although 
mean MI scores were higher in the LOW group (3.0 +/- 0.5) compared to DROP 
(1.57 +/- 0.3) (p =0.04). Blood transfusion within 7 days was associated with LOW 
& DROP groups, compared to NORMAL (p = 0.03). Although not statistically 
signifi cant (p = 0.13) DSA-rise was highest in the DROP group (75%) compared to 
LOW (50%) or NORMAL (25%).
Discussion: We describe 2 clinical phenotypes of AMR with histologically similar 
features, but differing outcomes. Patients with an acute deterioration of graft function 
post transplant, appear to have a less severe phenotype of AMR which recovers 
with treatment and leads to improved long term outcomes compared to patients 
with a persistently low eGFR at week 1. Post-operative blood transfusion should 
be avoided in sensitised patients.
1.Mengel M et al. Banff 2011 Meeting report: new concepts in antibody-mediated 
rejection. Am J Transplant. 2012 Mar;12(3):563-70.
DISCLOSURES: Manook, M.: Grant/Research Support, Glycorex. Mamode, N.: 
Grant/Research Support, Alexion, Astellas.

Abstract# B867 
Outcome of Renal Transplant Recipients With Chronic Antibody 
Mediated Rejection - The Role of Intravenous Immunoglobulin 
and Plasmapheresis Treatment. M. Ma, M. Lam, C. Choy, T. Chan. 
Department of Medicine, Queen Mary Hospital, Hong Kong, Hong Kong.
Introduction: There are only limited data regarding the treatment of chronic 
antibody mediated rejection (CAMR) in renal transplant recipients. We reported the 
outcome of CAMR patients with or without intravenous immunoglobulin (IVIg) 
and plasmapheresis (PP) treatment.
Method: Allograft renal biopsies performed in Queen Mary Hospital from February 
2005 to May 2013 were retrospectively reviewed. Cases with 2 out of 3 of the 
following criteria were included for analysis: (1) evidence of chronic tissue injury; 
(2) C4d deposition in peritubular capillary basement membrane; (3) circulating 
donor specifi c antibody.
Results: 11 patients (median age 46.6 years; 9 female and 2 male; median duration 
of transplant 9.34 years) fulfi lled the inclusion criteria and were included for 
analysis.The 3-year patient and graft survival were 80% and 54.5% respectively. 
Only 6 patients received IVIg and/or PP treatment. Graft failure rate in the overall 
and IVIg/PP subgroup were 54.5% (n=6) and 50% (n=3) respectively. 8 patients 
had histological evidence of acute antibody mediated rejection (e.g. peritubular 
capillaritis (ptc), glomerulitis (g)). Among these 8 patients, 5 of them received IVIg 
and/or PP, and showed initial stabilization of allograft function in the fi rst 6 months 
after diagnosis. For the remaining 3 patients who did not have IVIg/PP treatment, 
2 of them showed progressive allograft function deterioration. All 3 patients who 
had no ptc/g on biopsy had stable allograft function for the fi rst 6 months regardless 
of their treatment regime.
Conclusion: IVIg and/or plasmaphoresis treatment may achieve short term 
stabilization of allograft function in CAMR patients who also had evidence of acute 
antibody mediated rejection. However, this cannot translate into improvement of 
long term allograft survival.

Abstract# B868 
Changes in Successive Measures of De Novo DSA Intensity Predict 
Development of Renal Allograft Dysfunction. G. Dieplinger,1 M. 
Everly,1 L. Rebellato,2 C. Haisch,2 K. Briley,2 P. Bolin,2 W. Kendrick,3 S. 
Kendrick,3 C. Morgan,2 R. Harland,2 P. Terasaki.1 1Terasaki Foundation, 
Los Angeles; 2East Carolina University, Greenville, NC; 3Eastern 
Nephrology Associates, Greenville, NC.
Many patients develop de novo donor-specifi c anti-human leukocyte antigen (HLA) 
antibodies (dnDSA) post transplant. Despite development of dnDSA, not all patients 
will immediately fail. This study analyzes dnDSA intensity and longitudinal trends 
as prospective clinical parameters to assess subsequent allograft function.
Methods: Twenty-four patients with dnDSA onset in the fi rst two years post 
transplant received antibody monitoring by LABScreen® single antigen beads. 
Estimated glomerular fi ltration rate (eGFR) was recorded at time of dnDSA onset 
and up to 24 months thereafter. dnDSA mean fl uorescence intensity (MFI) of the 
stable graft function patient group (n=8; eGFR decline ≤25%) was compared with 
the impaired graft function patient group (n=16; eGFR decline >25%) using fi rst-
year peak MFI (pMFI), eight month MFI change (ΔMFI), and eighteen month MFI 
trend (MFI slope).
Results: Both groups had similar dnDSA characteristics (time to onset after 
transplantation, class I/II distribution, and initial MFI). Between groups, MFI trends 
were analyzed (Fig). Impaired graft function patients had a higher pMFI during 
the fi rst year (median pMFI: 13055 versus 2397, p=0.007). Longitudinal analysis 
revealed that ΔMFI was strongly associated with the impaired function group 
(ΔMFI >20%, p=0.001). Furthermore, receiver operating characteristics revealed 
that a ΔMFI >20% had the highest combined sensitivity (88%) and specifi city 
(86%) for identifying those with eventual impaired graft function [area under the 
curve (AUC): 0.875].
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Conclusions: Monitoring dnDSA intensity, in particular during the early period 
after onset, can be a predictor of allograft function. Recipients with impaired kidney 
function tended to have dnDSA with higher pMFI and also greater ΔMFI overtime.

Abstract# B869 
Impact of Bortezomib On the Treatment of Antibody Mediated 
Rejection Following Kidney Transplant. Y. Kassis,1 A. Shetty,1 S. 
Flechner,1 A. Chiesa-Vottero,2 R. Fatica.1 1Glickman Urological and 
Kidney Institute, Cleveland Clinic Foundation, Cleveland, OH; 2Anatomic 
Pathology, Cleveland Clinic Foundation, Cleveland, OH.
Background: Antibody mediated rejection (ABMR) is an established cause of 
kidney graft failure. Despite limited supporting evidence, the proteasome inhibitor 
bortezomib has been used in the treatment of ABMR. We compared the addition 
of bortezomib to a standard regimen of intravenous methylprednisolone (IVMP), 
intravenous immunoglobulins (IVIG) and therapeutic plasmapheresis (PLEX) in 
patients with biopsy proven ABMR.
Methods: We identifi ed 29 adult renal transplant recipients treated for biopsy 
proven ABMR by Banff 97 criteria plus donor specifi c antibody between 2008 and 
2013. Thirteen patients received IVMP, a 2 week cycle of bortezomib 1.3g/m2/dose 
and PLEX on days 1-4-8-11, and 4 doses of 0.5mg/kg of IVIG. 16 patients were 
included in the control group who received the standard regimen without bortezomib. 
8 patients in the control group also received Thymoglobulin. Primary outcome was 
death censored graft loss at 1 and 3 years. Secondary outcomes were time to graft 
loss, death, serum creatinine (SCr) and protein-creatinine ratio (PCR) at 1 year, and 
treatment related adverse effects.
Results: Mean follow up was 42.15 ± 14.5 and 32.25 ±17.1 months in the bortezomib 
and control group respectively. There was no signifi cant difference between the 2 
groups in graft loss at 1 and 3 years, death, time to graft loss, SCr at 1 year, PCR at 1 
year and incidence of treatment related adverse effects (infection, thrombocyopenia, 
gastrointestinal complaints, peripheral neuropathy and malignancy).

Bortezomib Control p value
Patients (n) 13 16
Age (years) 60.5 ± 12 57.1 ± 16 0.53
Males (n) 11 9 0.13
African Americans (n) 5 7 0.84
Time to biopsy (months) 17 (9,35) 23 (1,71) 0.83
Serum creatinine at biopsy (mg/dL) 2.4 (2,3) 4.1 (2.4,5) 0.01
Protein-creatinine ratio at biopsy 0.4 (0.2,4) 0.7 (0.2,2.5) 0.38
Graft loss at 1 year (%) 61 ± 13 56 ± 12 0.63
Graft loss at 3 years (%) 65 ± 14 60 ± 13 0.52
Time to graft loss (months) 13.2 ± 4 7.8 ± 4 0.31
Serum creatinine at 1 year (mg/dL) 2.6 (1.4,4.4) 1.8 (1.4,2.4) 0.18
Protein-creatinine ratio at 1 year 0.1 (0.09,2.2) 1.7 (0.2,7) 0.11
Death (n) 2 1 0.42

Conclusion: In our experience, the bortezomib based and the standard regimen 
resulted in similar graft and patient outcomes. Larger prospective controlled studies 
would be needed to better characterize the role of bortezomib in the treatment of 
ABMR in renal transplant patients.

Abstract# B870 
The Kinetics of HLA Antibodies After Kidney Transplantation – the 
Impact On Acute Rejection and Graft Loss. E. Barbosa,1 R. Souza,2 
F. Agena,1 G. Maciel,1 N. Panajotopoulos,2 P. Souza,1 H. Rodrigues,2 
D. David,1 W. Nahas,1 E. David-Neto,1 M. Ribeiro de Castro.1 1Renal 
Transplant Service, Hospital das Clinicas - University of Sao Paulo, Sao 
Paulo, SP, Brazil; 2Laboratory of Immunology, Heart Institute Medical 
School, University of Sao Paulo, Sao Paulo, SP, Brazil.
We evaluated, using Luminex techniques, the presence and the kinetics of the anti-
HLA antibodies after kidney transplantation and their infl uence on the occurrence 
and severity of the episodes of acute rejection.
This is a prospective, observational study that evaluated 150 patients undergoing 
isolated kidney transplantation. Blood samples were collected before transplantation 
and on days 4, 7, 14, 30, 90, 180 and 360 after the surgery. HLA typing included 
determination of loci A, B, C, DR and DQ.
RESULTS: 150 patients analyzed, ninety-nine from deceased donor and forty-one 
from living donor in the pre-transplant period. The rates of TCMR and ABMR in 
our patients during the fi rst year follow-up were 12% and 8% respectively; The 
incidence of acute rejection were higher in patients transplanted with DSA. The 
relative risk of acute rejection between groups I (PRA=0) and IIA (PRA≠0 without 
DSA) was 1.52; IIB (PRA≠0 with DSA)/IIA 1.87 and IIB/I 2.9. The RR to develop 
antibody-mediated rejection among groups were; IIA/I 1.8; IIB/IIA 5.5 and IIB/I 8 
times. In the post tx period, patients transplanted with a known DSA had more acute 
rejection than any other patients. There was no statistical difference on different 
levels of DSA-MFI at the moment of the transplant and the occurence of rejection. 
Only 2% patients non-sensitized developed “de novo” DSA and both occurred late. 
15% sensitized pts without DSA developed DSA ususally during the 1st month and 
Pre tx DSA can increase, decrease, or stabilize their DSA levels with a graft impact.
CONCLUSION: 5% of our patients developed de novo DSAs.; 12% of our patients 
were transplanted with a DSA: 44% presented ABMR; At one year DSA presence 
and rejection occurence had no impact on graft function, graft survival and patient 
survival; We did not fi nd any evidence of benefi t in monitoring routinely non-
sensitized patients; Sensitized patients could be monitored frequently during the 
1st month (7, 14 and 30 days), followed by the 3nd month and each 6th months.

Abstract# B871 
Early Excellent Outcomes of Flow Cross-Match Negative Kidney 
Transplant Recipients With Pre-Formed IgG DSA, C1q Negative 
With or Without Peri-Operative IVIg Infusion. S. Busque,1 J. Yabu,2 M. 
Melcher,1 A. Gallo,1 S. Kong,3 T. Makki,3 K. Burke-Barber,4 J. Scandling,2 
D. Tyan.4 1Surgery, Stanford University, Stanford, CA; 2Nephrology, 
Stanford University, Stanford, CA; 3Adult Kidney and Pancreas Transplant 
Program, Stanford Hospital and Clinics, Palo Alto, CA; 4Pathology, 
Stanford University, Stanford, CA.
It is not clear if patients with a negative cross-match but with DSA need additional 
therapy at the time of transplant to prevent an amnestic reaction that could lead to 
early AMR. Based on our experience with a high dose IVIg desensitization program, 
we have conducted a stepwise deletion of peri-operative IVIg according to the 
DSA MFI. Intervention: All patients received ATG induction and triple therapy 
maintenance immunosuppression with tac, MMF and steroids. All patients were T 
and B fl ow cross-match compatible. The fi rst 10 pts had at least one current DSA 
with a MFI > 1000. They received IVIg 2G/Kg at the time of Tx and 3 weeks later. 
The threshold to received IVIg was increased to 1500 MFI for the next 10 pts and 
subsequently to 2000 MFI (3 pts thus far). All patients were monitored post Tx for 
DSA with single antigen bead immunoassay for IgG and C1q. We compared the 
outcomes at 1 year of pts who received the IVIg and those who didn’t according to 
the titration scheme. Results: From 4/08 to 9/13, thirty-two patients were treated 
according to this protocol. Twenty three patients with DSA MFI > 1000 received 
IVIg (group1) and 9 patients with MFI < 2000 did not receive IVIg (group2). Patient 
and graft survival were 100% at 1 year in both groups. Only one graft was lost in 
group 1, fi ve years post-Tx after 2 years lost to follow-up. There were no episodes 
of cellular or humoral rejection in either group. Of group 1, 16/23 became DSA 
negative post Tx at least for 1 year, 6 remained DSA IgG positive and 1 intermittently 
became DSA IgG and C1q positive. In group 2: 8/9 became DSA negative, one pt 
remained DSA IgG. The 1-year creatinine was 1.37 ± 0.49 for group1 (n=20) and 
1.06 ± 0.33 (n=9) for group 2. In conclusion, recipients of kidney transplant with 
negative fl ow cross-match but with IgG DSA up to MFI of 1500 may not need 
peri-operative IVIg to prevent early AMR. We are currently pursuing our evaluation 
with increasing MFI cut off.
DISCLOSURES: Tyan, D.: Other, One Lambda, licensed product.
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Abstract# B872 
Mismatched Eplets in HLA Antigens May Predict Development of 
De Novo Donor Specifi c Antibody (dnDSA) in Kidney Transplant 
Recipients. J. Verbesey, O. Timofeeva, D. Li, B. Javaid, M. Grafals, A. 
Gilbert, S. Rosen-Bronson, M. Cooper. MedStar Georgetown Transplant 
Institute, Washington, DC.
Purpose: DSA has been associated with inferior graft survival. Studies suggest 
that mismatched eplets on HLA antigens are associated with higher incidence of 
post-transplant(tx) dnDSA.
Methods: We prospectively studied 165 consecutive renal txs (10/2012-12/2013). No 
patient had pre-existing DSA. Serum was collected at 1, 3, 6, and 12 months; DSA 
characterized by solid phase assays. Donor-recipient eplet mismatches in the HLA 
antigens against which dnDSA developed were determined using HLA Matchmaker. 
Patients without dnDSA served as controls.
Results: 104 M/61 F; average age at tx = 56 yrs. dnDSA subset = 12 (7.3%, 9 M/3 
F), 1 LD and 11 DD recipients. Average time to dnDSA detection was 86 days (range 
7-361). All dnDSA patients received induction (Campath = 8; Thymoglobulin = 2; 
Simulect = 2). 3 pts developed Class I DSA only, 6 pts class II only, and 3 both class 
I and class II. Of the 12 pts, 6 had delayed graft function (50%); 9 had biopsy proven 
concurrent acute cellular and antibody mediated rejection (75%, compared to 5.2% 
in non-dnDSA group, p<0.0005). Pt survival was 100%, graft survival was 75%. The 
number of mismatched donor eplets was higher for patients who developed dnDSA 
compared to controls. Mean MFI of dnDSA varied with HLA locus.

Conclusions: Higher numbers of mismatched HLA eplets increases the risk of 
developing dnDSA, and associated rejection. The number of eplet mismatches 
needed to trigger dnDSA production may be locus-specifi c with B requiring fewest 
and DQ highest. Loci with highest triggers appear to produce more antibody once 
eplet threshold is met. Pts transplanted with high load of donor-recipient eplet 
mismatching benefi t from close monitoring and early intervention.

Abstract# B873 
Clinicopathological Analysis of 15-Deoxyspergualin Rescue Therapy 
for Chronically Damaged Kidney Allograft Function: Japan 
Multicenter Cooperative Study. H. Harada, K. Tanabe, H. Ishida, 
H. Nihei, S. Fujioka, K. Oooka, N. Tokumoto, S. Ito, K. Kurihara, A. 
Aikawa, S. Takahara. Japan Deoxyspergualin Cooperative Study Group, 
Sapporo, Japan.
INTRODUCTION: Chronically allograft damage of kidney graft is rebellious 
situation, however; it should be overcome to obtain longer lasting allograft survival. 
We conducted the multicenter cooperative study using 15-deoxyspergualin (DSG) 
for chronically damaged kidney grafts and reported (ATC 2012). We herein report 
the result of expanded cases and investigated mechanistic background.
METHODS: Thirty-fi ve kidney transplant recipients whose graft was chronically 
damaged (22 chronic antibody mediated rejection, 1 chronic T-cell mediated 

rejection, 10 interstitial fi brosis and tubular atrophy, and 2 unknown cause) with 
creeping creatinine and urine protein secretion were enrolled and treated with 
multi-sessions of DSG with written permission. DSG (3-5 mg/kg, each) were 
administrated intravenously for 5 consecutive days and repeated every month for 6 
months. We evaluated the safety of this treatment and the effi cacy according to the 
monthly examinations. Their pathological diagnosis according Banff ‘07 score were 
evaluated. Moreover, pathological change in acute change judged by g or ptc score 
and that in chronic change by cg or ptcbm between pre- and post-DSG inoculation.
RESULTS: As shown in previous ATC meeting, DSG improved sCr (1.9 to 1.6 
mg/dl) and urine decreased albumin excretion (424.9 to 219.4 mg/dl) after the 
termination of DSG treatment with minimum anemia progression. Their each 
pathological parameter (t, i, v, ah, ptc, g, ct, ci, ptcbm, cg, ti) were not signifi cantly 
differed from pre- and post-DSG except for cv. Interestingly the improvement of 
acute change (g/ptc) were seen in 57%, but only 36% of chronic change (cg/ptcbm) 
exhibited improvement.

CONCLUSION: Long-term DSG treatment can recover chronically damaged graft 
function without any life-threatening adverse event. It would be brought more likely 
by the improvement of acute change than by that of chronic change.

Abstract# B874 
Spleen Tyrosine Kinase (SYK) Expression in Antibody-Mediated 
Renal Allograft Rejection. S. McAdoo, G. Bhangal, J. Smith, D. Taube, 
C. Roufosse, C. Pusey, F. Tam, T. Cook. Renal & Transplant Centre, 
Imperial College London, London, United Kingdom.
Background: Spleen tyrosine kinase (SYK) has in important role in BCR and FcR 
immunoreceptor signalling, and thus represents a potential therapeutic target in 
antibody-mediated allograft rejection. Experimental studies have shown that SYK 
inhibition is an effective treatment in rodent models of renal allograft rejection. 
SYK expression, however, in experimental and clinical renal tissue has not been 
characterised.
Methods: We conducted immunohistochemical analysis for total and phosphorylated 
(i.e.activated) SYK in an experimental model of early severe renal allograft rejection 
(Brown Norway to Lewis rats) and in clinical renal allograft biopsies: normal 
surveillance biopsies, n=7; acute cellular rejection (ACR), n=4; antibody-mediated 
rejection (AMR), n=24.
Results:
Experimental Samples: Normal rat tissue was positive for total SYK in distal 
tubules only. Rejecting kidney tissue (taken at day 5 post-transplant) showed positive 
staining for both total SYK and phophorylated SYK, localised to cellular infi ltrates 
in the tubulo-interstitium.
Clinical Samples: In normal surveillance biopsies (Figure A), staining for SYK was 
positive in distal tubules only, similar to that seen in normal rat tissue. Staining was 
negative in glomeruli and peritubular capillaries. In ACR, tubulo-interstitial infi ltrates 
were positive for SYK in 4/4 patients (B). In AMR (total n=24), SYK positive cells 
were identifi ed in the glomeruli of 9/17 (53%) cases with glomerulitis (C) and in 
the peritubular capillaries of 15/22 (68%) cases with peritubular capillaritis (D).
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Conclusions: We believe this is the fi rst report that SYK is expressed in various 
types of renal allograft rejection in patients. SYK localises to pathological lesions, 
including those of antibody-mediated rejection (glomerulitis, peritubular capillaritis). 
SYK is also expressed and activated (i.e. phosphorylated) in a rat model of renal 
allograft rejection that responds to SYK inhibitor treatment. We therefore believe 
that clinical studies targeting SYK in allograft rejection are warranted.
DISCLOSURES: Tam, F.: Grant/Research Support, AstraZeneca, Other, Rigel 
Pharmaceuticals, Consultancy.

Abstract# B875 
Early Versus Late Acute Antibody-Mediated Rejection in Thai 
Kidney Transplant Patients: The Two Distinct Clinical Syndromes. N. 
Larpparisuth,1 N. Premasathian,1 K. Vareesangthip,1 B. Cheunsuchon,2 P. 
Parichatikanon,2 A. Vongwiwatana.1 1Division of Nephrology, Department 
of Medicine, Faculty of Medicine Siriraj Hospital, Mahidol University, 
Bangkok, Thailand; 2Department of Pathology, Faculty of Medicine Siriraj 
Hospital, Mahidol University, Bangkok, Thailand.
Background: Acute antibody-mediated rejection (AMR) is the leading cause of 
early and late renal allograft dysfunction. The purpose of this study was to compare 
the clinico-pathological features between early and late acute AMR in Thai kidney 
transplant patients.
Method: We examined our kidney transplant recipients for acute AMR demonstrated 
on biopsy between January 2005 and December 2013. Patients who had glomerulitis 
and/or peritubular capillaritis were enrolled and stratifi ed by early (≤ 3 months) and 
late acute AMR (> 3 months after transplantation).
Results: Of 64 patients with biopsy-proven acute AMR, 27 cases of early acute AMR 
were analyzed for associated factors compared with 37 cases of late acute AMR. 
Early acute AMR was more common in older patients (46.5 ± 10.0 vs. 34.9 ± 9.8; p 
< 0.001), female recipients (66.7% vs. 32.4%; p = 0.007), deceased donor allografts 
(70.4% vs. 37.8%; p = 0.01), and highly sensitized patients (74.1% vs. 13.5%; p 
= 0.01). Non-adherence was observed in 9 cases (24.3%) with late acute AMR 
whereas none with early acute AMR (p = 0.01). Endothelialitis was more prevalent 
in early acute AMR (77.8% vs. 10.8%; p < 0.001). Transplant glomerulopathy and 
interstitial fi brosis/tubular atrophy, the pathological features of chronic changes, 
were already demonstrated in late acute AMR (70.3% and 13.5%, respectively) but 
none in early acute AMR (p < 0.001 and 0.05, respectively). Peritubular capillary 
C4d deposition were commonly revealed in late acute (70.3% vs. 25.9%; p <0.001, 
respectively). Donor specifi c antibodies (DSA) were signifi cantly evidenced in late 
acute AMR (67.6% vs 37%; p = 0.01). Anti-HLA class II (mostly anti-HLA DQ) was 
more common than class I (62.2% vs 21.6%; p = 0.003) in late acute AMR while 
anti-HLA class I (mostly anti-HLA A) was more prevalent than class II (29.6% vs 
11.1%; p = 0.09) in early acute AMR. The patients with stable graft function at one 
year after anti-humoral treatment were observed in 21 cases (77.8%) with early acute 
AMR but only 13 cases (35.1%) with late acute AMR (p = 0.001).
Conclusion: Despite similar pathological fi ndings, early and late acute AMR are 
distinct clinical syndromes. Late acute AMR has worse prognosis than early acute 
AMR.

Abstract# B876 
No Necessity for Prophylactic B-Cell-Targeting Treatment for 
Postoperative High Titers of Anti-Blood Type Antibodies After ABO-
Incompatible Living Related Kidney Transplantation. H. Ishida, T. 
Shimizu, T. Nozaki, K. Omoto, M. Inui, H. Shirakawa, K. Tanabe. Urology, 
Tokyo Women’s Medical University, Tokyo, Japan.
Background; The purpose of this study was to examine the necessity of prophylactic 
B-cell-targeting therapy, including plasmapheresis (PP) and/or additional 

administration of the CD20 antibody rituximab (Rit) to remove anti-blood type 
antibodies and suppress the appearance of B cell-lineage cells after ABO-i.
Patients; The subjects included 205 recipients of ABO-i, receiving B cell targeting 
therapy between 2001 and 2013. According to the titers of the anti-blood type 
antibodies measured within 6 months after transplantation, we classifi ed the ABO-
incompatible kidney transplant recipients into 2 groups; Group 1 (<1:32 of titers 
after Tx, N=78);, Group 2 (>1:64 of titers, N=127). We then compared the graft 
function and pathological fi ndings between Groups 1 and 2. We have not adopted 
any prophylactic treatment for elevation of anti-blood type antibody titers after Tx, 
regardless of the titers.
Results; Within 6 months after transplantation, T cell-mediated rejection (TMR) was 
observed in 8 of 43 recipients (8/43, 19 %) and 21 of 84 recipients (21/84, 25 %) 
in Groups 1 and 2 respectively (P=0.45). Antibody-mediated rejection (AMR) was 
observed in 9 of 43 recipients (9/43, 21 %) and 13 of 84 recipients (13/84, 16 %) in 
Groups 1 and 2 (P=0.51). After 6 months, TMR was observed in 2 of 25 recipients 
(2/25, 8 %) and 7 of 72 recipients (7/72, 9 %) in Groups 1 and 2 respectively (P=0.88). 
AMR was observed in 1 of 25 recipients (1/25, 4 %) and 7 of 84 recipients (7/84, 
9 %) in Groups 1 and 2 (P=0.67). Within 6 months after transplantation, the serum 
creatinine levels (sCr) in Group 1 and Group 2 were 1.31±0.50 mg/dl and 1.37±0.42 
mg/dl (P=0.36). At 5 years after Tx, sCr in Group 1 and Group 2 were 1.24±0.35 
mg/dl and 1.25±0.48 mg/dl (P=0.51).
Conclusions; Prophylactic B cell-targeting treatment for postoperative elevation 
of anti-blood type antibody titers after ABO-incompatible living related kidney 
transplantations appears to be unnecessary for recipients of ABO-incompatible 
kidney transplantations.

Abstract# B877 
Does Re-Exposure to Mismatch HLA Antigens Is Always Bad? E. Mor,1 
A. Yussim,1 R. Rahamimov,2 M. Mor,1 M. Israeli,3 T. Klein.3 1Department 
of Transplantation, Rabin Medical Cenetr, Beilinson Hospital, Petach-
Tiqwa, Israel; 2Departemnt of Nephrology, Rabin Medical Center, 
Beilinson Hospital, Petach-Tiqwa, Israel; 3The Tissue Typing Lab, Rabin 
Medical Center, Beilinson Hiospital, Petach-Tiqwa, Israel.
Presensitization by previous transplant is known to evoke amnestic response to 
HLA antigens shared with previous donor and an increased rate of early graft loss. 
Some of these patients however maintain their second graft for a long time. We 
sought to characterize the group of patients transplanted in such a scenario with 
favorable outcome.
Patients and Methods: We studied a group of 137 retransplants in 132 patients 
between 2000 to 2010, including 114 with no repeated HLA antigens and 23 with 
repeated HLA antigens at retransplantation. We compared rate of antibody mediated 
rejection (AMR), cellular rejection (CR), graft survival between the two groups. 
Specifi cally within the repeated HLA group we looked at 1st graft survival interval, 
and PRA levels.
Results: In the group of repeated antigens 4 patients (17.4%) experienced AMR 
and 2 of them lost their graft. In the other group 11 patients (9.6%) had AMR and 
4 of them lost their graft (ns). The rate of cellular rejection was 13% and 10.5% 
in the two groups respectively (ns). Graft survivals at 6m. ,12m., 36m. and 60m. 
were73.9%, 69.3%, 60.6% and 60.6% in the repeated group and 94.7%, 89.5%, 
80.7% and 72.7% in the no repeated group (log rank p=0.258). Median 1st graft 
survival was 86.3m. in patients with repeated HLA antigens who maintained their 2nd 
or 3rd graft vs. 4.9m. in those who lost their graft (p<0.002). None of the 5 patients 
with 0% PRA lost their second graft.
Conclusions: Retransplantation using grafts with repeated mismatch HLA antigens 
can be done safely when their previous graft had prolonged survival and/or 0% PRA 
prior to retransplant. This fi nding may suggest a protective effect of the host immune 
environment under such conditions.

Abstract# B878 
Pathological Findings and Clinical Outcome of Stable Kidney 
Transplants With Newly Detected Donor-Specifi c Antibody. S. Min, 
S. Kim, K. Moon, S. Min, S. Kim, J. Ha, I. Jung, M. Park, A. Han, C. 
Choi. Seoul National University College of Medicine, Seoul, Kosovo, 
Republic of.
Background. The purpose of this study was to evaluate the pathological fi ndings 
and clinical outcome of stable prevalent kidney transplants with newly detected 
donor-specifi c anti-HLA antibodies.
Methods. HLA antibodies were identifi ed by antigen identifi cation fl ow beads on 
a luminex platform in 1385 prevalent kidney transplant recipients. The strength 
of de novo donor specifi c antibodies (dnDSA) was classifi ed as very weak(MFI 
<1,000), weak(1,000-3,000), moderate(3,000-10,000) and strong(>10,000). Kidney 
transplant biopsy was performed in some cases with newly detected donor-specifi c 
anti-HLA antibodies and reviewed by single pathologist according to the Banff 
classifi cation and its updates.
Results. A total of 65 renal transplant patients with stable renal function and 
newly-detected anti-HLA antibodies were included in this study. The mean age 
at antibody detection was 40.6±16.1 years and the period from transplantation 
to antibody detection was 99.6±63.2 months. The estimated glomerular fi ltration 
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rate(eGFR) was 61.0±16.4 ml/min at the time of the dnDSA detection. Donor specifi c 
antibodies comprised class I antibody(15.4%), class II antibody only(78.5%) and both 
antibody types(6.2%). Forty patients(61.5%) underwent kidney transplant biopsy 
after antibody detection. Pathological fi ndings revealed chronic active antibody 
mediated rejection(CAMR, 55.0%), acute antibody mediated rejection(AAMR, 
22.5%), acute T-cell mediated rejection(ATCMR, 7.5%), borderline change(32.5%), 
and interstitial fi brosis and tubular atrophy(IFTA, 60.0%). The incidence of CAMR 
was signifi cantly higher in strong dnDSA patients(81.8%), although weak(62.5%) 
and moderate(50.0%) dnDSA patients showed high rate of CAMR (P=0.018). In 
very weak dnDSA patients, no cases of CAMR was identifi ed. AAMR was only 
detected in the patients with moderate (37.5%) and strong (27.3%) dnDSA patients. 
Despite of various antibody-reducing therapy, patients with strong dnDSA showed 
deteriorating eGFR during one year after antibody detection.
Conclusion. Signifi cantly higher prevalence of antibody-mediated rejection is 
detected in stable kidney transplants with newly-detected dnDSA.

Abstract# B879 
Failure of Splenectomy in The Treatment of Late Period Humoral 
Rejection. M. Davies,1 G. Paget,1 M. Schamm,2 P. Mosiane,3 M. Suchard,4 
S. Naicker.1 1Division of Nephrology, Charlotte Maxeke Johannesburg 
Academic Hospital, Johannesburg, South Africa; 2Division of Transplant 
Surgery, Charlotte Maxeke Johannesburg Academic Hospital, 
Johannesburg, South Africa; 3Division of Anatomical Pathology, Charlotte 
Maxeke Johannesburg Academic Hospital, Johannesburg, South Africa; 
4Division of Haematology and Molecular Medicine, Charlotte Maxeke 
Johannesburg Academic Hospital, Johannesburg, South Africa.
Humoral mechanisms are increasingly recognized as important mediators of late 
period graft outcomes. Despite advances in therapy an optimal treatment strategy has 
not yet been defi ned. Splenectomy has been previously described in the management 
of refractory humoral rejection occurring in the early post transplant period. We 
here describe the case of a patient who presented with mixed cellular and humoral 
rejection in the late post transplant period. Emergent splenectomy was undertaken 
in an effort to control humoral rejection without success as indicated by failure of 
signifi cant improvement in alloantibody levels, progression of antibody mediated 
graft injury on repeat graft biopsy, and eventual development of graft failure with 
permanent return to dialysis.
Antibody 
specifi city

Before 
splenectomy

Day 1 post 
splenectomy Day 30 post splenectomy

A*68:01 2214 3221 647
A*68:02 1196 1638 428
A*03:01 1196 1438 not identifi ed
DQA*01:01 20128 19800 14864
DQA*01:02 20617 20736 14405
DQA*01:03 20619 20598 17566
DQA*01:04 20150 19504 14191
DQB1*03:02 18299 19362 15748
DQB1*03:03 19074 20004 16849
DQB1*05:01 20371 20268 14634
DQB1*05:03 16894 18224 12295
DQB1*06:01 20154 19464 15566
DQB1*06:03 20619 20598 17566

Histological comparison of graft and splenic tissue showed signifi cant numbers of 
functional plasma cells within the allograft but not the spleen, suggesting that the 
graft itself is a signifcant source of antibody. Our case highlights that late period 
humoral rejection is a unique entity in which the graft itself functions as a lymphoid 
organ; as a result, splenectomy, whilst useful in early period humoral rejection, does 
not appear to be effective.

Abstract# B880 
Morphological Patterns of Peritubular Capillaritis - Associations With 
Renal Allograft Outcomes. N. Kozakowski,1 H. Herkner,2 G. Bohmig,3 
Z. Kikic.3 1Clin. Inst. of Pathology, Medical University of Vienna (MUW), 
Vienna, Austria; 2Dept of Emergency Medicine, MUW, Vienna, Austria; 
3Division of Nephrology and Dialysis, Dept of Internal Medicine III, 
MUW, Vienna, Austria.
Background: Peritubular capillaritis (ptc), an engorgement of immune cells in 
the peritubular capillaries, is one of the diagnostic criteria of antibody-mediated 
rejection (AMR). According to the Banff classifi cation the severity of ptc, its 
distribution and its cellular composition should be routinely reported. It remains 
unclear whether or to which extent the morphological presentation of ptc is associated 
with clinical outcomes. Methods: This retrospective study included 749 biopsied 
renal transplant recipients (transplantation 1999 – 2006; 1322 indication biopsies). 
Detailed characterization of ptc included (i) its composition [mainly monocytic 
(>75% monocytes), granulocytic (>75% granulocytes) or mixed], (ii) its distribution 
[focal (10-50% of renal cortex peritubular capillaries) vs. diffuse (>50 %)] and (iii) 
its severity scored according to the Banff scheme (ptc: 1,2,3), respectively. Biopsy 
results were analyzed in relation to clinical outcomes. Results: Ptc was present 
in 24.9% (n=329) of the studied allograft biopsies. Ptc scores 1, 2 and 3 were 
observed in 43%, 47% and 10% of these specimens. Leucocyte subpopulations were 
categorized focal vs. diffuse monocytic (11%/24%), focal vs. diffuse granulocytic 

(4%/4%), or focal vs. diffuse mixed (14%/20%). In 23% of the cases ptc was not 
classifi ed (e.g. vicinity of tubular necrosis, pyelonephritis or infarct). Ptc scores (1, 
2 or 3) were associated with both diagnosis of AMR and cellular rejection (ACR). 
Diffuse monocytic or mixed ptc (OR=4.51, 95% CI 1.82-11.16, and OR=6.8, 2.44-
19.36, p≤0.001), but not granulocytic ptc (OR=3.81, 95% CI 0.41-35.02, p=0.2) 
were associated with AMR. At the same time, diffuse ptc was associated with ACR, 
regardless of its composition (monocytic: OR=6.1, 95%CI 3.61-12.44; granulocytic: 
OR=6.69, 1.58-28.41; mixed: OR=8.05, 4.06-15.96; p≤0.01). In uni- and multivariate 
analysis ptc 3 (OR=2.56, 95%CI 1.24-1.96, p=0.011), diffuse monocytic or mixed 
ptc (OR=1.75, 95%CI 1.01-3.06, p=0.048 and OR=1.75, 1.03-3.26, p=0.04) were 
risk factors for inferior graft survival. Conclusions: Our results underscore a high 
relevance of the detailed qualitative and quantitative characterization of peritubular 
capillaritis in indication biopsies as a predictor for inferior clinical outcomes.

Kidney Complications: Cardiovascular and Metabolic 
Complications
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 Exhibit Hall

Abstract# B881 
Non-Dipping Hypertension in Renal Transplant Recipients. S. Sezer,1 
M. Erkmen Uyar,1 Z. Bal,1 O. Guliyev,1 B. Sayin,1 T. Colak,1 M. Haberal.2 
1Nephrology, Baskent University, Faculty of Medicine, Ankara, Turkey; 
2General and Transplantation Surgery, Baskent University, Faculty of 
Medicine, Ankara, Turkey.
Purpose: Posttransplantation hypertension has been asociated with the incidence 
of both cardiovascular disorders and renal allograft failure.Additionally, the loss 
of circadian blood pressure (BP) may be an additional risk factor for comorbid 
conditions. The aim of this study is to evaluate the association between impact of 
post transplant hypertension determined by offi ce and ambulatory blood pressure 
monitoring (ABPM), presence of nondipper status on cardiovascular indices and 
graft dysfunction in kidney recipients.
Methods: One hundred recipients with normal graft functions (38.74±11.03 years, 
67 male, 45.9±9.8 months post-transplantation period) were enrolled into the study. 
Offi ce and ambulatory blood pressure monitoring (ABPM), pulse wave velocity and 
body composition analysis were cross-sectionally performed and patient’s post-
transplant clinical and laboratory data were retrieved from the records. Renal graft 
function is evaluated with the yearly decline in eGFR. Patients body composition 
were analyzed by the Body Composition Analyzer (Tanita BC- 420MA) and PWv 
was determined from pressure tracing over carotid and femoral arteries using the 
SphygmoCor system.
Results: Thirty-fi ve patients (%35) were hypertensive with offi ce BP>140/80 
mmHg and ABPM mean levels>130/85 mmHg. Sistolic hypertension was positively 
correlated with PWv (r:0.697, p:0.04) and serum uric acid levels (r:0.588, p:0.013). 
Majority (n:75, 75%) of patients had non-dipping BP pattern. Patients with non-
dipping BP pattern had signifi cantly lower HDL levels before (38.1 vs. 46.4 mg/
dL, p: 0.044) and after transplantation (47.2 vs. 54.6 mg/dL, p:0.046) than patients 
with dipper HT. Non-dipper patients had signifi cantly higher PWv levels than dipper 
patients (7.25 vs. 5.59 m/s respectivelyi p:0.0001). Transplantation from a deceased 
donor was more frequent in patients with non-dipping BP pattern than dipper patients 
(25% vs. 9.5%, p:0.039). Yearly decline in eGFR levels were signifi cantly higher in 
hypertensive patients (7.6% vs. 9.4%, p:.0001) than normotensive ones.
Conclusions: The non-dipper pattern was associated with arterial stiffness, 
dyslipidemia, graft dysfunction and transplantation from deceased donor. 
Posttransplantation HT should be aggressively treated to prevent the development 
of end-organ damage.

Abstract# B882 
Unconrolled Home Blood Pressure in the Morning Is Associated With 
Increased Urinary Albumin Excretion. J. Uchida, T. Iwai, K. Kabei, 
Y. Kohyama, N. Kuwabara, T. Yamasaki, Y. Machida, T. Naganuma, N. 
Kumada, T. Nakatani. Urology, Osaka City University Graduate School 
of Medicine, Osaka, Japan.
Background 
Treatment of hypertension has traditionally been based on measurement of blood 
pressure in the offi ce and clinic. Recently, the monitoring of home blood pressure 
(HBP) has been reported to be more useful than that of clinic blood pressure (CBP) 
for the appropriate diagnosis, treatment and prediction of future cardiovascular 
events. HBP and CBP are useful for the classifi cation of patients into controlled 
hypertension, white-coated hypertension, masked hypertension, and sustained 
hypertension. However, few reports have provided the actual state of HBP in kidney 
transplant recipients and the relationship between the HBP values and graft damage.
Patients and methods
This is a cross-sectional study of 151 patients who received either living or 
deceased kidney transplantation at our institution. We measured CBP and HBP in 
these kidney transplant recipients. According to the criteria for hypertension of the 
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Japanese Society of Hypertension Guidelines 2009, the recipients were classifi ed 
into four groups by clinic systolic blood pressure (130 mmHg) and morning systolic 
blood pressure (125 mmHg) as follows: controlled hypertension, white-coated 
hypertension, masked hypertension, and sustained hypertension.
Results
Of these patients, 45.7, 20.5, 19.9, and 13.9% were identifi ed as having controlled 
hypertension, white-coated hypertension, masked hypertension, and sustained 
hypertension, respectively. The degree of urinary albumin excretion in the masked 
hypertension and sustained hypertension groups was higher than that in the controlled 
hypertension and white-coated hypertension groups. Multivariate regression analysis 
revealed that the morning rise in blood pressure was the most important factor related 
to urinary albumin excretion.
Conclusion
We found that the percentage of kidney transplant recipients with masked 
hypertension was 19.9% by HBP monitoring and that masked hypertension was 
associated with increased albuminuria in these recipients. Our results suggested that 
morning hypertension may be an important factor infl uencing glomerular injury or 
endothelial damage in renal transplant recipients.

Abstract# B883 
Renal Denervation in Kidney Transplant Patients. L. Hernandez,1 H. 
Casal,2 V. Benenati,3 G. Quintero,3 L. Izaguirre.3 1Servicio de Nefrologia, 
Dialisis y Transplante, Hospital Universitario de Caracas, Caracas, DC, 
Venezuela, Bolivarian Republic of; 2Servicio de Cardiologia, Hospital 
de Clinicas Caracas, Caracas, DC, Venezuela, Bolivarian Republic of; 
3Servicio de Cardiologia, Clinica Sanatrix, Caracas, DC, Venezuela, 
Bolivarian Republic of.
Objectives: This study investigates the effect of renal denervation in kidney 
transplant patients with hypertension refractory to treatment according to the 
following defi nition: patients with blood pressure (BP) 140/90 mm Hg with a 
minimum of three drugs including a diuretic (JNC VII and ESH guidelines / ESC), in 
adequate doses and dismissing the causes of hypertension after renal transplantation 
and confi rmed through ambulatory blood pressure in 24 hours.
Background:Hypertension in patients after renal transplantation is a cause of renal 
graft loss, and must be treated renal denervation is proposed as an alternative to 
invasive antihypertensive therapy that has not been applied in these patients.
Methods: We studied 8 patients with renal transplantation and hypertension resistant 
to treatment of moderate to severe hypertension and confi rmed by ambulatory blood 
pressure within 24 hours of diagnosis, renal denervation was performed using renal 
denervation “simplicity” catheter (Medtronic Inc, C.A.).
Results: Patientschangingfrom fi rst tosixth monthfoundstatisticallysignifi cant 
decreasein blood pressureanddecrease inthe numberof antihypertensive drugs.
Conclusion: Ourdata showthat applying therenaldenervationimprovementin 
blood pressurewithin 24 hoursofrenaltransplant patients withhypertensionand is 
offered asan alternative treatmentto avoidgraft damageandothercomplicationsof 
hypertension.

Abstract# B884 
Hypertension in Chronic Kidney Disease: The Infl uence of Renal 
Transplantation. M. Azancot, N. Ramos, F. Moreso, M. Ibernon, E. 
Espinel, I. Torres, J. Fort, D. Seron. Nephrology, Hospital Universitari 
Vall d´Hebron, Barcelona, Spain.
Background: Hypertension is one of the most prevalent cardiovascular risk 
factors in chronic kidney disease (CKD) and kidney transplants. The contribution 
of transplantation to hypertension in comparison to patients with CKD and similar 
renal function has not been characterized.
Methods: Ninety two transplants and 97 CKD patients with an estimated glomerular 
fi ltration rate < 60 ml/min/1.73m2 not receiving dialysis were enrolled. At entry, 
offi ce blood pressure (BP) and 24h ambulatory blood pressure monitoring (ABPM) 
were obtained.
Results: Offi ce BP was not different between transplants and CKD patients 
(139.5±14.3 vs 135.2±19.3, p=1.00, respectively). ABPM 24h systolic blood 
pressure (SBP) (133.9±14.3 vs 126.2±16.1, p=0.014), awake SBP (135.6±15.2 vs. 
128.7±16.2, p=0.042) and sleep SBP (131.2±16.2 vs. 120.2±17.9, p=0.0014) were 
higher in renal transplants. When patients were classifi ed according to BP patterns 
associated with highest cardiovascular risk, the proportion of patients with both, 
nocturnal hypertension and non dipper pattern, was higher in transplants (68.5% vs 
47.4%, p=0.03) [fi gure 1]. In the multivariate regression analysis transplantation 
was an independent predictor of 24h, awake and sleep SBP.
Conclusion: Offi ce BP is similar in kidney transplants and CKD patients with similar 
renal function. On the contrary, hypertension is more severe in kidney transplants 
when evaluated with ABPM mainly due to increased sleep systolic BP. Thus, precise 
evaluation of hypertension in kidney transplants requires ABPM.

Abstract# B885 
Prevalence of Left Ventricular Hypertrophy in Kidney Transplant 
Recipients With Autosomal Dominant Polycystic Kidney Disease. 
M. Jankowska,1 M. Dudziak,2 A. Debska-Slizien,1 Z. Wolyniec,1 M. 
Zurawska,1 B. Rutkowski.1 1Department of Nephrology, Transplantology 
and Internal Medicine, Medical University of Gdansk, Gdansk, Poland; 
2Noninvasive Cardiac Diagnostic Department, Medical University of 
Gdansk, Gdansk, Poland.
Introduction
Patients with autosomal dominant polycystic kidney disease (ADPKD) are known to 
have early onset of cardiac remodeling and dysfunction as well as further enhanced 
cardiovascular risk due to inborn channel defects. However, ADPKD patients 
have been shown to have the best survival rate after kidney transplantation. It is 
of interest, whether easily accessible echocardiographic parameters differ between 
KTx recipients with ADPKD and with other nephropathies.
The aim of the study was to compare echocardiographic parameters and prevalence 
of left ventricular hypertrophy (LVH) in a group of ADPKD KTx recipients with 
KTx control group.
Patients and method:
72 KTx (31 ADPKD and 41 controls) patients were enrolled. Study groups had 
comparable age, BSA, time since KTx and eGFR. There were 14 women in ADPKD 
group vs. 13 in controls.
Echocardiographic examination was performed using a 2-3.5 MHz transducer. 
M-mode and two-dimensional measurements were performed. LVH was defi ned 
as LVMI greater than 125g/m2 for men and 110g/m2 for women.
Results
Echocardiographic parameters are shown in a table. LVH was present in 74% of 
ADPKD patients vs. 53% of controls (p= 0.035) and LVEF was signifi cantly lower 
in ADPKD group (56.7% vs. 63.6%; p = 0.006).

Parameter [mean (SD)] ADPKD KTx recipients 
(n=31)

Control KTx recipients 
(n = 41) p

intraventricular septum (mm) 13.5 (2.6) 13.2 (2.1) 0.662
left ventricle diastolic diameter 
(mm) 51.2 (10.5) 50.1 (6.7) 0.746
left ventricle systolic diameter 
(mm) 35.3 (10.8) 29.9 (6.4) 0.066
posterior wall (mm) 11.4 (1.5) 11.2 (1.8) 0.539
left atrium (mm) 38.5 (6.2) 38.7 (6.1) 0.987
left ventricle mass index (g/m2) 148.3 (44.5) 126.7 (38.5) 0.039

Conclusions:
ADPKD KTx recipients have signifi cantly higher prevalence of LVH and lower 
LVEF than KTx recipients with other nephropathies. The prevalence of LVH was 
alarmingly high. These fi ndings confi rm high risk of CV death in ADPKD patients 
in advanced stages of kidney disease, but do not explain a relatively good patient 
survival after KTx.
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Abstract# B886 
Left Ventricular Hypertrophy and Left Ventricular Systolic 
Dysfunction Affect Long-Term Outcome in Recipients of Kidney 
Transplantation. J. Hwang,1,2 J. An,1,2 H. Kim,3 J. Ha,4 I. Jung,5 Y. Oh,1 C. 
Lim,1 D. Han,6 S. Park,3 Y. Kim,2,7 Y. Kim,6 J. Lee.1 1Department of Internal 
Medicine, Seoul National University Boramae Medical Center, Seoul, 
Korea, Republic of; 2Department of Internal Medicine, Seoul National 
University College of Medicine, Seoul, Korea, Republic of; 3Department of 
Internal Medicine, Asan Medical Center and University of Ulsan College 
of Medicine, Seoul, Korea, Republic of; 4Transplantation Center, Seoul 
National University Hospital, Seoul, Korea, Republic of; 5Department 
of Surgery, Seoul National University Boramae Medical Center, Seoul, 
Korea, Republic of; 6Department of Surgery, Asan Medical Center and 
University of Ulsan College of Medicine, Seoul, Korea, Republic of; 
7Kidney Research Institute, Seoul National University Hospital, Seoul, 
Korea, Republic of.
Background: Left ventricular hypertrophy (LVH) and left ventricular systolic 
dysfunction (LVSD) are independent risk factors for cardiac death in both the general 
population and patients with end-stage renal disease. However, only limited data 
on echocardiographic prognostic parameters in recipients of kidney transplantation 
(KT) are available.
Methods:This study was a retrospective review of patients assessed for KT from 
Jan. 1997 to Jan. 2012. The LVSD was defi ned by ejection fraction below 50%. 
The primary and secondary end points were all-cause mortality and graft failure, 
respectively.
Results: Of 4,650 patients assessed for transplantation, 1,870 had an echocardiography. 
A total of 231 (12.4%) patients experienced graft failure and 116 (6.2%) died during a 
mean follow-up of 4.5 years. The recipients with LVH were associated with all-cause 
mortality (P=0.007) and showed higher occurrence of graft failure (GF) (P<0.001). 
The recipients with LVSD also showed higher all-cause mortality (P=0.045) 
and graft failure (P=0.004) by Kaplan-Meier method. In a multivariate analysis, 
increased age (P=0.014), previous history of CV event (P=0.015), PTDM (P=0.013) 
and LVSD (hazard ratio: 2.987, 95% confi dence interval: 1.061-8.412; P=0.038) 
were associated with all-cause mortality. However, none of LVH and LVSD was 
signifi cantly associated with GF in a multivariate analysis.Conclusion: In patients 
of KT candidate, easily determined echocardiographic fi nding of LVSD before KT 
was independently associated with all-cause mortality after transplantation.

Abstract# B887 
Assessment of Arterial Stiffness Over the First 12 Months Post 
Kidney Transplant. K. Birdwell,1 G. Jaffe,2 P. Wu,3 B. Pouliot,1 T. 
Ikizler.1 1Medicine, Vanderbilt University Medical Center, Nashville, 
TN; 2Medicine, University at Buffalo School of Medicine and Biomedical 
Sciences, Buffalo, NY; 3Biostatistics, Vanderbilt University Medical 
Center, Nashville, TN.
Purpose:
The leading cause of death in end stage renal disease is cardiovascular disease (CVD) 
in part due to vascular arterial calcifi cations from abnormal mineral metabolism 
and infl ammation related to poor kidney function. Kidney transplantation leads to 
improved survival, with restoration of kidney function improving mineral metabolism 
and infl ammation. We hypothesized that arterial stiffness (as a surrogate for arterial 
calcifi cation) would be improved in patients receiving a kidney transplant, potentially 
explaining one mechanism of survival benefi t from transplant.
Methods:
We performed a longitudinal prospective cohort study of 66 newly transplanted adult 
kidney transplant recipients, using pulse wave velocity (PWV) to assess arterial 
stiffness over a 12 month period. All patients were assessed at time of transplant 
(baseline) and 12 months post transplant. The primary outcome was change in PWV 
score at 12 months. Secondary analyses included baseline predictors of PWV score 
at 12 months. Analyses were conducted using R version 3.0.2.
Results:
The median age of the cohort was 49.7 years at transplant, with 27% Black and 27% 
female. At baseline, 43% had tobacco use, 30% had a history of CVD, and 42% 
had diabetes. Median baseline calcium was 9.1 mg/dL and median phosphorus was 
5.1 mg/dL. Median PWV score was 9.25 and 8.97 m/sec at baseline versus month 
12, respectively, showing no signifi cant change (median change of -0.07, p = 0.7). 
In multivariable regression, subjects with increased age at transplant (p=0.008), 
diabetes (p=0.002), and a higher baseline PWV score (p<0.001) were at increased 
risk of having a high PWV score 12 months post transplant.
Conclusion:
Arterial stiffness does not progress in the fi rst year post kidney transplant. Increasing 
age, diabetes, and higher baseline PWV score identify patients at higher risk for 
increased arterial stiffness. Future research is needed regarding slowed arterial 
calcifi cation after transplant.
DISCLOSURES: Ikizler, T.: Grant/Research Support, Baxter Renal Care, Other, 
DSI, Inc., consultant, Satellite Health, consultant, AMGEN, consultant, Affymax, 
consultant, Abbot Nutrition and Abbot Renal, consultant.

Abstract# B888 
Arterial Stiffness Is Associated With Increased Mortality in Renal 
Transplant Recipients. I. Eide,1 A. Aasberg,1,2 T. Jenssen,1,3 H. Holdaas,1 
D. Dahle,1 M. von During,1 H. Pihlstrom,1 A. Hartmann.1 1Department 
of Organ Transplantation, Oslo University Hospital, Oslo, Norway; 
2Department of Pharmaceutical Biosciencies, University of Oslo, Oslo, 
Norway; 3Department of Medisine, University of Tromso, Tromso, Norway.
Introduction: Cardiovascular disease (CVD) is the leading cause of death in renal 
transplant recipients (RTRs). Arterial stiffness is a risk factor for the development 
of CVD.
Objectives: The aim of the present study was to assess the effect of arterial stiffness 
on mortality after renal transplantation.
Methods: Study participants were 772 adult RTRs, transplanted between 2006 and 
2011, with a median follow-up of 2.8 years. Using a multivariate Cox proportional 
hazard model, associations between arterial distensibility, measured by SphygmoCor® 

pulse wave velocity (PWV) 10 weeks after transplantation, and mortality endpoints 
were determined. The following predefi ned variables were included in the model: 
Age, gender, number of antihypertensive drugs, smoking status, estimated glomerular 
fi ltration rate, total cholesterol, uric acid, phosphate, total calcium, body mass index, 
preemptive transplantation and pretransplant dialysis treatment duration, diabetes, 
peripheral vascular-, cardiac- and cerebrovascular disease.
Results: Forty patients died (5.2 %) during follow-up. There was a 13% all-cause 
mortality risk increase per 1.0 m/sec increase in PWV (adjusted hazard ratio [HR] 
1.13, 95% confi dence interval [CI] 1.02 – 1.26, p=0.02). When divided into tertiles 
according to PWV values, patients in the upper tertile compared with the lower had an 
increased all-cause mortality risk (adjusted HR 5.74, 95% CI 1.13 – 29.00, p=0.04). 
In 10 out of 17 deaths caused by CVD, the patient belonged to the upper PWV 
tertile. However, association between PWV and cardiovascular mortality was not 
statistically signifi cant (adjusted HR 4.97, p=0.17), possibly due to a low event rate.
Conclusion: Increasing PWV, hence increasing arterial stiffness, was associated 
with reduced survival in RTRs.

Figure 1. Kaplan Meier plot. Proportion of surviving patients by tertiles of pulse 
wave velocity values.

Abstract# B889 
Association of Osteopontin With Aortic Arterial Stiffness in Kidney 
Transplantation Patients. M. Lee,1,3 B. Hsu.2,3 1Department of Surgery, 
Hualien Tzu Chi Hospital, Hualien, Taiwan; 2Division of Nephrology, 
Hualien Tzu Chi Hospital, Hualien, Taiwan; 3Department of Medicine, 
Tzu Chi University, Hualien, Taiwan.
Objective: Increased arterial stiffness is an independent predictor of mortality 
among kidney transplantation (KT) patients. Osteopontin (OPN) is involved in the 
pathogenesis of atherosclerosis and is abundant at sites of calcifi cation in human 
atherosclerotic plaques. The aim of this study was to evaluate the relationship 
between fasting serum OPN levels and aortic pulse wave velocity among KT patients.
Patients and Methods: Fasting blood samples were obtained from 57 KT patients 
and 60 control subjects. Aortic pulse wave velocity(carotid-femoral pulse wave 
velocity) was performed by SphygmoCor system. Serum OPN levels were measured 
using a commerciallyavailableenzyme-linked immunosorbent assay. Aortic pulse 
wave velocity values of  ≥ 12 m/s were used to defi ne the high-risk aortic arterial 
stiffness group.
Results: KT patients had lower hemoglobin (p < 0.001), and higher white blood 
count(p = 0.016), total cholesterol(p = 0.006),fasting glucose (p = 0.002), blood 
urea nitrogen(p < 0.001), creatinine (p < 0.001), systolic blood pressure (p = 

© The Authors. Compilation © The American Society of Transplant Surgeons, The Transplantation Society and the American Society of Transplantation



518

0.001), diastolic blood pressure (p < 0.001), intact parathyroid hormone levels (p 
< 0.001), and OPN (p = 0.003) than controls.There is no difference of aortic pulse 
wave velocitylevels between KT patients and control (p = 0.437). Sixteen patients 
(28.1%) were defi ned in high-risk aortic arterial stiffness group at KT patients.Body 
weight (p = 0.004), waist circumference (p = 0.009), body mass index (p = 0.011), 
creatinine (p = 0.012), and serum OPN level (p = 0.002) were higher in high-risk 
aortic arterial stiffness group compared with low-risk aortic arterial stiffness group.
Multivariate logistic regression analysis showed that OPN (Odds ratio: 10.793, 95% 
confi dence interval: 1.268 to 91.393, p=0.029) was still the independent predictors 
of aortic arterial stiffness among the KT patients.
Conclusion:These preliminary results suggest that OPN level was signifi cantly 
correlated with aortic arterial stiffness among the KT patients.

Abstract# B890 
Augmentation Index and Pulse Wave Velocity in the First Year 
After Kidney Transplantation. D. Kovac, Z. Veceric Haler, J. Lindic. 
Department of Nephrology, University Medical Centre Ljubljana, 
Ljubljana, Slovenia.
Arterial stiffness (AS) is an independent predictor for cardio-vascular morbidity and 
mortality. Kidney transplantation improves cardio-vascular morbidity compering 
to dialysis.
We assessed the arterial stiffness in kidney transplant recipients in the fi rst year 
after transplantation by measurement of central blood pressure and pulse wave 
velocity (PWV). AS indices were measured by SphygmoCor applanation tonometry 
using AtCor Medicals, Australia. Measurements were done in the fi rst month after 
transplantation and one year thereafter. Laboratory parameters at 6 and 12 months 
were evaluated.
37 patients (21 men, 16 women, age 48.7±12.9 years) after kidney transplantation 
were included in the study. Immunosuppression consisted of basiliximab induction 
and corticosteroids, MMF and cyclosporine or tacrolimus maintenance therapy. 
Brachial and central systolic and diastolic and central pulse pressure (BP) did 
not change signifi cantly in the fi rst year after transplantation. Serum creatinine 
concentration at 12 months was 121±48 μmol/l. Central augmentation pressure 
increased during the fi rst year from 9.8±9.7 to 12.3±10.3 mmHg (p<0.05) and 
augmentation index (AIx) from 18.2±14.5 to 22.6±13.7% (p<0.05). PWV did 
not change signifi cantly (8.9±1,6 m/s at transplantation and 9.2±1.9 m/s one year 
thereafter). Patients were further divided into two subgroups: with decrease (group 
D, n=10) and increase (group I, n=27) of AIx. In the group D, AIx decreased in the 
fi rst year by 9.6±7.8% and in the group I increased by 9.6± 5.8%. Patients with 
estimated GFR>40 ml/min at 12 months had signifi cantly more often the decrease 
of AIx (p<0.005) in the fi rst year. Patients in the group D had signifi cantly lower 
brachial systolic blood pressure at home at 12 months (p<0.05), and there was a trend 
to the lower parathyroid hormone (PTH) level at the time of transplantation, higher 
HDL cholesterol level at 6 and 12 months, and higher vitamin D level in group D.
PWV did not change signifi cantly in the fi rst year after transplantation. In the 
majority of patients AIx signifi cantly increased in the fi rst year, but in a subgroup of 
patients AIx decreased. Kidney function seems to be the major determinant of AIx 
after kidney transplantation but blood pressure, HDL cholesterol, PTH and vitamin 
D levels could have the infl uence as well.

Abstract# B891 
Decrease in Kidney Graft Size and an Increase in Renal Arterial 
Resistance Index During the First Year Post-Transplant Predict Graft 
Outcome. S. Cerne,1,3 M. Arnol,1,2 A. Kandus,1,2 J. Buturovic Ponikvar.1,2 
1Department of Nephrology, University Medical Centre, Ljubljana, 
Slovenia; 2Faculty of Medicine, University of Ljubljana, Ljubljana, 
Slovenia; 3Dialysis Clinic, Nefrodial Naklo, Naklo, Slovenia.
Introduction. This study aimed to assess diagnostic accuracy of ultrasonography 
(US) and Doppler parameters of kidney graft measured at 1 month and 1 year post-
transplant to predict graft outcome. We hypothesized that longitudinal changes in 
graft size (GS) and renal arterial resistance index (RI) carry better prognosis than 
single US-Doppler measurements.
Methods.Between January 1, 2006, and November 30, 2012, 337 patients received 
a kidney transplant. The study cohort included 253 recipients with US-Doppler 
examinations performed at 1 and 12 months post-transplant (75% of the transplanted 
population). We tested whether changes in GS and RI between 1 and 12 months 
after transplant (ΔGS1®12 and ΔRI1®12, respectively) were predictive of graft loss or 
doubling of the serum creatinine. Patients were followed until December 31, 2013.
Results. Mean percent of change in GSwas 1 ± 7% (-17 to +20%) and in RI1 ± 12% 
(-28 to +43%). After a median follow-up of 46 months, 34 patients (13.4%) reached 
the combined end-point. Receiver operator characteristic analyses demonstrated that 
ΔGS1®12 and ΔRI1®12 had good discriminatory ability to predict primary outcome with 
area under the curve (AUC) 0.77 (95% confi dence interval [CI] 0.68 to 0.86) and 
0.71 (95% CI 0.60 to 0.80), respectively, and performed better when compared with 
single GS and RI measurements at 1 and 12 months (AUC 0.61 and 0.63 for GS, and 
0.60 and 0.62 for RI, respectively). A threshold of ΔGS1®12  ≥-1% and a threshold 
of ΔRI1®12  ≥+1% had the best sensitivity and specifi city. Incidences of primary 
outcome were higher in patients with ΔGS1®12  ≥-1% (26.2 vs. 5.7%; P<0.001) and 

ΔRI1®12  ≥+1% (20.7 vs. 7.3%; P=0.002). In multivariate analysis, patients with a 
decrease in ΔGS1®12   ≥-1% and an increase in ΔRI1®12  ≥+1% had the highest risk 
for graft loss or doubling of the serum creatinine (hazard ratio 8.33, 95% CI 3.10 to 
22.35; P<0.001), independently of recipient and donor age, one-year graft function 
and acute rejection.
Conclusion. A decrease in graft size and an increase in RI during the fi rst year after 
transplantation had good discriminatory ability to predict graft loss or a decrease 
in graft function and are independent risk factors for worse outcome in kidney 
transplant recipients.

Abstract# B892 
Inverse Association of Free Oxygen Radicals Defence (FORD) With 
Peripheral Arterial Stiffness in Kidney Transplantation Patients. 
M. Lee,1,3 B. Hsu.1,2 1Department of Surgery, Buddhist Tzu Chi General 
Hospital, Hualien, Taiwan; 2Division of Nephrology, Buddhist Tzu 
Chi General Hospital, Hualien, Taiwan; 3School of Medicine, Tzu Chi 
University, Hualien, Taiwan.
Objective: Increased reactive oxygen species production leads to endothelial 
dysfunction, impaired vascular relaxation, increased vascular smooth muscle cell 
growth and hypertrophy, as well as increased deposition of extracellular matrix 
proteins and infl uenced arterial elasticity. The aim of this study was to evaluate 
the relationship between free oxygen radicals defence (FORD) and free oxygen 
radicals testing (FORT) and peripheral arterial stiffness among kidney transplant 
(KT) patients. Patients and Methods: Fasting blood samples were obtained from 
70 KT patients. Brachial-ankle pulse wave velocity (baPWV) was measured in the 
right or left brachial artery to the ankle segments using an automatic pulse wave 
analyzer (VaSera VS-1000). Oxidative stress of FORD (free oxygen radicals defence) 
and FORT (free oxygen radicals testing) levels were measured using by FormPlus 
(Callegari, Via Eugenio, Italia). In this study, Left or right baPWV values of > 
14.0 m/s were used to defi ne the high arterial stiffness group. Results: Thirty-four 
KT patients (48.6%) were defi ned in high arterial stiffness group. Hypertension 
(p<0.010), diabetes (p=0.005), age (p=0.007), KT duration (p=0.007), total 
cholesterol (p=0.031), triglyceride (p=0.049), systolic blood pressure (p<0.001), 
and FORT level (p=0.014) were higher, while FORD level (p=0.009) was lower in 
high arterial stiffness group compared with low arterial stiffness group. Multivariate 
logistic regression analysis showed that FORD (Odds ratio: 0.092, 95% confi dence 
interval: 0.012-0.683, p=0.020) and systolic blood pressure (Odds ratio: 1.081, 
95% confi dence interval: 1.017-1.148, p=0.012 were the independent predictors of 
peripheral arterial stiffness in KT patients. Conclusion: FORD level was inversely 
associated with peripheral arterial stiffness among KT patients.

Abstract# B893 
Impact of Intimal Microcalcifi cation in the Iliac Artery On Renal 
Allograft Prognosis. H. Hwang,1 S. Lim,3 H. Yoon,2 B. Choi,2 B. Chung,2 
Y. Choi,4 J. Kim,5 I. Moon,5 S. Kim,1 C. Yang.2 1Division of Nephrology, 
Department of Internal Medicine, The Catholic University of Korea, 
Seoul, Korea, Daejeon, Korea, Republic of; 2Division of Nephrology, 
Department of Internal Medicine, The Catholic University of Korea, Seoul, 
Korea, Seoul, Korea, Republic of; 3Convergent Research Consortium for 
Immunologic Disease, Seoul St. Mary’s Hospital, Seoul, Korea, Republic 
of; 4Department of Pathology, The Catholic University of Korea, Seoul, 
Korea, Seoul, Korea, Republic of; 5Department of Surgery, The Catholic 
University of Korea, Seoul, Korea, Seoul, Korea, Republic of.
Background The clinical signifi cance of pre-existing vascular calcifi cation is 
undetermined in renal transplant recipients.
Methods We obtained iliac artery segments from 90 transplant recipients at 
transplant surgery and performed von Kossa staining for microcalcifi cation. The 
clinical signifi cance of intimal microcalcifi cation was evaluated with graft survival 
rate, rate of graft function decline and composite of any cardiovascular event or 
patient death. Expression of key regulators of vascular calcifi cation (fetuin-A and 
CRP) were also investigated.
Results Intimal microcalcifi cation was positive in 48 (53.3%) patients. Allograft 
survival in patients positive for intimal microcalcifi cation was lower than patients 
who were negative. The patients with both positivity for intimal microcalcifi cation 
and intimal fetuin-A showed lower graft survival rate than patients with intimal 
microalcifi cation positivity alone. The intimal CRP deposition was not associated 
with graft prognosis, and intimal microcalcifi cation was not associated with 
composite-event free survival. The rate of renal graft function decline was 
signifi cantly steeper in patients positive for intimal microcalcifi cation than in patients 
who were negative (P = 0.036). In a multivariate analysis, positivity for both intimal 
microcalcifi cation and fetuin-A was an independent predictor for renal graft function 
decline (β= –10.21; P = 0.011).
Conclusions Intimal microcalcifi cation predicts a lower graft survival rate and 
steeper decline of renal graft function. Positivity for both intimal microcalcifi cation 
and fetuin-A predicts further reduced graft survival rate and is independently 
associated with rapid decline of graft function.
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Abstract# B894 
Statin Usage Dose Not Eliminate Residual Risks of Cardiovasucular 
Disease. M. Tsujita,1 N. Goto,1 T. Yamamoto,1 T. Hiramitsu,1 S. Narumi,1 
T. Kobayashi,2 K. Uchida,3 Y. Watarai.1 1Transplant Surgery, Nagoya Daini 
Red Cross Hospital, Aichi, Japan; 2Transpolant Immunology, Nagoya 
University School of Medicine, Aichi, Japan; 3Transplant Surgery, Aichi 
Medical School, Aichi, Japan.
(Background)Many factors cause dyslipidemia following kidney transplantation. 
Low density lipoprotein cholesterol (LDL-C) has been focused to reduce 
cardiovasucular disease(CVD),but residual risk factors such as triglyceride(TG), 
remnants or small dense LDL-C are also important to reduce CVD.
(Objective)To investigate whether statin usage reduce residual risks of CVD in 
kidney transplant recipients.
(Method)This study is a cross-sectitonal method at a single center. Four-hundred and 
sixty kidney transplant recipients(male 266, female 194) after more than six months 
were enrolled. TG, remnant-like particole-choresterol (RLP-C), and LDL-C/apoB 
were compared in 2 groups with or without statin usage.
(Result)Patients’ characteristics in this study were shown in Table 1.
Age (years) 50.38±13.42
Vintage after kidney transplantation (months) 70.42±78.29
BMI 21.88±3.77
DM/nonDM 53/407
Cyclosporine use 310
Tacrolimus use 141

Patients with statin were in group 1 and patients without statin were in group 2. 
Due to administration of statins, there was not signifi cant difference in LDL-C and 
eGFR between 2 groups. However, TG and RLP-C were higher and LDL-C/apoB 
was lower in group 1 than those in group 2 despite of statin treatment.

group 1 (n=235) group 2 (n=225) p value
nonHDL (mg/dl) 126.72±23.53 122.19±29.76 n.s.
TG (mg/dl) 125.39±67.29 113.46±58.71 p < 0.05
LDL-C (mg/dl) 101.64±21.24 99.50±26.74 n.s.
RLP-C (mg/dl) 5.32±3.23 4.75±2.46 p < 0.05
apoB (μg/ml) 81.00±14.85 75.85±16.67 p < 0.05
LDL-C/apoB 1.27±0.20 1.32±0.24 p < 0.05
eGFR (ml/min/1.73m2) 40.85±11.85 42.35±13.45 n.s.
Vintage after kidney transplantation (months) 75.54±85.55 65.08±69.69 n.s.
DMN 31 22 n.s.
Cyclosporine use 180 130 n.s.
Tacrolimus use 49 92 n.s.

This study showed that LDL-C could be controlled easily by statin use, but TG, 
RLP-C, and LDL-C/apoB remained uncontrolled.
(Conclusion)Residual risk factors were not improved regardless of statin use. 
Intervention to reduce these factors is needed.

Abstract# B895 
Clinical Siginifi cance of Multidetector Coronary CT Angiography 
to Evaluate the Prevalence and Severity of Coronary Artery Disease 
in Renal Transplant Recipients. S. Lee,1 B. Kim,2 J. Lee,3,4 J. Lee,3,4 B. 
Kim,2 B. Choi,5 M. Kim,3,4 Y. Kim,3,4 K. Huh.3,4 1Surgery, Ajou University 
School of Medicine, Suwon, Korea, Republic of; 2Internal Medicine 
Surgery, Yonsei University College of Medicine, Seoul, Korea, Republic of; 
3Surgery, Yonsei University College of Medicine, Seoul, Korea, Republic 
of; 4Research Institute for Transplantation, Yonsei University College 
of Medicine, Seoul, Korea, Republic of; 5Radiology, Yonsei University 
College of Medicine, Seoul, Korea, Republic of.
Cardiovascular disease is one of the leading cause of mortality in renal transplant 
recipients. Noninvasive coronary angiography using multidetector computed 
tomography (MDCT) is feasible with high sensitivity and negative predictive 
value to evaluate coronary artery disease (CAD). However, few studies have been 
conducted to examine the applicability of MDCT in renal transplant. The current 
study is designed to evaluate the prevalence and severity of CAD in renal transplant 
recipients.
Between September 2011 and February 2013, multidetector coronary CT 
angiography was performed on 55 renal transplant recipients who had no pre-
transplant CAD history and stabilized post-transplant renal function between 6 
months and 18 months. Using the results of MDCT (signifi cant CAD were defi ned 
as 50% lumen diameter reduction), we divided our study population into two groups, 
no CAD (n=26, 47.3%) and CAD (n=29, 52.7%). Severity of CAD by MDCT was 
also categorized as follows: mild CAD (<50%),  ≥50% in one vessel, two vessels 
[or in the proximal left anterior descending (LAD)], and three vessels (or left main).
Among the risk factor of CAD, pre-transplant diabetes mellitus and high density 
lipoprotein were signifi cant factor of CAD (P=0.044 and P=0.015, respectively). 
Smoking history, low density lipoprotein, lipoprotein A, duration of dialysis were 
not statistically signifi cant. Coronary calcium score by Agatston method was also 
signifi cantly higher in CAD recipients (P=0.002). More than 60% of CAD recipients 
had mild obstructive (<50%) lesions and 34.5% of CAD recipients had more than 
one-vessel obstructive lesions in multidetector coronary CT angiography.
Multidetector coronary CT angiography is a useful and noninvasive method for 
detecting of CAD even in stabilized renal transplant recipients.

Abstract# B896 
Evolution of Coronary Artery Calcifi cation in Renal Transplant 
Recipients. K. Shu,1,4 M. Wu,1,4 C. Chen,1,5 T. Yu,1 M. Wen,2 H. Ho.3 1Dept. 
of Internal Medicine, Div. of Nephrology, Taichung Veterans General 
Hospital, Taichung, Taiwan; 2Department of Pathology, Taichung Veterans 
General Hospital, Taichung, Taiwan; 3Department of Surgery, Taichung 
Veterans General Hospital, Taichung, Taiwan; 4School of Medicine, 
Chung-Shan Medical University, Taichung, Taiwan; 5School of Medicine, 
China Medical University, Taichung, Taiwan.
Introduction
Cardiovascular diseases are common complications in renal transplant (RTx) 
recipients. Coronary artery calcifi cation (CAC) is a hallmark of CVD. The current 
study aimed to elucidate the evolution and determinants of CAC in renal transplant 
recipients.
Methods
RTx recipients were randomly selected for a 3-year prospective study. CAC score 
(CACS) was measured by MDCT scan. Patients were stratifi ed into progressors 
and nonprogressors according to the defi nition proposed by Sevrukov et al, 2005.
Results
A total of 157 RTx patients were enrolled. At initiation, 47.8% had negligible CACS 
while 12.4% had CACS>1000. A higher CACS was associated with age (p=0.001), 
pretransplant diabetes mellitus (p=0.017), waist circumference (p=0.014) and body 
weight (p=0.037). A follow-up MDCT scan was available in 101 cases at 2 years. 
CAC was progressed in 23.8% and regressed in 7.9% patients. Progressors had 
signifi cantly higher basal serum creatinine (1.74±0.66 vs 1.40±0.49 mg/dl, p=0.007), 
more hypertension (84.0% vs 66.4%, p=0.066) and diabetes mellitus (33.3% vs 
18.1%, p=0.095). Multivariate regression analysis revealed that serum creatinine 
was the only predictor of CAC progression.
Conclusion
The majority of CAC in RTx recipients could be stabilized in a 2-year follow-up 
and, in a small proportion, CAC even regressed.

Abstract# B897 
Kidney Transplantation Does Not Cause Regression of the Carotid 
Intima-Media Thickness in Patients With End Stage Renal Disease. F. 
Eskander, M. Soliman, M. Ramzy, M. Elkhatib, H. Mohamed, A. Soliman. 
Medicine, Cairo University, Cairo, Egypt.
Background:Cardiovascular disease (CVD) is a major cause of morbidity and 
mortality in patients with either chronic kidney disease (CKD) or renal transplant 
recipients (RTRs). The aim of this study was to examine, prospectively, the impact 
of kidney transplantation (RTx) on carotid intima-media thickness (CIMT) and 
cardiac status in a group of patients with end stage renal disease (ESRD) followed 
up for 1 year.
Methods:
The study included 2 groups of patients (25 each) who had been on regular 
hemodialysis for a period of 12-18 months. RTx was done for patients of group 
2, while the 1st group continued on hemodialysis. Evaluation of the cardiac 
status was done at the start of the study and after 1 year both clinically and using 
echocardiography and Doppler study of CIMT. 
Results:
Patient and renal graft survival were 100% at the end of follow up. There was 
a signifi cant improvement in the functional status in RTRs compared to dialysis 
patients using NYHA classifi cation (p<0.01). There were no signifi cant differences 
between both groups regarding transient ischemic attacks or symptoms of peripheral 
vascular disease
There was insignifi cant regression of CIMT in both dialysis patients and RTRs, 
from 0.92+0.14 to 0.91+0.12mm (p>0.05) and from 0.96+0.12 to 0.94+0.14mm 
(p>0.05), respectively. At the start of the study, there were no signifi cant differences 
between both groups regarding Left ventricle end diastolic or systolic dimensions 
(LVEDD and LVESD), inter-ventricular septum thickness (IVST), or Left ventricular 
mass (LVM). However, after 1 year, RTRs showed signifi cant reduction of LVEDD 
and LVESD from 5.7+0.2 to 5.6+0.1cm (p<0.05) and from 3.8+0.4 to 3.7+0.1cm 
(p<0.05), respectively. Also, there was a highly signifi cant regression of LVM from 
298+30 to 226.5+54gm (p<0.001). On the other hand, patients who continued 
hemodialysis, showed no signifi cant changes of the above mentioned parameters 
after one year of continuous dialysis.
Conclusions:
Successful kidney transplantation produced a signifi cant regression of left ventricular 
hypertrophy and LV dilatation in patients on regular hemodialysis treatment. 
However, a successful RTx did not lead to a signifi cant regression of carotid intima-
media thickness. This could be attributed to notion that vascular lesions are very 
early in the course of chronic kidney disease and they are mostly irreversible when 
approaching hemodialysis.
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Abstract# B898 
Secular Trends in Cardiovascular Disease Among Kidney Transplant 
Recipients. N. Lam,1,2 K. Naylor,2 S. Shariff,2,3 E. McArthur,2,3 G. Knoll,4 
S. Kim,5 A. Garg.1,2,3 1Nephrology, Western University, London, ON, 
Canada; 2Epidemiology & Biostatistics, Western University, London, ON, 
Canada; 3Institute for Clinical Evaluative Sciences, London, ON, Canada; 
4Nephrology, University of Ottawa, Ottawa, ON, Canada; 5Nephrology, 
University of Toronto, Toronto, ON, Canada.
Background: Cardiovascular death remains the number one cause of mortality 
in kidney transplant recipients. Cardiovascular events alone are associated with 
signifi cant morbidity. Unfortunately, current trends in cardiovascular events after 
kidney transplantation are poorly understood.
Methods: We conducted a retrospective observational study using Ontario’s linked 
healthcare databases to follow all fi rst-time kidney-only transplant recipients 
between 1994 to 2009. Our primary outcome was a composite of death or fi rst major 
cardiovascular event defi ned as one of myocardial infarction, coronary angioplasty, 
coronary bypass surgery, or stroke within three years of the transplant date.
Results: There were 4954 fi rst-time kidney-only transplant recipients during the 
study period, of which 63% were male. The median age steadily increased from 43 
years (interquartile range [IQR] 33-54) in 1994 to 53 years (IQR 42-62) in 2009 as 
did the proportion of recipients aged 65 years old older (3.8% in 1994 to 20.4% in 
2009). There was also an increase in the proportion of recipients with diabetes (19.2% 
in 1994 to 29.9% in 2009) and coronary artery disease (23.7% in 1994 to 37.7% in 
2009). A total of 444 recipients (8.8%) died or experienced a major cardiovascular 
event within three years of transplantation and this incidence remained stable 
throughout the study period.
Conclusion: Despite transplant centres accepting recipients who are older with 
more co-morbidities, the three-year incidence of death or major cardiovascular 
event has remained stable from 1994 to 2009. These results are reassuring for 
transplant programs.

Abstract# B899 
Renal Allograft Failure Due to Cardiorenal Syndrome. F. Halleck,1 F. 
Knebel,2 B. Rudolph,3 K. Wu,3 W. Sanad,2 H. Neumayer,1 K. Budde,1 J. 
Waiser.1 1Nephrology, Charite University, Berlin, Germany; 2Cardiology, 
Charite University, Berlin, Germany; 3Pathology, Charite University, 
Berlin, Germany.
Purpose: No relevant literature exists on cardiorenal syndrome (CRS) following renal 
transplantation. Methods: We investigated the incidence of renal allograft failure 
(RAF) due to CRS between 2006-2011 at our centre. We describe clinical course, 
pathophysiology and observed renal pathology in patients with graft loss due to 
CRS. Results: We found 7 cases of graft loss due to CRS (4.6% of all graft losses). 
CRS was diagnosed 25 (2-73) months after transplantation. Graft loss occurred 5 
(1-62) months after diagnosis. 4/7 patients died. There was one case of CRS type 
I and 6 cases of CRS type II.

Histology revealed tubular injury as the most prominent pathology. Pathophysiology 
in CRS type II patients was heterogeneous, but left heart failure with subsequent 
right heart failure was predominant (4/6 patients). Pulmonary hypertension and 
moderate-to-severe tricuspid regurgitation were found in 5/6 patients. Conclusion: 
CRS may account for RAF. Thorough pre-/post-transplant cardiac investigation is 
necessary to identify patients at risk.

Abstract# B900 
Time-Varying Proteinuria and the Risk of Cardiovascular Disease 
and Graft Failure in Kidney Transplant Recipients. T. Kuper, O. 
Famure, Y. Li, S. Kim. Division of Nephrology and the Kidney Transplant 
Program, Toronto General Hospital, University Health Network, Toronto, 
ON, Canada.
Purpose: The primary objective of this study was to determine the association 
between post-transplant proteinuria and the risk of cardiovascular events in a cohort 
of kidney transplant recipients using a time-dependent analysis.
Methods: All eligible patients who received a kidney transplant at our center from 1 
Jan 2000 to 31 Dec 2011 were followed from one-month post-transplant to the date 
of fi rst cardiac event, graft failure, death, lost to follow-up, or 31 Dec 2012. Urine 
protein concentration, measured by dipstick on a random spot urine sample (trace 
= 0.15 to 0.30 g/d, 1+ = 0.3 to 1.0 g/d, 2+= 1.0 to 3.0 g/d or 3+ =  ≥ 3.0 g/d), was 
assessed quarterly during the fi rst year post-transplant, biannually during years 2 and 
3, and annually thereafter. The primary endpoint was a major adverse cardiac event 
(MACE) defi ned as (i) acute myocardial infarction, (ii) cerebrovascular accident, 

(iii) revascularization, or (iv) all-cause mortality.To account for changing levels 
of urine protein over follow-up, time-dependent, multivariable Cox proportional 
hazards models were used to analyze the data.
Results: The fi nal study cohort included 1,107 patients followed for 5,704.8 person-
years with 142 MACE. Any proteinuria detected by dipstick (i.e.,  ≥ trace) resulted 
in a two-fold increase in the risk of MACE vs. no proteinuria (hazard ratio [HR] 
= 2.11 [95% CI: 1.51, 2.95]). Trace urine protein was associated with the greatest 
risk of MACE (HR = 2.68 [95% CI: 1.62, 4.45]), while 1+, 2+, and 3+ showed 
relative hazards of 1.37 (95% CI: 0.82, 2.30), 1.49 (95% CI: 0.82, 2.71), and 1.29 
(95% CI: 0.57, 2.92), respectively. Of note, the risk of graft failure signifi cantly 
and monotonically increased with increasing levels of urine protein concentration 
(HR = 2.44 [95% CI: 0.89, 6.67], 2.69 [95% CI: 1.27, 5.68], 6.34 [95% CI: 3.30, 
12.18], and 18.86 [95% CI: 10.11, 35.18] for trace, 1+, 2+ and 3+ compared to 
negative, respectively).
Conclusion: Any level of proteinuria detected by dipstick is associated with a 
greater risk of MACE in kidney transplant recipients. The lack of dose-response 
may have resulted from decreased follow-up time in patients with severe proteinuria 
(due to an increased risk of graft failure) and a relatively low event rate. The role of 
interventions to reduce proteinuria on decreasing the risk of adverse cardiovascular 
and graft outcomes in kidney transplant recipients requires further study.
DISCLOSURES: Kim, S.: Grant/Research Support, Astellas Pharma Canada, 
Novartis Pharma Canada, Genzyme Canada.

Abstract# B901 
Cardiac Improvement in Kidney Transplant Patients Are Associated 
With the Ameloriation of Left Ventricular Wall Movement 
Abnormalities. U. Cakir, E. Gurluler, O. Cavdaroglu, A. Gurkan, I. 
Berber. Transplant Center, Acibadem University, Istanbul, Turkey.
Left ventricular dysfunction regarding myocardial stunning and regional wall motion 
abnormalities (WMAs) are very common in individuals with chronic kidney disease 
and are associated with high morbidity and mortality. The purpose of this study 
was to evaluate the impact of successful kidney transplantation on WMAs of left 
ventricule in patients with end-stage renal disease (ESRD).
We prospectively evaluated 400 patients with ESRD, immediately before and one 
year after kidney transplantation, using tissue Doppler echocardiographic study. 
The left ventricular ejection fraction, systolic and diastolic function parameters 
were analyzed. Myocardial segments were graded 1-4, representing the severity 
of the WMA, and the segmental scores were summed for each echocardiogram.
The mean age was 44.6 years. We observed a reduction in left ventricular diastolic 
diameter (52.3 to 49.4 mm, p = 0.021) after kidney transplantation. The ejection 
fraction increased compared to basal assessment (67.7% vs. 43.8%, p <0.01). The 
prevalence of diastolic dysfunction decreased 49% during the evaluated period. 
A signifi cant decrease in WMAs was observed in the posttransplant period (32 
vs.21, p <0.01).
Kidney transplantation is known to lead a considerable improvement in left 
ventricular systolic and diastolic function of patients with ESRD, and the results 
seem associated with the ameloriation of WMAs.

Abstract# B902 
Sagittal Abdominal Diameter as the Anthropometric Measure of 
Cardiovascular and Graft Loss Risk in Renal Transplant Recipients. 
Z. Bal,1 M. Erkmen Uyar,1 O. Guliyev,1 B. Sayin,1 T. Colak,1 S. Sezer,1 M. 
Haberal.2 1Nephrology, Faculty of Medicine, Baskent University, Ankara, 
Turkey; 2General and Transplantation Surgery, Faculty of Medicine, 
Baskent University, Ankara, Turkey.
Purpose: Cardiovascular disease is the most common cause of death in renal 
transplant recipients. Arterial stiffness plays an important role in cardiovascular 
diseases and is an independent predictor for cardiovascular mortality in renal 
transplant recipients. Studies have demonstrated sagittal abdominal diameter (SAD) 
presented stronger prognostic value for all-cause and cardiovascular mortality in 
the general population. The aim of this study is to evaluate the association between 
the arterial stiffness and novel anthropometric indices in renal transplant recipients.
Methods: One hundred eighty one renal transplant recipients from our renal 
transplant outpatient clinic were enrolled into the study. All patients were evaluated 
for their standard clinical (age, gender, duration of hemodialysis, post-transplant 
time), biochemical parameters. Anthropometric measurements (waist and hip 
circumference, abdominal sagittal diameter) were performed for all patients. PWv 
was determined from pressure tracing over carotid and femoral arteries using the 
SphygmoCor system. We calculated the estimated GFR (eGFR) using the MDRD4 
equation.
Results: Patients were divided into two group according to SAD measurements. 
Group 1 (n:127) was defi ned as the patients SAD < 24.3 cm and group 2 (n:54) was 
defi ned as the patients SAD  ≥ 24.3 cm. Patients in group 2 had signifi cantly higher 
triglyceride, C-reactive protein, uric acid, systolic blood pressure, PWv and body 
mass index measurements compared to Group 1 (p<0.05 for all). In group 2 eGFR 
was signifi cantly lower than group 1 (p<0.022). SAD had positive correlation with 
PWv, Systolic and diastolic blood pressure, body mass index, triglyceride, fasting 
glucose, C-reactive protein and uric acid (p<0.05 for all).
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Conclusions: We showed both SAD was signifi cantly associated with several 
components of metabolic syndrome, infl ammation and arterial stiffness as well as 
graft loss. Considering the signifi cant association of visceral fat with infl ammation 
and cardiovascular disease, estimating visceral fat by SAD could be a useful tool 
to stratify cardiovascular risk as well as graft function in renal transplant recipients.

Abstract# B903 
Obesity, Cardiovascular and All-Cause Mortaliy in Chronic Kidney 
Disease - A Systematic Review and Meta-Analysis. M. Ladhani,1,2 J. 
Craig,1,2 M. Irving,2 P. Clayton,1 G. Wong.1,2 1Sydney School of Public 
Health, University of Sydney, Sydney, NSW, Australia; 2The Centre for 
Kidney Research, The Children’s Hospital Westmead, Westmead, NSW, 
Australia.
Background: The role of obesity as a risk factor for premature cardiovascular 
disease and death in people with chronic kidney disease (CKD) is uncertain due to 
inconsistent fi ndings across the spectrum of CKD, and among published studies. 
Aim: Our study aimed to determine the association between obesity measured 
by body mass index (BMI), waist to hip ratio (WHR) and waist circumference 
(WC) and risk of death, cardiovascular mortality, and non-fatal cardiovascular 
events in people with CKD, stratifi ed by stage, and to compare the prognostic 
strength of the various measures of obesity. Methods: MEDLINE and Embase 
were searched without language restriction through to May 2013. Hand searches 
were also conducted. Data were summarised using random effects models where 
possible. Results: Of the 3413 citations identifi ed, a total of 94 cohorts (n=859,842 
participants) assessed the association of one or more measures of obesity and all-
cause and cause-specifi c mortality or cardiovascular outcome in patients with CKD. 
For every 1 kg/m2 increase in BMI, there was a 3% reduction in all-cause mortality 
and 4% reduction in cardiovascular mortality in CKD-dialysis (HR 0.97; 95%CI 
0.96-0.98 and HR 0.96; 95%CI 0.92-1.00 respectively). In CKD-predialysis, for 
every 1 kg/m2 increase in BMI there was a 2% reduction in all-cause mortality (HR 
0.98; 95%CI 0.0.96-1.00). There were no signifi cant relationship between BMI and 
mortality in transplanted patients (HR 1.01 95%CI 0.97-1.05). Five cohort studies 
in total assessed the association between WHR, WC and all-cause mortality but no 
robust conclusions could be made. Incomplete reporting of prognostic factor and 
outcome measurement assessment were major limitations of the available studies. 
Conclusion and Relevance: Pre-dialysis and dialysis patients with a low BMI are 
at higher risk of mortality and cardiovascular mortality. BMI is not associated with 
post-transplant mortality. Higher BMI in potential recipients should therefore not 
preclude this group from consideration for transplantation. Further research is needed 
to determine if the lack of association between BMI and outcomes in transplanted 
patients is related to BMI being a poor measure of obesity.

Abstract# B904 
Hyperuricemia as a Cardiovascular Risk Factor in Renal Transplant 
Recipients. M. Erkmen Uyar,1 S. Sezer,1 Z. Bal,1 O. Guliyev,1 T. Colak,1 B. 
Gurlek Demirci,1 M. Haberal.2 1Nephrology, Baskent University, Faculty 
of Medicine, Ankara, Turkey; 2General and Transplantation Surgery, 
Baskent University, Faculty of Medicine, Ankara, Turkey.
Purpose: Uric acid is known to impair endothelial cell function and to stimulate 
the development of renal interstitial fi brosis and the production of infl ammatory 
cytokines. The aim of this study is to evaluate the association between hyperuricemia 
with graft dysfunction and development of cardiovascular risk disorders in renal 
transplant recipients.
Methods: One hundred kidney transplant recipients (31 female, 38.7±11 years with 
45.9±9.6 months post-transplantation period) with normal graft functions (creatinine 
<2mg/dl) were enrolled. The clinical biochemical parameters including the uric 
acid levels in the third year of post transplantation period were retrospectively 
recorded and searched for the association in yearly determined graft function and 
cardiovascular parameters including body composition analyses, ambulatory blood 
pressure monitoring data (ABPM), pulse wave velocity (Pwv). Hyperuricemia was 
defi ned as uric acid level of  ≥ 6.5 mg/dl that persisted for at least two consecutive 
tests.
Results: Hyperuricemia was 37% at the third year after transplantation. 
Hyperuricemic patients (n:27) had signifi cantly higher glucose (p:0.037), LDL 
(p:0.037), triglyceride (p:0.042), total cholesterol (p:0.007)and PTH (p:0.003) levels 
than normouricemic patients. According to antropoemetric data sagittal abdominal 
diameter (p:0.002), triceps skin fold thickness (p:0.022), waist (p:0.001) and hip 
circumferences (p:0.013);body weight (p:0.001), fat mass (p:0.014), muscle mass 
(p:0.016), visceral fat rating (p:0.001)and BMI (p:0.001)were signifi cantly higher in 
hyperuricemics than normouremic patients. Hyperuricemic patients had signifi cantly 
higher mean systolic BP (p:0.044), day-time mean systolic BP (p:0.022), night 
time mean systolic BP (p:0.031), day-time and night time mean arterial pressure 
than normouremic patients according to ABPM data. Hyperuricemic patients had 
signifi cantly higher PWv levels (p:0.0001) and LVMI (p:.044) than normouremic 
patients. Yearly decline in eGFR levels were signifi cantly higher in hyperuricemic 
patients (7.6% vs. 9.6%, p:.0001) than normouricemic ones.

 Conclusions: Post-transplant hyperuricemia had a strong impact on decline in renal 
function and associated with cardiovascular risk predictors as hypertension, arterial 
stiffness and left ventricular hypertrophy.

Abstract# B905 
Post Transplant Hyperuricemia: Incidence and Risk Factors. M. 
Mazzali, G. Sesti, G. Rivelli. Division of Nephrology, State University of 
Campinas, Campinas, Sao Paulo, Brazil.
Introduction: Hyperuricemia and metabolic changes are frequent comorbidities 
in kidney transplant patients, with a negative impact on graft survival (chronic 
allograft dysfunction) and increasing cardiovascular mortality. Objective: To 
evaluate the prevalence of hyperuricemia in a subset of renal transplant recipients 
and its correlation with metabolic markers and body composition. Methods: 248 
kidney transplant recipients, with a mean age of 45 ± 12 years old, 135 male and 
113 female, under regular medical and nutritional monitoring were included in this 
series. Data collected from medica records included biochemical parameters (renal 
function, uric acid, glucose, lipid profi le), body composition and drug therapy. 
Hyperuricemia was defi ned as serum uric acid > 7 mg / dl for male or > 5.7 mg / dL 
for female. For analysis, patients were divided into hyperuricemic (HUR, n=109) 
and normouricemic (NUR, n=139). Results: The prevalence of hyperuricemia was 
44.3 %. For male patients, hyperuricemia was associated with higher BMI (27.7 ± 
5.4 vs 25.9 ± 4.7 kg/m2, HUR x NUR, p = 0.03) and lower glomerular fi ltration rate 
(46.0 ± 22.1 vs. 53.7 ± 20.7ml/min, HUR x NUR, p = 0.04). For female, in addition 
to higher BMI (28.9 ± 6.4 vs. 25.9 ± 4.7 kg/m2, HUR x NUR, p=0.004) and lower 
glomerular fi ltration rate (45.1 ± 18.3 versus 23.3 ± 7ml/min, HUR x NUR, p = 
0.008), hyperuricemia was associated with lower HDL (47.5 ± 12.5 versus 54.4 ± 
19.9mg/dL, HUR x NUR, p=0.03) and higher levels of triglycerides (175.4 ± 76.0 
vs. 149.7 ± 64.8mg/dL, HUR x NUR, p= 0.05). Conclusion: Hyperuricemia is a 
frequent complication in renal transplant recipients, and is associated with increased 
BMI and decreased glomerular fi ltration rate. In women, was also associated with 
a worse lipid profi le. Taken together, hyperuricemia can be a further factor for the 
occurrence of cardiovascular complications in this population.
DISCLOSURES: Mazzali, M.: Other, Novartis , travel grant.

Abstract# B906 
A Systematic Review and Meta-Analysis of the Relation Between 
Body Mass Index of Renal Transplant Recipients and Outcome 
After Transplantation. J. Lafranca,1 J. IJzermans,1 M. Betjes,2 F. 
Dor.1 1Department of Surgery, Division of Transplant Surgery, Erasmus 
MC, University Medical Center Rotterdam, Rotterdam, Netherlands; 
2Department of Nephrology, Erasmus MC, University Medical Center 
Rotterdam, Rotterdam, Netherlands.
Background Whether overweight or obese end stage renal disease (ESRD) patients 
are eligible for renal transplantation is often debated. No (systematic) reviews have 
yet been carried out regarding this subject, and more specifi cally, surgical outcome 
of these patients. The aim of this review and meta-analysis is to systematically 
investigate outcome of low- versus high Body Mass Index (BMI) recipients after 
renal transplantation.
Methods Comprehensive searches were conducted in MEDLINE OvidSP, Embase, 
Web of Science, Google Scholar and CENTRAL (the Cochrane Library 2013, issue 
5). A meta-analysis was performed by using Review Manager 5.2. Random-effects 
models were used. The methodology was in accordance with the Cochrane Handbook 
for Interventional Systematic Reviews, and written based on the PRISMA-statement.
Results Forty-two studies were selected and reviewed. Thirty-seven outcome 
measures were reviewed (including over 90.000 recipients) and twenty-six could be 
meta-analysed. Of these, the following demonstrated signifi cant differences in favour 
of low BMI (<30) recipients: death (risk ratio (RR) 1.52; P = 0.008), delayed graft 
function (RR 1.57; P < 0.001), acute rejection (RR 1.19; P = 0.03), graft survival 
at 1 and 3 years (RR 0.96; P < 0.001 and RR 0.93; P = 0.001 respectively), patient 
survival at 1 and 3 years (RR 0.99; P < 0.001 and RR 0.99; P < 0.001 respectively), 
wound infection (RR 3.99; P < 0.001), NODAT (RR 1.90; P < 0.001), length of 
stay (RR 2.30; P < 0.001), hypertension (RR 1.36; P =0.001) and incisional hernia 
(RR 2.72; P = 0.04). Additionally, hazard ratios (HR) of mortality, graft failure and 
graft- and patient survival (HR 0.93; P = 0.001) were analysed. Differences in other 
outcome parameters were not signifi cant.
Conclusion This systematic review and meta-analysis is the fi rst that combines 
a large number of articles and outcome measures in overweight and obese renal 
transplant recipients. Several of these show signifi cant benefi t for low BMI (<30) 
recipients. Therefore, we conclude that ESRD patients with a BMI >30 preferably 
should lose weight prior to RT. If this cannot be achieved with common measures, 
in morbidly obese (BMI  ≥ 40) RT candidates, bariatric surgery could be considered.
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Abstract# B907 
Recipient Body Mass Index Impact On Kidney Transplantation 
Outcomes: Results From a Long-Term Follow-Up Mediterranean 
Cohort. J. Malheiro,1 I. Fonseca,1 L. Martins,1 M. Almeida,1 S. Pedroso,1 
L. Dias,1 A. Henriques,1 D. Mendonca.2 1Nephrology Unit, CH Porto, 
Porto, Portugal; 2ICBAS, UP, Porto, Portugal.
Several retrospectives studies in the United States and Northern Europe have shown 
a detrimental effect of pretransplant high BMI on kidney graft and recipient survival. 
We aimed to assess the impact of BMI on outcomes after kidney transplantation in 
a Mediterranean country.
Data from 1048 adult kidney-only transplants performed between 1983 and 2008 
with recorded pretransplant BMI were included. Patients were classifi ed by BMI: 
underweight (UW, BMI<18.5, n=71), normal weight (NW, BMI 18.5-24.9, n=762), 
overweight (OW, BMI 25-29.9, n=182) and obese (Ob, BMI>30, n=33). The effect 
of BMI on censored graft survival and patient survival was analyzed using Kaplan-
Meier method (comparisons by log-rank test). As secondary outcomes, we analyzed 
BMI effect on prolonged hospital stay (PHS) after transplant (defi ned as >14 days), 
delayed graft function (DGF) and 1-year eGFR (estimated by MDRD-4 equation). 
BMI effect on PHS and DGF was analyzed through a logistic regression (LR) 
multivariable model (co-variables: recipient age and gender, donor age, cold ischemia 
time, transplant decade, HLA mismatches and panel reactive antibodies level).
Patients’ median follow-up was 11 years (interquartile range: 6-17).
Censored graft survival 5 years 10 years 15 years
NW (%) 94 83 72
UW (%) 94 84 66
OW (%) 94 86 71
Ob (%) 93 86 69
All comparisons P>0.70

Patient survival 5 years 10 years 15 years
NW (%) 100 97 92
UW (%) 98 96 88
OW (%) 99 96 89
Ob (%) 97 91 82
NW vs Ob P=0.039 (all other comparisons P>0.05)

No signifi cant differences of mean 1-year eGFR (ml/min) were detected (NW 57, 
UW 60, OW 54, Ob 59; P=0.134). In multivariable LR model, OW and Ob patients 
had a signifi cantly increased risk of DGF (OR=1.74 P=0.001, OR=5.97 P<0.001, 
respectively) and PHS (OR=1.55 P=0.046, OR=5.88 P=0.006, respectively), 
comparing with NW patients.
Low prevalence of obesity was noticeable. BMI was a signifi cant predictor of 
peritransplant adverse outcomes. Nevertheless, no effect of BMI was detected on 
graft function and survival and only on patient survival a detrimental effect of obesity 
was observed. Mediterranean diet may have contributed to these results, which are 
distinct from other large published cohorts.

Abstract# B908 
The Effect of Body Mass Index On Kidney Transplantation – Size 
Doesn’t Matter. M. Hamed,1 R. Motalleb-Zadeh,1 L. Pasea,2 G. Thomas,3 
J. Bradley,1 G. Pettigrew,1 K. Saeb-Parsy.1 1Department of Surgery, 
Addenbrookes Hospital, Cambridge, United Kingdom; 2Centre for 
Applied Medical Statistics, University of Cambridge, Cambridge, United 
Kingdom; 3Statistics and Data Management, Huntingdon Life Sciences, 
Huntingdon, United Kingdom.
Kidney transplantation in obese patients (body mass index [BMI] >30 kg/m2) with 
end-stage renal disease is controversial, with many centres setting an upper limit 
on BMI when considering patients for transplantation. Excluded patients however 
will be precluded from the benefi t of transplantation over dialysis. A detailed 
analysis is required to determine if surgical complications and in particular, graft 
and patient survival outcomes, are worse in obese patients. All recipients of kidney-
only transplants (n=1090) between 2002 and 2012 in our centre were included. 
Surgical complications (e.g. wound infection, haemorrhage, vascular thrombosis), 
graft loss and patient survival were identifi ed from a prospectively maintained 
database. Comparisons were made on the basis of the following BMI categories: 
<26 (n=439), 26-28.9 (n=169), 29-31.9 (n=128), >32 (n=65). Multivariate regression 
analysis was used to determine risk factors for surgical complications and patient 
and graft survival. Surgical complications occurred in 253 (23.2%) recipients. In 
multivariate analysis, higher recipient BMI (OR=1.05 per unit increase in recipient 
BMI, p=0.01) and recipient diabetes (OR=1.78, p=0.02) were signifi cantly associated 
with overall surgical complications; however higher recipient BMI was only a 
signifi cant risk factor for wound infection (p=0.002). Obesity was not a risk factor 
for urinary, vascular or lymphatic complications. 5-year patient and graft survival 
were comparable among the different BMI groups (p=0.82 & p=0.91 respectively; 
table). Our fi ndings suggest that although higher recipient BMI was associated 
with increased risk of wound infection, there was no negative impact on graft or 
patient survival. Obese patients should not be denied transplantation on the basis 
of BMI alone.

BMI <26 26-28.9 29-31.9 >32
Patient survival 94.8% 95.3% 95.3% 93.8%
Graft survival 88.2% 87.6% 89.1% 89.2%

Abstract# B909 
A Possible Anti-Obese Strategy for Kidney Transplant Recipients 
With Type 2 Diabetes After Successful Kidney Transplantation. T. 
Sato,1 A. Inagaki,1 S. Kakiya,1 T. Yamamoto,2 M. Tsujita,2 T. Hiramitsu,2 N. 
Goto,2 S. Narumi,2 Y. Watarai.2 1Division of Diabetes and Endocrinology, 
Nagoya Daini Red Cross Hospital, Nagoya, Aichi, Japan; 2Department 
of Transplant Surgery, Nagoya Daini Red Cross Hospital, Nagoya, Aichi, 
Japan.
Glucocorticoids commonly used in the posttransplant period have been demonstrated 
to reduce insulin sensitivity and b-cell function as well as central obesity, all of which 
may affect posttransplant glucose homeostasis especially within 2 years after kidney 
transplantation (KTX). Glucagon-like peptide 1 (GLP-1) analogues have potent 
effects on glucose-stimulated insulin secretion (GSIS) and body weight loss. Kidney 
transplant recipient(KTR)s with type 2 diabetes often suffers overweight problems 
as well as impaired glucose tolerance. We therefore report on the effi cacy of GLP-1 
analogues on glucose tolerance and overweight in KTRs with type 2 diabetes. This 
case series (2 KTRs given liraglutide, 1 given exenatide, 4 given lixisenatide) may 
indicate promising treatment option for overweight KTRs with type 2 diabetes as 
early as 2 years after KTX. Their age and BMI before administration of GLP-1 
analogues were 51±8.7 years, 30.4±3.28 (mean±SD), respectively. Their eGFR values 
ranged between 30.6 and 60.6. The KTRs given liraglutide had favorable glucose 
tolerance with marginal body weight loss, while the other KTRs given exenatide 
or lixisenatide, marked signifi cant body weight loss (2.8-14.5 kg). All of them had 
favorable graft function and stable absorption profi le of immunosuppressive agents 
during the observation period. This case series is an early report to demonstrate that 
GLP-1 analogues can be a possible anti-obese strategy for overweight KTRs without 
affecting graft function and immunosuppression absorption profi le.

Abstract# B910 
Obesity: A Major Risk Factor for Wound and Parietal Complications 
in Renal Transplantation. H. Andrade, D. Paluello, C. Batagello, A. Bull, 
G. Ebaid, H. Kanashiro, R. Falci, I. Antonopoulos, W. Nahas, A. Piovesan. 
Renal Transplantation Division, Clinicas Hospital of University of Sao 
Paulo, Sao Paulo, Brazil.
Introduction and Objective:
The increase of obesity among patients with end-stage renal disease poses a major 
challenge for urologists and nephrologists. Many centers set an upper limit on body 
mass index (BMI) to place a patient on the active waiting list due worse outcomes 
regarding delayed graft function (DGF), acute rejection episodes and graft survival. 
However, obesity is also related to wound infection and parietal complications. This 
study was undertaken to determine the risk of early and late wound complications 
among obese patients undergoing renal transplantation.
Methods:
This study was a retrospective review of 2,212 renal transplant recipients in a single-
institution database from January 1995 to October 2013. Combined transplantations 
and children were excluded. Recipients were classifi ed based on BMI at the time of 
transplantation: non-obese (BMI < 25 kg/m2), overweight (25 ≤ BMI < 30), class I 
obese (30 ≤ BMI < 35), class II obese (35 ≤ BMI < 40) and class III obese (BMI  ≥ 40). 
The analysis included wound infection, parietal dehiscence (superfi cial, eventration 
and evisceration), incisional hernia, need for intervention and hospital stay.
Results:
In total, there were 231 events in 226 patients. Multivariable logistic regression 
indicated signifi cantly increased risk for early and late wound complications. Risk 
increased 1.9-fold for each 5 points of BMI (p<0.001), reaching 17.5, 29.0, 45.0 and 
60% with BMIs of 30, 35, 40 and 45, respectively. Wound infection and evisceration 
were the complications most associated with the increasing BMI (2.0- and 2.7-fold 
for each 5 points of BMI, respectively. p<0.001).
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Less than 50% of wound infections and superfi cial dehiscence events require 
intervention, while the others events require intervention almost 100% of the time. 
Among the complications, there was no difference in patient hospitalization (26,2 
± 20,4; P= 0.42).
Conclusions:
In this large series, we show that obesity greatly increases early and late wound 
complications and is associated with a higher necessity of reoperations. Although 
we cannot deny transplantations based only on high BMIs, efforts are needed to 
assist patients on the waiting list in achieving weight loss, which would consequently 
decrease post transplantation morbidity.

Abstract# B911 
Weight Loss in the Renal Transplant Candidate: A Clinical Review 
of the Effi cacy of Conservative and Surgical Treatments. G. Chan,1 
R. Hajjar,1 P. Garneau,2 O. Court,3 J. Tchervenkov.3 1Surgery, Hopital 
Maisonneuve-Rosemont, Montreal, Canada; 2Surgery, Hopital Sacre-
Coeur, Montreal, Canada; 3Surgery, Royal Victoria Hospital, Montreal, 
Canada.
Introduction Morbid obesity is an epidemic in the renal failure population and 
is associated with more complications and diminished survival. Controversy has 
existed about the survival of obese patients while on dialysis. A review of USRDS 
showed that a 1-year survival benefi t of transplantation existed at all weights, albeit 
lower for morbidly obese. The best treatment of obesity in tranplant is unknown.
Methods
A retrospective review was conducted in the pre-transplant surgical clinic at Hôpital 
Maisonneuve-Rosemont from 2010-13. The weight loss program included a target 
weight, regular follow-up, nutritionist, physical exercise and community health 
consultation. The maximum limit for listing was 36.0 kg/m2.
A retrospective review was performed for patients with renal failure undergoing 
laparoscopic sleeve gastrectomy from 2009-13 at the Hôpital Sacre-Coeur and the 
Royal Victoria Hospital.
Results
Eighty-six patients were assessed at the pre-transplant clinic, of which 54 had 
subsequent clinical follow-up. Forteen patients (50%) were able to lose suffi cient 
weight to be eligible for wait-listing. Five patients have maintained a clinically 
signifi cant long-term weight loss (Δ > 3 kg/m2). The highest BMI change achieved 
was -6.7 over 22 mo. This is an actual weight loss success rate of 18%. The other 
nine had less than 5 kg to lose to achieve listing and have only demonstrated a 
minimal weight loss. No one with a BMI > 40 was able to achieve a weight loss 
to qualify for listing.
Only one patient who was initially eligible for listing, gained signifi cant weight 
despite the weight loss program and is now considered to be too obese.
Twenty-four patients underwent sleeve gastrectomy with a mean BMI of 45.6. 
The mean LOS was 2.9 days with the majority (71%) without complication. The 
complications encountered were related to volume management and electrolyte 
imbalances. The mean change in BMI at 3 and 6 months was -9.9 and -10.3 
respectively.
Conclusions
Weight loss with chronic renal failure is not easy. Only a minority of patients can 
achieve the targets with diet and exercise. Bariatric surgery can achieve rapid weight 
loss. Careful attention should be paid to the immediate post-operative time to avoid 
volume and electrolyte related complications.

Abstract# B912 
Lower Energy Expenditure and Spontaneous Physical Activity Are 
Associated With Weight Gain in Kidney Transplant Recipients. A. 
Heng,1,2,3 C. Montaurier,1 N. Cano,1 N. Caillot,4 B. Pereira,5 G. Marceau,6 
Y. Boirie.1 1Unite de Nutrition Humaine, INRA, Clermont-Ferrand, 
France; 2Nephrology Department, CHU Clermont-FErrand, Clermont-
Ferrand, France; 3Faculte de Medecine, Clermont Universite Universite 
d’Auvergne, Clermont-Ferrand; 4NRC Medical, NRC Medical, Clermont-
Ferrand, France; 5Biostatistic Department, CHU Clermont-FErrand, 
Clermont-Ferrand, France; 6Biochimy Laboratory, CHU Clermont-
Ferrand, Clermont-Ferrand, France.
Mechanisms of weight gain after renal transplantation may be caused by alterations 
of energy metabolism.
Methods: Nineteen transplanted 53 ± 1.6 year old non-diabetic men, receiving 
calcineurin inhibitors, but no corticosteroids were investigated. They were matched 
to nine healthy men for height, age and lean body mass as controls. Daily energy 
expenditure and its components (sleeping, basal and prandial metabolic rates) 
were analyzed during 24-hours in calorimetric chambers, and during 4 days in 
free living conditions using calibrated accelerometry. Other variables infl uencing 
energy expenditure were assessed: body composition, physical activity, 4-days food 
intake, drug consumption, serum C-reactive protein, Il-6, thyroid and parathyroid 
hormones, and epinephrine. Transplant recipients who gained more than 5% body 
weight after transplantation (n=11, +11.0±1.5 kg) were compared to those who did 
not (n=8) and to controls.
Results: Weight gain compared to non-weight gain patients and controls exhibited 
higher fat mass without change in lean body mass. Daily, sleeping and resting 
energy expenditure adjusted for lean body mass were signifi cantly higher in non-
weight gain (167.1±4.2kJ/kg/lean body mass/24h, p<0.05) compared to weight gain 
patients (147.4±3.6) and controls (146.1±4.6). Weight gain compared to controls and 
non-weight gain subjects showed a lower free-living physical activity and a higher 
consumption of antihypertensive drugs and beta-blockers.
Conclusions: After kidney transplantation, weight gain patients are characterized 
by lower adjusted energy expenditure, a reduced spontaneous physical activity and 
a higher frequency of beta-blockers utilization. These data are new basis for the 
nutritional management of weight gain in kidney transplant recipients.

Abstract# B913 
Long-Acting Glucagon-Like Peptide-1 (GLP-1) Agonist Therapy in 
Post Solid Organ Transplant Patients. J. Krisl, A. Gaber, A. Sadhu. 
Houston Methodist Hospital, Houston, TX.
Background:  Preexisting Type 2 Diabetes (T2DM) and new onset diabetes after 
transplant (NODAT) have been shown to negatively impact patient and graft 
survival after solid organ transplantation. Immunosuppressive drugs are known 
to cause metabolic derangements including hyperglycemia and weight gain which 
contribute to increased cardiovascular morbidity and mortality. Traditional therapies 
for diabetes such as insulin and many oral agents can improve glucose management 
but can also contribute to weight gain. Glucagon-like peptide (GLP-1) agonists 
have a mechanism of action that may directly counteract the pathogenesis of 
immunosuppressive medications to improve both hyperglycemia and weight gain. 
However, there is limited data on these drugs in post-transplant patients. This study 
aimed to evaluate the use of GLP-1 agonists for management of diabetes and weight 
gain in post-transplant recipients with preexisting T2DM or NODAT.
Methods: A retrospective, observation of 20 post-transplant recipients including 
7 kidney, 1 lung, 6 heart, 3 liver and 3 multi-organ transplants. All patients had 
preexisting T2DM or NODAT and were managed with insulin, oral agents or both 
prior to initiating a GLP-1 agonist (liraglutide or exenatide). All patients were treated 
with corticosteroids; 15 with tacrolimus, 3 with cyclosporine, and 1 with rapamune. 
Data was collected from 1-25 months after start of GLP-1 therapy.
Results: Average follow-up from start of GLP-1 agonist was 311 days. Reductions in 
HgbA1c and weight loss are presented in table 1. Nineteen of the 20 patients had some 
degree of weight loss, and 14 of them had  ≥ 10 pound weight loss. The maximum 
weight loss was 33.4 lbs. Change in serum creatinine (Scr) and tacrolimus levels was 
minimal. Two patients had dose reduction for side effects, and three patients had drug 
discontinuation due to fi nancial limitations. There were no events of pancreatitis.
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Conclusions:In patients with T2DM or NODAT, GLP-1 agonist therapy results 
in weight reduction as well as reduction in HgbA1c, without adverse effects on 
immunosuppressive drug levels or creatinine. Further investigation is warranted 
to evaluate safety, effi cacy and long term outcomes.

Abstract# B914 
Predictors of Kidney Graft and Patient Outcomes in the Elderly, 
Obese, Diabetic Population. J. Brar,1 G. Leverson,1 D. Kaufman,1 
L. Osadchuk,2 A. Djamali,1,2 V. Vidyasagar,2 J. Pirsch.1,2 1Surgery, 
University of Wisconsin, Madison; 2Medicine, University of Wisconsin, 
Madison.
Purpose:
The kidney transplant recipient population is increasingly older, heavier and includes 
more diabetics (DM-2). The new organ allocation system may impact this cohort 
of recipients.
Methods:
This is a single-center, retrospective analysis of all kidney-alone recipients over age 
55 years (Transplanted 01/01/2003-12/31/2011). We compared Type 2 diabetics to 
non-diabetics. Univariate and multivariate analyses were performed to identify the 
factors that may affect outcomes of graft survival (GS), death-censored graft survival 
(DCGS), and patient survival (PS).
Results:
925 recipients: mean age 62.90±5.3 years, mean BMI 28 ±,4.9, 85.9% Caucasian 84% 
primary transplants, 29.1% (n=287) diabetics. In the fi rst year there was no difference 
in PS and GS between Type 2 diabetics and non-diabetics. Diabetics exhibited worse 
overall long-term GS, DSGS and PS and experienced more cardiovascular events 
(p<0.0001) and infections (p=0.0008). Diabetes and donor organ characteristics { 
DGF or deceased donor kidneys (ECD or SCD vs LRD)} predicted worse overall 
GS and PS (TABLE 1), whereas ECD kidneys with DGF contributed to overall 
worse DCGS. Diabetics did not experience more rejection (p=NS). Diabetics 
died from disproportionately higher numbers of unknown causes, infections and 
atherosclerotic cardiovascular disease (ASCVD) compared to non-diabetics. , Pre-
transplant cardiovascular disease burden did not impact 1-year graft survival. For 
survivors after one year, DM, age at transplant, ECD and pre-transplant CV disease 
were signifi cant predictors of GS whereas all these except ECD also predicted PS.

Variable Graft survival 
(GS)

Death censored 
GS

Patient Survival 
(PS) Free of ASCVD events

Diabetes 1.34 (.0091) NS 1.5 (.0005) 1.4 (.0008)
DGF 1.91 (<.001) 2.71(<0.0001) 1.43 (0.02) 1.8 (<0.0001)
BMI>30 NS NS NS NS
CSA NS 0.55 (0.012) NS NS
TAC 0.55 (0.0002) 0.40 (<0.0001) NS 0.73(.05)
ECD 1.77 (0.0002) 1.88 (0.01) 1.73 (0.001) 1.38(.01)
SCD 1.4 (.0132) NS 1.52 (0.0073) NS
Campath NS NS NS NS
Simulect NS NS NS 2.35 (0.01)

Conclusions:
1. Older age, diabetes, and poor organ quality (DGF, deceased donor kidney) 
conferred worse overall GS/PS. With the new organ allocation system, this triad 
will become much more common.
2. Pre-transplant cardiovascular burden did not predict post-transplant CV events in 
the fi rst year post transplant, but were signifi cant for long-term survival.

Abstract# B915 
New Onset Diabetes After Kidney Transplantation [NODAT] Despite 
the Use of a Steroid-Sparing Regime. D. Moutzouris, C. Baker, N. 
Kumar, M. Willicombe, R. Corbett, N. Duncan, J. Galliford, A. 
McLean, D. Taube. Imperial College Renal and Transplant Centre, 
Hammersmith Hospital, London, United Kingdom.

Purpose The aim of the study was to investigate the prevalence of NODAT 
and the risk factors for its development in patients receiving a steroid-sparing 
immunosuppression protocol.
Methods In this retrospective, single centre study, we report the outcomes of 920 
patients [552m, 368f, mean age 47 ± 13.3 years, range 18 - 78, mean follow up 57.6 
± 30 months], receiving a steroid sparing, tacrolimus based maintenance regime after 
monoclonal antibody induction. Steroids were stopped 7 days post transplantation 
and only reintroduced to treat rejection. We excluded patients who had a history of 
diabetes mellitus before transplantation.
Results Overall, 169/920 [18.4%] patients developed NODAT defi ned as diabetes 
requiring diet control [19.9%], oral hypoglycaemics [62.0%], insulin [15.7%] or 
both [2.4%]. Cumulative patient survival in the NODAT+ and NODAT– free group 
at 1, 3, 5 years post transplant was 98.2%, 93.6%, 90.2% and 98.5%, 97%, 94.8%, 
respectively (p=0.032). Cumulative graft survival in NODAT and in NODAT-
free group at 1,3 and 5 years was 98.2%, 92.3%, 87% and 95.7%, 92%, 87.9%, 
respectively (p=0.547). The cumulative incidence of NODAT was 9.5%, 14.2% and 
16.5% at 1, 3 and 5 years after transplantation, respectively. The incidence of NODAT 
was increased in non-Caucasoids; 29.8% of South Asians, 22.6% of Afro Caribs and 
11.9% of Caucasians developed NODAT [p<0.001]. Steroids were reintroduced in 
188/920 [20.4%] of patients and 28.2% of patients on steroids developed NODAT 
vs. 15.9% of patients who were not on steroids [p<0.001]. Those who developed 
NODAT were older compared with those who did not [50.8±11.7 vs. 46±13.5 years, 
p<0.001]. By Cox-regression analysis, risk of NODAT was associated with steroid 
use [p<0.001, Exp (B) 2.265], South Asian [p<0.001, Exp (B) 3.136], Afro Carib 
race [p=0.002, Exp (B) 2.218] and older age [p<0.001, Exp (B) 1.035].
Conclusion This study shows that patients receiving a steroid-sparing regime still 
have a signifi cant risk of NODAT associated with reduced patient survival. Steroid 
reintroduction, ethnicity and age are major risk factors.

Abstract# B916 
A Glycemic Stress Test: Glucose at Kidney Transplantion Predicts 
New Onset Diabetes Regardless of Maintenance Corticosteroids. 
J. Augustine, N. Sarabu, A. Padiyar, D. Hricik. Medicine, University 
Hospitals, Cleveland, OH.
Background: We hypothesized that the hyperglycemic response to intravenous 
corticosteroids at the time of kidney transplantation may predict the risk of new onset 
diabetes (NODAT) in patients well beyond the peri-transplant period. We further 
sought to determine whether maintenance steroid dosage had an infl uence on the 
association between post-operative glucose and NODAT at two years.
Methods: We recorded peak fasting plasma glucose levels at transplant (FPGT) 
in 257 consecutive non-diabetic patients who received solitary kidney transplants 
between 1/06 and 12/11 and had two years of follow-up. FPGT was measured 
during hospitalization for transplant and was defi ned as the highest fasting a.m. 
glucose over fi ve days.
Results: All patients received methylprednisolone 250 mg IV on the day of 
transplant followed by 60 mg q12 x 4 additional days. At the time of discharge, 185 
(72%) patients were withdrawn from corticosteroids (CSW), and at two years, 142 
(55%) remained steroid free. All patients received tacrolimus and mycophenolate 
mofetil maintenance therapy. The mean FPGT overall was 141±33 mg/dl, and 
FPGT demonstrated a weak correlation with body mass index (BMI), but not age, 
gender or race. NODAT, defi ned by a repeat FPG  ≥ 126 mg/dl, HbA1c  ≥ 6.5%, 
or diabetic therapy, was present at two years in 43 of 256 (17%) patients, with 17 
(7%) patients requiring insulin therapy. FPGT was 172±55 mg/dl in patients with 
NODAT vs. 134±22 mg/dl in patients without NODAT (p<0.001). FPGT predicted 
NODAT similarly in patients on or off steroids at two years. Steroid therapy itself 
did not predict NODAT, although a prednisone dose > 5 mg/d at two years (n=50) 
correlated with a more than doubling of the incidence of insulin-requiring NODAT 
compared to patients on ≤ 5 mg/d (n=207), (14% vs. 6%, p=0.046). After controlling 
for recipient age, race, BMI at transplant, change in BMI over two years, CSW, and 
steroid dosage at two years, FPGT remained a predictor of NODAT at two years 
(Odds ratio per 10 mg/dl increase in FPGT: 1.48, 95% CI:1.28-1.71, p<0.001).
Conclusion: Independent of demographics, BMI, and maintenance steroid therapy, 
fasting glucose measured on intravenous corticosteroids at the time of transplantation 
was highly predictive of NODAT at two years post-kidney transplantation.

Abstract# B917 
Changes in the Lipid Profile in the First Year After Renal 
Transplantation: Risk Factors and Infl uence of Immunosuppressive 
Regimens. C. Escrig, P. Bernhardt, G. Dong, G. Junge. Novartis Pharma 
AG, Basel, Switzerland.
Purpose: Dyslipidemia has a high prevalence in all stages of renal disease and has 
been associated with increased cardiovascular morbidity and mortality, as well as 
possible late graft failure among the renal transplant (RTx) recipients. In a post-hoc 
analysis, we evaluated the incidence of dyslipidemia at month 12 and risk factors 
associated with new-onset dyslipidemia during the fi rst year after RTx amongst 
patients receiving different immunosuppressive regimens.
Methods: A2309 was a multicenter, randomized study with 833 de novo RTx 
patients comparing 2 regimens of everolimus (EVR; 1.5mg/day [C0 3-8 ng/mL] 
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or 3.0mg/day [C0 6-12 ng/dL]) + reduced cyclosporine A (CsA) vs. enteric-coated 
mycophenolate sodium (EC-MPS; 1.44g/day) + standard CsA. Lipid profi les were 
determined throughout the study and were classifi ed according to the American 
Heart Association criteria.
Results: Elevated lipid parameters (total cholesterol [TC], low-density lipoprotein 
[LDL], high-density lipoprotein [HDL] and triglycerides [TG]) were observed in 
all treatment groups at 12 months post-RTx. Fewer patients in the EVR groups had 
low HDL levels in comparison to EC-MPS. Elevated LDL was more frequent in 
the EVR groups. EVR (C0 3-8 ng/mL) group had the lowest percentage of patients 
with TC/HDL ratio >5 (Table 1).

A risk factor analysis in patients without dyslipidemia at baseline indicated that 
only EVR C0 3-8 ng/mL but not EVR C0 6-12 ng/dL was associated with a lower 
risk for TC/HDL>5 [EVR C0 3-8 ng/dL vs. EC-MPS: OR 0.49, 95%CI [0.22, 
0.88], p=0.021; EVR (C0 6-12 ng/dL) vs. EC-MPS: OR 1.0, 95%CI [0.52, 1.93], 
p=0.992]. Baseline TC/HDL ratio (OR 3.19, 95%CI [2.12, 4.91], p<0.001] and 
male gender (OR 2.52, 95%CI [1.31, 4.85], p=0.005) were associated with a higher 
risk of TC/HDL>5. Major adverse cardiac events (MACE) events were reported in 
2.6%, 5.8% and 2.9% of patients in EVR C0 3-8 ng/dL, EVR C0 6-12 ng/dL and 
EC-MPS groups, respectively.
Conclusions: Elevations of TG, LDL, and TC were more frequent with EVR whereas 
low HDL was more frequent with EC-MPS. EVR (C0 3-8 ng/dL) was associated 
with a reduced risk for TC/HDL>5 and the lowest MACE rate.
DISCLOSURES: Escrig, C.: Employee, Novartis. Bernhardt, P.: Employee, 
Novartis. Dong, G.: Employee, Novartis. Junge, G.: Employee, Novartis.

Abstract# B918 
Metformin Use in Kidney Transplant Recipients Throughout 
the United States. J. Stephen,1 T. Anderson-Haag,1 S. Gustafson,2 J. 
Snyder,2 A. Israni,1,2,3 B. Kasiske.1,2,3 1HCMC, Minneapolis, MN; 2SRTR, 
Minneapolis, MN; 3University of Minnesota, Minneapolis, MN.
Background/Aim: Metformin, the oral agent of choice for type II diabetes, is 
contraindicated in renal dysfunction (serum creatinine [SCr]  ≥1.5 mg/dL, men;  ≥1.4 
mg/dL, women) due to increased risk of potentially fatal lactic acidosis. Metformin 
use and its consequences are unknown among kidney transplant recipients in the 
US. Methods: We linked Scientifi c Registry of Transplant Recipients (SRTR) data 
for all incident kidney transplants 2001-2012 with national pharmacy claims (IMS 
Health). We compared recipients with  ≥1 pharmacy claim for metformin or a 
metformin-containing product vs. those without metformin claims, but with  ≥1 claim 
for another glucose-lowering agent (fi nal dataset, 46,914 recipients). Chi-square test, 
Mann-Whitney-Wilcoxon test, and Cox proportional hazards models were used to 
compare the two groups. Results: 4609 recipients had  ≥1 claim for metformin or a 
metformin containing product, and 42,305 for a non-metformin glucose-lowering 
agent. Recipients with metformin claims were more likely (P<0.0001) to have longer 
time from transplant and higher estimated glomerular fi ltration rate before fi rst fi ll. 
Median SCr (mg/dL) before fi rst diabetic medication claim was lower in metformin 
vs. non-metformin recipients [1.3 (Interquartile range 1.0-1.7) vs. 1.6 (1.2-2.5), 
respectively; P<0.0001]. Metformin was not associated with worse unadjusted and 
adjusted hazard ratio (HR) for graft and patient survival.

Discussion: Despite its contraindication in renal dysfunction, many recipients 
receive metformin; use is not associated with worse patient and allograft survival. 
Additional study and consideration for metformin use in kidney transplant recipients 
are indicated.

Abstract# B919 
Pre-Transplant HbA1c Is a Useful Predictor for the Development of 
New-Onset Diabetes in Renal Transplant Recipients Receiving No 
or Low-Dose Erythropoietin. K. Tokodai,1,2 N. Amada,1 I. Haga,1 A. 
Nakamura,1 T. Kashiwadate,1 N. Kawagishi,2 N. Ohuchi.2 1Department 
of Surgery, Sendai Shakaihoken Hospital, Sendai, Japan; 2Department 
of Transplantation, Reconstruction and Endoscopic Surgery, Tohoku 
University Hospital, Sendai, Japan.
Introduction: New-onset diabetes after transplantation (NODAT) is a serious 
complication of transplantation. Although HbA1c is easy to test and has been 
increasingly used as a predictor of diabetes, HbA1c values are strongly infl uenced 
by erythropoietin, which is frequently administered to kidney transplant candidates.
Methods: We performed a retrospective study of 119 patients without diabetes 
who received a living donor kidney transplant along with a tacrolimus-based 
immunosuppressive regimen between March 2000 and January 2012. Univariate and 
multivariate logistic regression analyses were used to investigate the association of 
several parameters with NODAT. Predictive discrimination of HbA1c was assessed 
using a receiver-operating characteristic curve.
Results: Seventeen patients (14.3%) developed NODAT within 1 year of 
transplantation. Univariate logistic regression analysis revealed that recipient age, 
gender, and HbA1c were predictors of NODAT. In the multivariate analysis, the 
association between pre-transplant HbA1c and development of NODAT did not 
reach statistical signifi cance (p = 0.06). To avoid the strong infl uence of high-dose 
erythropoietin on HbA1c levels, we identifi ed 85 patients receiving no or low-dose 
(≤6000 IU/week) erythropoietin. In the subgroup multivariate analysis, HbA1C was 
again an independent predictor for NODAT (hazard ratio, 9.18 [1.64–64.5], p < 0.05). 
In this subgroup of 85 patients receiving no or low-dose erythropoietin, receiver 
operating characteristic analysis revealed a cut-off value of 33 mmol/mol (5.2%) 
with an optimal sensitivity of 64% and specifi city of 78% for predicting NODAT.
Conclusions: Our results reveal that the pre-transplant HbA1c level is a useful 
predictor for NODAT, especially in patients receiving no or low-dose erythropoietin.

Abstract# B920 
Comparison of New-Onset Diabetes After Kidney Transplant 
Between Hispanics and Caucasians Treated With Tacrolimus-Based 
Immunosuppression. P. Baron,1 R. Peters,1 J. Weissman,1 A. Elihu,1 A. 
Kore,1 L. Beeson,2 M. de Vera.1 1Surgery/Transplantation Institute, Loma 
Linda University Medical Center, Loma Linda, CA; 2Epidemiology and 
Biostatistics, School of Public Health/Loma Linda University, Loma 
Linda, CA.
New-onset diabetes after kidney transplant (NODAT) signifi cantly increases acute 
rejection, graft loss and mortality. Several risk factors for NODAT have been reported 
including: older age, obesity, hepatitis C infection, Hispanic or African American 
ethnicity, and use of calcineurin inhibitors and corticosteroids. The incidence 
and impact of NODAT in the Hispanic kidney transplant population is unknown. 
PATIENTS and METHODS: We retrospectively reviewed 155 Hispanics and 125 
Caucasian patients who were not diabetics and underwent a fi rst kidney transplant 
between January 2006 and December 2011. NODAT was diagnosed according to 
the WHO/ADA diabetes guidelines. We analyzed the incidence of NODAT, and 
patient and graft survival 12 months post-transplant. Analyses were performed using 
IBM SPSS v22; t-tests for continuous data and chi-square tests for categorical data.
RESULTS:No signifi cant differences between BMI and incidence of hepatitis C 
infection were found between the groups.
Table 1. Demographics

Hispanic (n=155) Caucasian (n=125) P-value
Age mean=41.6, SE=1.14 mean=46.0, SE=1.21 0.008
Sex Males=96, Females=59 Males=64, Females=61 0.089
BMI mean=25.7, SE= 0.33 mean=26.4, SE=0.42 0.232
HCV Infection No=150, Yes=4 No=124, Yes=1 0.384

The incidence of NODAT in Hispanics was 14.2% and 10.4% in Caucasians 12 
months post-transplant
Table 2. Outcome

Hispanics 
with NODAT
(n=22/155)
Mean (SE)

Hispanics with 
no NODAT
(n=133/155)
Mean (SE)

p-value

Caucasians 
with NODAT
(n=13/125)
Mean (SE)

Caucasians with 
no NODAT
(N=112/125)
Mean (SE)

p-value

Ser 
Creatinine at 
discharge

3.90 (0.58) 3.22 (0.27) 0.33 3.88 (0.91) 3.08 (0.26) 0.33

Ser 
Creatinine at 
12 mo

1.52 (0.12) 1.39 (0.06) 0.42 1.41 (0.10) 2.85 (1.11) 0.63

Ser Glucose 
at 3 mo 135.7 (9.57) 96.7 (1.24) 0.001 131.0 (10.48) 96.5 (1.82) 0.007
Ser Glucose 
at 6 mo 130.2 (7.20) 98.2 (1.42) <0.001 143.4 (15.4) 96.4 (1.85) 0.011
Ser Glucose 
at 12 mo 146.2 (8.38) 97.5 (1.67) <0.001 135.0 (9.24) 93.0 (1.50) 0.001

DGF No=59%, 
Yes=41%

No=83%, 
Yes=17% 0.02 No=77%, 

Yes=23%
No=82%, 
Yes=18% 0.71

CONCLUSION: The incidence of NODAT is not signifi cantly different between 
Hispanics and Caucasians treated with tacrolimus. Multicenter, prospective and 
long-term follow-up clinical trials are needed to validate these fi ndings.
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Abstract# B921 
Nutritional Status and Body Composition of Renal Transplant 
Patients With Diabetes (Pre Transplant) or NODAT (New Onset 
Diabetes After Transplant). M. Mazzali, H. Francisconi, G. Rivelli. 
Division of Nephrology- Department of Medicine, State University of 
Campinas, Campinas, Sao Paulo, Brazil.
Introduction: Diabetes is a common post-transplant complication associated 
with factors such as age, gender and immunosuppressive therapy. Furthermore, 
CKD patients with diabetes pre transplant have a higher morbidity and mortality 
compared patients with normal glucose metabolism. Objective: To evaluate the 
nutritional status and body composition of renal transplant recipients with pre 
transplant diabetes (DM) and new onset diabetes after transplant (NODAT), and 
compare post transplant outcomes. Methods: 121 renal transplant patients, 51 DM 
and 70 NODAT who agreed to participate in the study were followed for 1 year with 
nutritional assessment (anthropometry and body composition measurements). Data 
from kidney disease, laboratory tests and therapy was obtained from medical records. 
Results: NODAT group was older (51 ± 13 vs. 45 ± 12 years old x DM, p<0.05). 
There was a predominance of male in both groups. Although the DM group had 
normal BMI compared to overweight NODAT (24.9 ± 4.3 vs 28.9 ± 5.6 kg/m2, DM 
x NODAT, p<0.05), % of body fat% was above the recommended in both groups, 
more pronounced in NODAT (27.4±8.5 vs 31.6±9.1%, DM x NODAT, p<0.05). 
Lean mass was comparable between groups, within the normal range. NODAT group 
had a trend to higher serum uric acid levels (6.1 ± 1.5 vs 5.1 ± 1.5 mg/dL x DM, 
p<0,05), total cholesterol (185.9 ± 45.9 vs. 177.1 ± 44 mg/dL x DM, p=0.05) and 
triglycerides (188.6 ± 89.5 vs, 153.9 ± 90.7 mg/dL x DM, p=0.09) than DM group. 
Despite lower overall metabolic control, diabetes control, assessed by glycated 
hemoglobin was signifi cantly better in NODAT (6.8 ± 1.5 VS. 8.1 ± 2.0% X DM, p 
<0.05 ). During follow-up, renal function and doses of immunosuppressive agents 
(tacrolimus and steroids) were comparable between groups. Conclusion: Nutritional 
assessment showed an increase of body fat in patients transplanted with diabetes, 
independent of BMI. The NODAT group also had other risk factors for metabolic 
syndrome (overweight, dyslipidemia and hyperuricemia) and older age. The better 
glycemic control in NODAT group can be explained by the small number of patients 
under intensive insulin therapy compared to DM group.
DISCLOSURES: Mazzali, M.: Other, Novartis, travel grant.

Abstract# B922 
Glucose Tolerance in Non-Diabetic Kidney Transplant Patients Before 
and 6 Months After Transplantation Compared to Healthy Controls. 
M. Hornum,1 M. Joergensen,1 G. van Hall,2 B. Feldt-Rasmussen,1 C. 
Bistrup,3 J. Melchior Hansen,4 E. Mathiesen.5 1Department of Nephrology, 
Copenhagen University Hospital, Rigshospitalet, Copenhagen, Denmark; 
2Clinical Metabolomics Core Facility, Copenhagen University Hospital, 
Rigshospitalet, Copenhagen, Denmark; 3Department of Nephrology, 
Odense University Hospital, Odense, Denmark; 4Department of 
Nephrology, Herlev Hospital, Copenhagen, Denmark; 5Department 
of Endocrinology, Copenhagen University Hospital, Rigshospitalet, 
Copenhagen, Denmark.
Purpose. Evaluating the effect of living kidney transplantation (Tx) on insulin 
sensitivity (IS) in non-diabetic uremic patients (ptt).
Methods. Nine non-diabetic ptt awaiting Tx and six age and BMI matched healthy 
controls (Ctrl) examined with an oral glucose tolerance test before Tx. Furthermore, 
a 3 hour hyperinsulinaemic euglycaemic clamp was performed before and 6 months 
after Tx.
Immunosuppression with simulect induction, cyclosporine (n=4)/prograf (n=5), 
MMF and steroids (one without steroids).
Results. Fasting plasma glucose (FPG) (Tx: 5.1±0.7, Ctrl: 5.0±0.3 mmol/L) and 
HbA1c (Tx: 33±4, Ctrl: 33±2 mmol/mol) were comparable before Tx and HbA1c 
increased after Tx (FPG: 5.5±0,4 mmol/L (P=NS) and HbA1c: 35±3 mmol/mol 
(P=0.04)). All exept two Tx ptt with prediabetes had both normal FPG and normal 
glucose tolerance (mean 2h glucose Tx: 6.9±1.0 Ctrl: 5.5±1.5 mmol/L, P = 0.06). 
Insulin sensitivity measured as the total amount of glucose utilized during the clamp 
(GIR area under the curve) was lower in Tx patients before Tx (Tx: 490±164, Ctrl: 
786±256 mg/kg, P = 0.02) and further reduced after Tx (319±131 mg/kg, P = 0.01).

The weighted average of plasma glucose (AUC/180 min) during the clamp was 
comparable (Tx-before: 4.9±0.2 mmol/L Ctrl: 4.9±0.1 mmol/L and Tx-after: 
5.1±0.2 mmol/L).
Fasting insulin levels tended to be higher in Tx ptt (Tx: 62±34, Ctrl: 37±17 pmol/l, 
P = 0.2) and increased further after Tx (82±51 pmol/l, (P = 0.28)).
Conclusion. Insulin sensitivity is impaired in non-diabetic Tx ptt as compared to 
healthy controls before Tx and IS deteriorates further after Tx. Uremia pre-Tx and 
immunosuppression post-Tx may contribute to this.

Abstract# B923 
New Onset Diabetes After Renal Transplantation: A New Predictive 
Model. H. Aleid,1 A. Alhuraji,2 A. Alqarawii,2 A. Eldali,3 M. Altalhi,1 A. 
Abdulbaki,1 T. Ali.1 1Department of Kidney and Pancreas Transplantation, 
King Faisal Specialist Hospital and Research Center, Riyadh, Saudi 
Arabia; 2Internal Medicine, King Faisal Specialist Hospital and Research 
Center, Riyadh, Saudi Arabia; 3Epidemiology and Biostatistics, King 
Faisal Specialist Hospital and Research Center, Riyadh, Saudi Arabia.
Many patients develop diabetes after kidney transplantation termed as New Onset 
Diabetes after Transplantation (NODAT). NODAT has been reported to be associated 
with poor clinical outcomes. We aimed to determine the incidence of NODAT, risk 
factors for its development, long-term outcomes and develop a predictive model 
for NODAT.
This is a single centre retrospective study of all adult kidney transplant recipients 
who received a kidney transplant between January 2003 to December 2009 at King 
Faisal Specialist hospital & research centre Riyadh Saudi Arabia. Patients’ case 
notes and electronic databases were interrogated to gather clinical information. 
NODAT was defi ned according to the criteria outlined in the 2003 international 
consensus guidelines.
A total of 500 patients were included in this study, 136 patients (27%) developed 
NODAT. The majority (74%) developed NODAT in the fi rst 6 months.Older age 
(OR 1.06), family history of diabetes (OR 1.09), Hepatitis C infection (OR 1.92) 
and impaired glucose intolerance (OR 1.79) were found to be signifi cant risk factors 
for the development of NODAT.
Based on multivariate analysis, we have developed following predictive model:
Risk = (1 + e-h)-1

Where h is calculated as follows:
h= -5.1987 + 0.0529(age) + 0.1058(FHx*) + 0.7524 (IGT^) + 0.5892(HCV**)
-5.1987 is a constant
* Family history of diabetes
^ Impaired glucose tolerance (impaired fating or random glucose pre-transplant)
** Hepatitis C infection
For FHx, IGT and HCV a value is “1” for positive and “0” for negative
In conculosion we have developed a model to predict diabetes in renal transplant 
recipients, this model need to be validated by further studies. This study has shown 
that around quarter of patients develop new onset diabetes after transplantation. Older 
age, family history of diabetes, impaired glucose tolerance and hepatitis C infection 
were identifi ed as risk factors for the development of NODAT.

Abstract# B924 
Circulating MicroRNAs Associate With Pathogenesis of Diabetic 
Nephropathy and Normalize After Simultaneous Pancreas-Kidney 
Transplantation. R. Bijkerk,1,2 J. Duijs,1,2 M. Khairoun,1 K. ter Horst,1 
M. Mallat,1 J. Rotmans,1 A. de Vries,1 E. de Koning,1 H. de Fijter,1 T. 
Rabelink,1,2 A. van Zonneveld,1,2 M. Reinders.1,2 1Nephrology, LUMC, 
Leiden, Netherlands; 2Einthoven Laboratory for Experimental Vascular 
Research, LUMC, Leiden, Netherlands.
Objective: As microvascular disease is one of the most important drivers of diabetic 
complications,early noninvasive monitoring of the microvasculature may be of 
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clinical value. By assessing microRNA (miRNA) profi les in healthy controls and 
diabetic nephropathy (DN) patients before and following simultaneous pancreas-
kidney transplantation (SPK), we aimed to identify differentially expressed subsets of 
miRNAs that associate with diabetic nephropathy and microvascular destabilization.
Methods: Thirteen miRNAs, which were selected based on a pilot study, were 
determined, using TaqMan® Human MicroRNA Array Card, in plasma of healthy 
controls (n=19), DN (n=21) and SPK patients (n=37). To be able to distinguish 
between kidney or pancreas contribution to miRNA levels, also DM1 patients with 
good renal function (n=15) and DN patients that only received a kidney transplant 
(KTx, n=15) were included. Furthermore, 14 DN patients were studied longitudinally 
up to 12 months after SPK. Microvascular morphology and mean capillary density 
were visualized using sidestream darkfi eld imaging of the oral mucosa. Furthermore, 
circulating levels of angiogenic factors, including angiopoietin-1 (Ang1), 
angiopoietin-2 (Ang2), insulin-like growth factor (IGF) and soluble thrombomodulin 
(sTM) were measured using ELISA.
Results: We demonstrated differential expression of miR-25, -27a, -130b, -152, 
-223, -320, -326, -340, -574-3p, and -660 as a result of diabetic nephropathy. 
All investigated miRNAs clearly associated with renal function, except for miR-
574-3p, that showed a striking association with hyperglycaemia. Furthermore we 
demonstrate a strong association between miRNA levels and DN associated systemic 
microvascular destabilization, in particular miR-130b and -340, as they correlate 
with Angiopoietin-2/1 ratio, sTM, IGF and capillary tortuosity.
Conclusion: Circulating miRNAs correlate with DN and systemic microvascular 
destabilization. Following SPK these profiles normalized concomitant with 
microvascular stabilization supporting the potential use of miRNA profi les to assess 
the development of DN.

Abstract# B925 
Metabolic Complications Following Kidney Transplantation in 
Asian Population: A Multi-Center Study. P. Ruangkanchanasetr,1 
B. Satirapoj,1 S. Bunnag,2 A. Vongwiwatana,3 N. Premasathian,3 Y. 
Avihingsanon,4 P. Gojaseni,5 T. Supaporn.1 1Phramongkutklao, Bangkok, 
Thailand; 2Rajavithi, Bangkok, Thailand; 3Siriraj, Bangkok, Thailand; 
4Chulalongkorn, Bangkok, Thailand; 5Bhumibol Adulyadej, Bangkok, 
Thailand.
Background Kidney transplantation(KT) is the gold standard therapy for patients 
with end-stage renal disease. However, KT is associated with various metabolic 
complications including obesity, metabolic syndrome(MS), and new onset diabetes 
after transplantation(NODAT). There have been limited studies of metabolic 
complications in Asian KT population.
Methods The study was conducted in 303 KT patients during January and September 
2013 in fi ve KT centers in Thailand. MS was diagnosed based on the modifi ed 
Asian NCEP-ATPIII criteria. At-risk of obesity, obese I and obese II were defi ned 
as having a body mass index (BMI) 23–24.9, 25–29.9 and  ≥30 kg/m2, respectively.
Results Of 303 recipients studied, MS was diagnosed in 94 cases(31.0%). Age, 
BMI, systolic blood pressure(SBP) and number of antihypertensive medications 
were associated with the development of MS. Compared to 209 non-MS patients, 
MS patients had lower estimated glomerular fi ltration rate(GFR) (52.58+18.9 vs. 
63.67+22.1 mL/min/1.73 m2; P<0.001). In addition, 57(18.9%), 82(27.1%) and 
21(6.9%) had at-risk of obesity, obese I and obese II, respectively after the median 
follow-up 67.6 months. Obesity was associated with advanced age, high SBP, 
use of beta-blocker and MS components including high fasting plasma glucose, 
triglyceride and low HDL-cholesterol. The GFR was not signifi cantly different 
between the obese and non-obese patients. After exclusion of 16 pre-transplant 
diabetes patients, NODAT was diagnosed in 31 patients(10.8%). Age and MS were 
associated with the development of NODAT, but cyclosporine use was protective in 
the development of NODAT(P=0.012). No signifi cant difference in GFR between 
NODAT and non-NODAT patients was detected. Finally, the prevalence of MS, 
NODAT and obesity in the fi rst 3 years and after 3 years post-transplantation 
were 21.4% and 34.7%(P=0.042); 12.7% and 10.1%(P=0.528); 27.4% and 
36.5%(P=0.112), respectively.
Conclusions The study demonstrated the high prevalence of MS and obesity 
especially after 3 years post-transplantation but the low prevalence of NODAT in 
Thai KT patients. All metabolic complications are more prevalent in the advanced 
age and the higher BP group, but only MS is associated with lower renal function.

Abstract# B926 
Usefulness of Analysis of Mineral Metabolism and Vascular 
Calcifi cation in Patients Who Will Undergo a Kidney Transplant. L. 
Leon,1 E. Minué,1 C. Pizarro,1 O. Guardia,1 N. Ancieta,1 A. Percischini,1 E. 
Chuluyan,2 M. Rial,1 D. Casadei.1 1Fundacion, 3er Milenio, INBA, Buenos 
Aires, Argentina; 2CEFYBO, UBA, Buenos Aires, Argentina.
It is well known that patients that will undergo kidney transplantation have alterations 
in phosphocalcic metabolism and vascular calcifi cations, due to hemodialysis and 
the etiology of the underlying disease. The aim of this preliminary study was to 
survey the state of mineral metabolism and vascular calcifi cation score in patients 
who were to undergo a kidney transplant and to assess whether these defects had 
impact in early kidney function. In this prospective study 100 patients were analyzed 

(37 females and 63 males) with a mean age of 50 ± 17. From them, 82 were on 
hemodialysis, 11 on chronic peritoneal dialysis and 7 pre-emptive. We measured 
serum calcium and phosphate, alkaline phosphatase (ALP), intact parathyroid 
hormone (iPTH), 25-hydroxy-vitamine D (25(OH)D). Simple vascular calcifi cations 
and abdominal aortic (AA) wall calcifi cations were evaluated on plain radiographic 
fi lms of pelvis (P) and hands (H) (Andragao et al., Nephrol Dial Transplant. 2004 Jun; 
19(6):1480-8) and lateral lumbar fi lms (Kauppila at el. Atherosclerosis. 1997 Jul 25; 
132(2):245-50.), respectively. We found a direct correlation between the age of the 
patient and vascular calcifi cactions (P, p=0.014; H, p=0.008; AA, p=0,0001). We also 
found and inverse correlation between the age and ALP (p=0.026). A direct strong 
correlations were observed between the time on hemodialysis and both, vascular 
calcifi cations (p<0.001) and 25(OH)D. Correlations were observed between iPTH 
and ALP (p<0.001, r=0.51), calcium and 25(OH)D (p<0.05, r=0.17), calcium and 
H (p<0.05, r= -0.17). We also observed gender differences: men compared with 
women patients had a tendency to have higher vascular calcifi cacions in the fi lms 
of the pelvis, while women showed higher levels of ALP (p=0.011). Even more, we 
found a direct correlation between serum creatinine (at the time of the discharge) and 
25(OH)D, and inverse correlation between serum creatinine and ALP. Interestingly, 
patients with DGF showed higher number of AA wall calcifi cations (p=0.03). 
CONCLUSION: the assessment of the phosphocalcic and the vascular calcifi cations 
parameters, previous to transplantation, may be valuable information that could be 
used to determine the state of mineral metabolism of kidney transplanted patients 
but also as an indicator of renal function in the short term.

Abstract# B927 
Predictors of Bone Mineral Density Change After the First Post-
Transplant Year in Kidney and Kidney-Pancreas Recipients. R. 
Mainra,1 R. Bryce,2 P. Pahwa,2 G. Elder.3 1Saskatchewan Transplant 
Program, University of Saskatchewan, Saskatoon, SK, Canada; 
2Community Health and Epidemiology, University of Saskatchewan, 
Saskatoon, SK, Canada; 3Renal Medicine, Westmead Hospital, Sydney, 
New South Wales, Australia.
Following kidney or kidney-pancreas transplant, bone mineral density usually 
declines. We attempted to identify predictors at time of transplant that were associated 
with a change in bone mineral density (BMD) within the fi rst post-transplant year.
The study population consisted of patients admitted to Westmead Hospital, Sydney, 
Australia from 2002-2012 for kidney or kidney-pancreas transplant. Patients were 
allocated to bisphosphonate or calcitriol therapy according to an algorithm. A 
total of 649 patients were prospectively followed however only those patients that 
returned for the 1-year clinic visit were included in this analysis (n=352). Ordinal 
logistic regression was utilized to identify variables that predicted changes in BMD 
of lumbar spine, upper extremity, lower extremity at 1 year. BMD was categorized 
as either ≤5% decrease, no change or  ≥5% increase. Variables measured at time 
of transplant included ALP, osteocalcin, urine deoxypyridinoline/creatinine, PTH, 
calcium, phosphate, vitamin D, calcitriol, estradiol (in females) and serum free 
testosterone (in males). The following potential confounders were adjusted for: age, 
gender, treatment in fi rst year and BMD at baseline.
The mean age of all recipients was 43 ± 12 years with the majority being male (59%). 
Most patients were treated with hemodialysis (57%) prior to transplant. The median 
time on dialysis was 20 months (IQR 7,54). The majority of patients (69%) received 
a kidney transplant. In the fi rst post-transplant year patients were treated with either 
bisphosphonate (34%), calcitriol (38%), both bisphosphonate and calcitriol (15%) or 
neither (13%). At the lumbar spine lower serum free testosterone (in males) (p=0.01) 
predicted an increase in BMD. In upper extremity BMD both higher PTH and 
higher osteocalcin levels was associated with an improvement in BMD. Analyzing 
lower extremity BMD, lower calcium (p=0.006) and higher phosphate (p=0.049) 
were found in patients with a  ≥5% increase in BMD. Lastly, bisphosphonate use 
was associated with an improvement in BMD compared to calcitriol or no therapy.
In this large cohort of transplant recipients, we have identifi ed various novel 
predictors of BMD change within the fi rst post-transplant year.

Abstract# B928 
The Controversial Issue of Parathyroidectomy After Kidney 
Transplant. B. Choi, H. Cho, J. Jung, S. Shin, Y. Kim, S. Hong, D. Han. 
General Surgery, Asan Medical Center, Seoul, Korea, Republic of.
(Background) There have been some reports that parathyrodiectomy after kidney 
transplantation for tertiary hyperparathyroidism had a detrimental effect on 
graft function. However, there is no consensus on the criteria and method of 
parathyroidectomy after kidney transplantation. We attempted to illustrate the impact 
of parathryoidectomy on graft function.
(Method) Among the kidney transplant patients, we analyzed 23 patients who 
underwent parathryoidectomy for tertiary hyperparathyroidism (group 1) from 1992 
to 2012. And we selected 23 control group patients, matching sex and age, who did 
not have parathryoidectomy (group 2) during the same period. The comparative 
analysis was performed between the two groups.
(Result) All the patients who had parathyroid operation had subtotal or total 
parathyroidectomy with autotransplantation. The mean number of remained 
parathyroid gland was 1.0±0.45. The preoperative mean calcium level was higher 
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in group 1 than group 2 (10.7±0.6mg/dl vs. 9.0±0.9mg/dl, p<0.001). But, after 
parathyroidectomy the mean calcium levels were compatible between the two groups 
(9.2±0.7 vs. 9.2±0.6, p=0.98). After parathyroidectomy, parathyroid hormone was 
markedly decreased in group 1 (pre-parathyroidectomy: 394.2±286.2 pg/ml vs. 
post-parathryoidectomy: 83.5±40.8 pg/ml, p<0.001, reference value: 10~65 pg/ml). 
After parathyroidectomy, the renal graft functions were well preserved contrary to 
the previous published reports (Fig 1).
(Conclusion) The parathyroidectomy of tertiary pararthyroidism may not be a risk 
factor of graft function if careful selection of patients and operation procedures 
are possible.

Abstract# B929 
Endothelial Response, Parathyroid Hormone and Homocysteine in 
Renal Transplant Recipients: 3-Year Follow-Up Data. M. Zanazzi,1 C. 
Fatini,2 E. Sticchi,2 G. Cioni,2 L. Rossi,2 A. Alessandrello Liotta,1 E. Buti,1 
P. Carta,1 A. Larti,1 E. Minetti,1 R. Abbate.2 1Renal Unit, AOU-Careggi, 
Florence, Italy; 2Thrombosis Centre, Department of Heart and Vessels, 
AOU-Careggi, Florence, Italy.
Background. Endothelial dysfunction may contribute to modulate cardiovascular 
complications in renal transplant recipients (RTRs). A relationship between 
endothelial dysfunction and parathyroid hormone (PTH) levels in RTRs has been 
demonstrated. Moreover, an increased prevalence of hyperhomocysteinemia, a well 
known cardiovascular risk factor, has been documented in RTRs.
We investigated the role of the endothelial response to hyperemia, PTH and 
homocysteine, in modulating cardiovascular events.
Methods. We analyzed 104 RTRs divided into 2 groups, with or without occurrence 
of adverse cardiovascular events during a 3-years follow-up period. Endothelial 
response to hyperemia was measured as Reactive Hyperemia Index (RHI) through 
peripheral arterial tonometry.
Results. Twenty-one out of 104 RTRs (20%) developed at least one cardiovascular 
event after 3-years follow-up period. A signifi cant difference in RHI mean value 
between patients with and without adverse events was reported (1.76±0.30 vs 
2.18±0.62, p=0.02). A non signifi cant increase in PTH (median 14.80 vs 10.15 
pmol/L) and homocysteine levels (23.11 vs 18.40 μmol/L) after 3-years follow-up 
was observed in patients without cardiovascular events. No differences in folic 
acid, vitamin B12, and vitamin B6 levels between RTRs with and without negative 
cardiovascular events was found.
Conclusions. This study demonstrated that an altered endothelial response predicted 
3-year cardiovascular risk in RTRs.

Abstract# B930 
Fenofi brate Impact On Graft Function After Renal Transplantation – 
Fact or Fiction? K. Patel, M. Campara, M. Moriarty, S. Akkina. University 
of Illinois at Chicago, Chicago, IL.
Background: Several studies have drawn attention to fenofi brate therapy and potential 
negative impact it may have on renal function. In renal transplant (RTx) population, 
a small number of reports have been published that show mixed impact on serum 
creatinine levels. These studies are limited by their small patient population and 
variable type of fi brate studied. The purpose of our study is to discern the impact 
of fenofi brate on serum creatinine levels and eGFR in large patient cohort of renal 
transplant recipients.
Methods: This is a retrospective chart review of all patients at the University of 
Illinois Hospital who have undergone RTx and received fenofi brate for management 
of hypertriglyceridemia from 2010-2012. Serum creatinine (SCr) levels at baseline, 
1 month, 3 month, 6 month, 12 month, and post-fenofi brate use were obtained. The 
primary outcome measure was a 25% increase in creatinine from baseline at two 
different time points. Multivariate logistic regression was used to determine factors 
associated with increases in serum creatinine.
Results: A retrospective review of electronic prescription records revealed that 156 
renal transplant recipients were prescribed fenofi brate. A total of 101 patients were 
used in the fi nal analysis of the study with 55 patients excluded due to the lack of 
additional SCr following initiation of therapy, fenofi brate use prior to renal transplant 
or due to re-transplantation due to rejection. Eighteen patients (18%) had multiple 
elevated SCr (ElevCr) while 83 (83%) had stable function (StabCr) during the one 
year after initiating fenofi brate. The ElevCr group had a higher percentage of female 
recipients (61% vs 35%, p=0.04) but was otherwise similar to the stable creatinine 
group (StabCr) in age, race, type of transplant (deceased vs living), maintenance 
immunosuppression, diabetes, and fenofi brate dose (low vs high). Logistic regression 
models showed females were more likely to exhibit SCr increases compared to males 
(OR 4.64, 95% CI 1.22-17.7). Of the 18 individuals, four individuals discontinued 
fenofi brate and 3 returned to the baseline SCr.
Conclusion: Fenofibrate usage may increase SCr levels in kidney transplant 
recipients, especially female recipients, but appears to be reversible when fenofi brate 
is discontinued.

Abstract# B931 
UVB Exposure Increases Serum Calcidiol Level in Vitamin D 
Defi ciency Kidney Transplantation Recipients. K. Praditpornsilpa, 
S. Auswinporn, P. Asawanonda, N. Townamchai, Y. Avihingsanon, S. 
Eiam-Ong. Department of Medicine, Chulalongkorn University, Bangkok, 
Thailand.
Background: 
Studies showed high prevalence of vitaminD defi ciency in kidney transplantation 
recipients. KDIQO suggests calcidiol should be measured, and defi ciency should 
be corrected. Studies showed that vitaminD treatment attenuates post-transplant 
bone loss. We evaluated the effect of ultraviolet B(UVB) therapy to serum calcidiol, 
calcium, phosphorus and iPTH level in kidney transplant recipients and compared 
with oral 25(OH) vitaminD treatment.
Method: 
Eighteen and twenty two patients were randomized into UVB treatment 
group(UVB-G) and vitamin D treatment group(VitD-G) respectively. Serum 
calcidiol, calcium, phosphorus and iPTH level were measured before and after 
intervention. UVB exposure dose was initiated at dose of 700 mJ/cm2 and the total 
accumulation dose was6,952 mJ/cm2 in 7thweeks. In VitD-G, oral calcidiol was given 
at dose of 20,000IUper week.
Results:
There were no statistically signifi cant differences of gender,age,BMI, Fitzpatrick skin 
classifi cation, calcium, phosphate, eGFR, serum calcidiol, and iPTH between groups. 
The mean eGFR, serum cacidiol, and iPTH of UVB-G vs VitD-G were 55.1±2.2 mL/
min/1.73m2 vs 54.7±2.8mL/min/1.73m2 (p=0.55), 14.3±4.0ng/mL vs 15.3±5.0ng/
mL(p=0.55) and 103.7±7.7pg/mL vs 147.2±6.1pg/mL(p=0.57),respectively. The 
mean transplantation vintage was 78.8±5.7months vs62.6±4.5months(p=0.51) in 
UVB-G vs VitD-G. There were no signifi cant differences of immunosuppressive 
regimen and number of biopsy proven allograft rejection episode between groups.
Serum calcidiol was statistically signifi cant increased in both group. In UVB-G, 
serum calcidiol was increased from baseline to 19.2±4.0ng/mL (P<0.001). In VitD-G, 
serum calcidiol was statistically signifi cant increased from baseline to 19.9±3.0ng/
mL(P<0.001) and was not signifi cant different compared with UVB-G. Also, there 
were no signifi cant differences of iPTH, calcium, phosphate compared between 
baseline, at 7th weeks and between groups. The adverse event of UVB included: 
itching(33.33%) and hyperpigmentation(27.7%).
Conclusion: 
UVB exposure increased serum calcidiol in kidney transplant recipients who has 
vitamin D defi ciency. The UVB exposure dose of 6,952 mJ/cm2 in 7 weeks was 
as effective as oral 25(OH)vitaminD dose of 20,000IU per week. Based on this 
result, the optimal exposure of national sun light UVB should be adviced to kidney 
transplant recipients.

Abstract# B932 
Obesity Is Not Associated With Increased Proteinuria After Kidney 
Transplant. A. Jinadu, A. Desai, I. Tang, S. Akkina. Nephrology/
Transplant Medicine, University of Illinois, Chicago.
Background: Proteinuria is a marker of poor prognosis in kidney transplant recipients 
(KTRs). Obesity is a known risk factor for proteinuria. We examined presence of 
signifi cant proteinuria in obese KTRs.
Methods: We retrospectively analyzed 145 obese living and deceased donor kidney 
transplants performed between Jan 2008 and Nov 2012. KTRs were divided into three 
groups, Class I Obesity (BMI 30-34.9 kg/m2), Class II Obesity (BMI 35-39.9kg/
m2), and Class III Obesity (BMI  ≥ 40 kg/m2). We collected data on the recipient 
demographics, transplant data, comorbidities at baseline and lab results including 
protein/creatinine (PCR) and albumin/creatinine ratio (ACR) at 3 and 6 months after 
transplant and annually up to year 5. The primary outcome is the 5 year cumulative 
incidence of macroalbuminuria (>300mg/g Cr) and the secondary outcome is the 
cumulative incidence of proteinuria (>1g/g Cr) and biopsy fi ndings.
Results: Among the 145 subjects, 29 had Class I Obesity, 42 with Class II Obesity, 
and 74 with Class III Obesity. There were no signifi cant differences in age, type 
of transplant, diabetes, hypertension, crossmatch status, ABO incompatibility, 
or induction therapies between the three groups. The cumulative incidence of 
macroalbuminuria was 24%, 19%, and 19% in the Class I, II, and III Obesity groups, 
respectively (p=0.82) while the cumulative incidence for proteinuria was 17%, 17%, 
and 15% (p=0.94). Biopsy results were available for 72 individuals including 20 of 
the 29 individuals with macroalbuminuria. The most common pathologies among 
the biopsy group are shown in Table 1.

Class I 
Obesity 

Class II 
Obesity 

Class III 
Obesity P-value

Transplant Glomerulopathy 2(12%) 7(39%) 13(39%) 0.16 
Acute Cellular rejection ( Cellular or 
Humoral rejection) 4(25%) 9(30%) 7(12%) 0.32 
Glomerulomegaly 2(12%) 0(0%) 9(27%) 0.01

Conclusions: More extreme obesity is not associated with increased albuminuria 
or proteinuria up to 5 years after transplant. Among those in the Class III Obesity 
group, glomerulomegaly is signifi cantly higher compared to Class I or Class II 
Obesity. There is also a non signifi cant trend of increasing incidence of transplant 
glomerulopathy as the recipient BMI increases in obese individuals
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Abstract# B933 
Low Incidence of  New Onset  Diabetes  Mell i tus  After 
Renal Transplantation Under Low-Dose Tacrolimus-Based 
Immunosuppression: A Single Center Experience. M. Okumi, H. Ishida, 
K. Omoto, M. Inui, T. Nozaki, M. Furusawa, K. Tanabe. Department of 
Urology, Tokyo Women’s Medical University, Shinjuku-ku, Tokyo, Japan.
Introduction:New onset diabetes mellitus after transplantation (NODAT) is a 
common metabolic complication after renal transplantation, and its incidence 
varies depending on defi nition of diagnosis of NODAT, patient group (ethnicity), 
and immunosuppressive regimen. NODAT could be a cause of poor graft outcomes 
including infectious complications and poor graft function. We have employed 
low-dose tacrolimus immunosuppression with low-levels of tacrolimus trough after 
transplantation. We assessed the incidence of NODAT under low-dose tacrolimus 
immunosuppression and examined the association between NODAT and graft 
function after renal transplantation.
Patients and Methods:Eight hundred seventy-four renal transplants were carried 
out at our institution between 1998 and 2013, and all of them were treated with 
tacrolimus-based immunosuppression. Out of 874, 115 were excluded from this study 
because they had diabetes mellitus preoperatively –– so called diabetic nephropathy 
patients. Eight hundred seventy-four patients were enrolled in this retrospective 
study. All patients had their FBS and HbA1c examined after renal transplantation 
every 3-6 months. Induction phase, tacrolimus trough levels were 6-10ng/ml and 
3-5ng/ml in the maintenance phase. We started treatment by modifi cation of lifestyle 
and/or antidiabetic medication once NODAT was diagnosed after transplantation. 
We analyzed the clinical characteristics of recipients, and long-term patient and 
graft survival.
Results:The overall incidence of NODAT was 4.5% (n = 34). Sixteen patients 
were treated with insulin injection (2%) and 9 patients were on medical treatment. 
Nine patients were on diet therapy alone. The 10-year patient survival of NODAT 
and non-NODAT recipients was 79.8% and 97.9%, respectively, and was not 
significant between two groups. The 10-year graft survival of NODAT and 
non-NODAT recipients was 73.7% and 89.4%, respectively, and was signifi cant 
between two groups (p=0.04). Both the tacrolimus dose and trough levels were not 
different between the two groups at most time points after kidney transplantation. 
Conclusions:The incidence of NODAT was 4.5% and was low under low-dose 
tacrolimus immunosuppression. NODAT did not negatively affect patient survival 
under low-dose tacrolimus immunosuppression, although the graft survival was 
slightly poorer in NODAT patients than non-NODAT patients.

Abstract# B934 
Darbepoeitin Alfa Dosing Among Renal Transplant Recipients, a 
Review of BMI Impact. N. Nesselhauf, A. Courson, D. Tsapepas, A. 
Anamisis, J. Scheffert, J. Lee, J. McDermott, K. Fester. NY-Presbyterian 
Hospital - Columbia University Medical Center, New York, NY.
The dosing of darbepoetin alfa (DA) for treatment of anemia in renal transplant 
recipients (RTR) is not well described. The recommended starting dose of DA 
in patients with chronic kidney disease when serum hemoglobin (hgb) levels are 
<10g/dL, irrespective of dialysis status, is 0.45mcg/kg. The impact of weight-based 
dosing among obese RTR has not been studied. We hypothesize that obese RTR 
(BMI  ≥30kg/m2) may require higher initial doses of DA for a therapeutic response, 
compared to non-obese recipients.
Methods: Retrospective review of 86 adult RTR who received at least one in-patient 
dose of darbepoetin alfa between 1/2012 and 6/2013 in the post-transplant period. 
RTR were stratifi ed into 2 groups: obese (BMI  ≥ 30 kg/m2) and non-obese (BMI < 
30 kg/m2). The primary objective was to evaluate the impact of weight-based dosing 
and dose response to DA for the treatment of post-transplant anemia.
Results: Patients in each group were comparable with respect to age, gender, race, 
hgb and hematocrit (hct) levels on admission, and initial weight-based DA dosing.
Table 1 Non-Obese Obese p value

n=59 n=36
Age 53.7±15 59±14.3 0.114
Male, n 34 17 0.246
White, n 30 20 0.637
Weight 69.5±12.3 95.3±18.4 <0.0001
DA dose (mcg/kg/dose) 0.99±0.39 0.94±0.36 0.448
Iron supplementation administered, n 25 13 0.48
Hemoglobin
Baseline 8.1±1 8.4±1 0.222
Day 30 10.1±1.5 8.9±1.6 0.005
Hematocrit
Baseline 25.2±3.1 25.6±3 0.514
Day 30 31.9±5 27.9±5 0.003
*all values presented as mean±SD

Iron stores and the number of patients receiving iron supplementation were 
comparable, 39.4% of obese and 47.2% of non-obese recipients. Response to the 
similar weight-based DA dosing, as measured by the change in hgb and hct levels 
30 days post dose administration, was signifi cant.

Conclusion: Obese renal transplant recipients appear to have a less signifi cant 
response to the same weight-based doses of darbepoetin alfa compared to non-obese 
recipients. Further studies are needed to determine the appropriate dosing strategy 
for use in obese RTR.
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Abstract# B935 
Signifi cance of Tubuloreticular Inclusions in Renal Allografts. M. 
Willicombe,1 C. Roufosse,2 L. Moran,2 J. Moss,2 D. Taube,1 T. Cook.2 
1Renal, Imperial College Kidney and Transplant Centre, London, United 
Kingdom; 2Histopathology, Imperial NHS Trust, London, United Kingdom.
Introduction. Tubuloreticular inclusions [TRIs] are commonly identifi ed by 
electron microscopy [EM] in the endothelial cells and lymphocytes of patients 
with autoimmune diseases and viral infections such as SLE and HIV. TRIs are 
pathognomic of α- and β- interferon [IFN] production. The purpose of this study 
was to determine the relevance of TRIs in renal transplant biopsies.
Methods. We retrospectively analysed the histology reports of 2803 biopsy 
specimens from 1138 renal transplant recipients. 448 [16.0%] of samples from 
306 patients were examined by EM. 37/306 [12.1%] patients were TRI+ and the 
remaining 269/306 [87.9%] TRI- patients served as controls. Mean follow up post 
index biopsy was 3.93 ± 2.22 years.
Results. Patient survival was inferior in the TRI+ group compared with the TRI- 
group, 62.1% and 84.4% respectively [p=0.03]. Non-censored allograft survival was 
also inferior, 43.6% and 61.0% in the TRI+ and TRI- groups respectively [p=0.02]. 
Rejection free survival post index biopsy did not differ at 71.1% and 77.5% in the 
TRI+ and TRI- groups, p=0.97, although 20/37 [54.1%] TRI+ and 99/269 [36.8%] 
TRI- index biopsies had features of alloimmune injury, p=0.07. TRI+ patients were 
also more likely to have had prior rejection; 14/37 [37.8%] compared with 45/269 
[16.7%], p=0.047, and also have class I DSA, 18/37 [48.6%] and 76/269 [28.3%], 
p=0.02. Evidence of the classic associations of TRIs, namely viral infections, 
autoimmune disease and malignancy were also investigated by multivariate analysis. 
Malignancy [OR: 7.08(1.01-49.50), p=0.049], viral infection [OR: 2.52(1.12-5.64), 
p<0.001] and DSA [OR: 2.51(1.12-5.62), p=0.025] were found to be associated 
with the presence of TRIs.
Conclusion. TRIs in renal transplant biopsies are not common but are associated 
with inferior patient and allograft outcomes. Viral infections at the time of biopsy 
are most strongly associated with TRIs. The presence of TRIs are not signifi cantly 
associated with recurrent autoimmune disease. The novel fi nding of this study is that 
alloimmunity and specifi cally class I DSA are associated with TRIs.
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Abstract# B936 
Intragraft Gene Expression Profi les of Glomerular Disease After 
Renal Transplantation. M. Lubetzky,1 Y. Bao,1 P. O’Brien,2 A. Golden,2 
E. Akalin.1 1Transplantation, Montefi ore/Albert Einstein, Bronx, NY; 
2Computational Genomics Facility, Albert Einstein College of Medicine, 
Bronx, NY.
Background: Intragraft gene expression profiles of glomerular disease after 
kidney transplantation has not been well described. We aimed to evaluate the 
genomics of post-transplant membranous glomerulopathy (MN), focal segmental 
glomerulosclerosis (FSGS), and diabetic nephropathy (DN).
Methods: All for-cause renal allograft biopsies from January 1, 2009 to December 31, 
2013 were reviewed. The gene expression profi les of the kidney biopsy specimens 
with a diagnosis of glomerular disease were studied by Affymetrix HuGene 1.0 ST 
expression arrays. De-novo or recurrent membranous nephropathy (n=6), secondary/
late FSGS (n=11), primary recurrent or collapsing FSGS (n=6) and recurrent diabetic 
nephropathy (n=5) were compared to normal transplant kidney biopsies (n=11).
Results: During the study period 449 biopsies were reviewed. Recurrent or de 
novo glomerular disease was diagnosed in 14.7% of patients (n=66). Recurrent/
primary FSGS biopsies had increased transcripts associated with Cytotoxic T-cell 
(CAT), T-regulatory cell (TREG), B-cell (BAT), Natural-Killer cell (NKAT), 
Alternate Macrophage (AMA), Endothelial cells (ENDAT) and Gamma Interferon 
(GRIT) transcripts compared to normal biopsies. Secondary FSGS demonstrated 
signifi cant upregulation of GRIT, CAT, TREG and BATs. TREG and BATs were the 
only upregulated transcripts in MN samples and TREG was the only upregulated 
transcript in DN.
Table 1: Pathogenesis Based Transcripts
Pathogenesis Based 
Transcripts Membranous Secondary/Late 

FSGS
Primary 
FSGS Diabetic Nephropathy

KT 0.69 0.89 0.96 0.99
GRIT 0.08 0.03 0.03 0.14
CAT 0.07 0.02 0.004 0.11
TREG 0.03 0.02 0.001 0.03
BAT 0.049 0.07 0.09 0.30
NKAT 0.36 0.23 0.004 0.39
CMAT 0.046 0.054 0.004 0.06
AMA 0.19 0.16 0.005 0.16
ENDAT 0.06 0.22 0.03 0.35
(P-value for signifi cance <0.05) 
Conclusions: Genomic analysis of biopsies with MN and FSGS revealed signifi cant 
immune activation, including T-regulatory cells, B-cells, cytotoxic T-cells and 
interferon gamma, while only T-regulatory cells were upregulated in DN. Further 
analysis of these pathways may lead to future molecular targets for therapies of 
these glomerular diseases.

Abstract# B937 
Atypical Hemolytic Uremic Syndrome (aHUS) Recurrence Post 
Kidney Transplantation - A Single Center Experience. F. Naqvi,1 D. 
Matar,1 L. Racusen,2 N. Carter-Monroe,2 R. Montgomery,3 N. Alachkar.1 
1Department of Medicine, The Johns Hopkins University School of 
Medicine, Baltimore, MD; 2Department of Pathology, The Johns Hopkins 
University School of Medicine, Baltimore, MD; 3Department of Surgery, 
The Johns Hopkins University School of Medicine, Baltimore, MD.
Purpose: Atypical hemolytic uremic syndrome (aHUS) is a rare complement 
dysregulation disorder of the alternative pathway with high recurrence rates post 
kidney transplant. Eculizumab is a complement inhibitor that is being used with great 
success in primary and recurrent aHUS. Herein, we report our center’s experience 
with management of twelve aHUS patients since 2003.
Methods: In this 10 year retrospective study, we identifi ed 12 patients with aHUS 
who had one or more kidney transplants. Genetic testing was obtained on all patients. 
We reviewed clinical data, post transplant course and response to therapy including 
prophylactic use of eculizumab.
Results: Nine patients were of Caucasian descent and 3 were black. Eight of 
them were females. All but three carried a diagnosis of aHUS pre transplantation. 
Six patients were found to have at least one genetic mutation causing aHUS with 
complement factor H (CFH) mutations in four of those patients. Six patients had 
had prior kidney transplants that failed due to recurrence of aHUS including one 
with 2 prior transplants and two with 3 prior transplants. Mean follow up time post 
transplant was 19.7 months (range 11-114 months). Three patients were treated 
with Eculizumab and plasmapharesis for aHUS recurrence and 2 responded. Four 
patients received prophylaxis with Eculizumab at the time of transplant; three of 
them for 6 months post transplant and one on life long treatment with no disease 
recurrence to date.
Conclusion: Half of our patients were found to have genetic mutations in the 
complement alternative pathway, mostly involving CFH. Treatment or prophylaxis 
with eculizumab was effective in reversing or preventing aHUS.
DISCLOSURES: Montgomery, R.: Grant/Research Support, Grant from Alexion 
Pharmaceuticals. Alachkar, N.: Other, Alexion Pharmaceuticals , One time 
consultation work.

Abstract# B938 
Pretransplant Anti-Angiotensin Type 1 Receptor Antibodies (Anti-
AT1R) Can Predict Patients at High Risk of Post-Transplant Focal 
Segmental Glomerulosclerosis (FSGS) Recurrence. M. Mujtaba, T. 
Taber, W. Goggins, N. Kassis, M. Yaqub, A. Khalil, J. Sher, M. Khalid, 
A. Sharfuddin, B. Book. IU Health Transplant, Indiana University School 
of Medicine, Indianapolis, IN.
Approximately 30% of patients develop recurrence of FSGS in the fi rst kidney 
allograft. The risk of recurrence with a second graft in patients who lost a fi rst 
graft because of recurrence may approach 100%. Efforts are underway to identify 
biomarkers to predict patients at high risk of FSGS recurrence, who in turn may 
benefi t from preemptive interventions e.g. plasmapheresis. AT1R is expressed on 
podocytes; their expression is elevated in the proteinuric state. AT1R antagonists 
ameliorate the peak level of proteinuria by preventing a reduction in the expression 
of slit diaphragm functional molecules.
We retrospectively examined the pre-transplant sera of 29 patients with a history of 
rapidly progressive biopsy proven FSGS. Sera were tested for anti-AT1R antibodies 
by Enzyme linked immunoassay (One Lambda, Canoga Park, CA) under an IRB 
approved protocol. Patient demographics; Median age: 27 years, Male 22, White 
15, African Americans 12, Median BMI 26, Median age at transplant 27, Repeat 
transplant 11, cause of prior transplant failure: FSGS recurrence, Patients with 
recurrence11, Median time to recurrence: 1.5 months. Unpaired t-test was used to 
compare anti-AT1R values in patients with and without recurrence with two tailed 
p <0.05 considered to be signifi cant. A ROC curve was constructed to determine 
area under the cover and Youden Index was used to determine optimum cut point.
Results: Anti-AT1R antibodies in patients with and without post-transplant FSGS 
recurrence were 19.18±3.75 vs. 6.29±0.76 respectively (p=0.004).

Conclusion: Anti-AT1R antibody levels appear to be a helpful biomarker in 
identifying patient at high risk of post-transplant FSGS recurrence. These patients 
may benefi t from preemptive plasmapheresis and early initiation of angiotensin 
converting enzyme inhibitor therapy. More studies are needed to confi rm our fi ndings.

Abstract# B939 
Outcome of Primary Focal Segmental Glomerulosclerosis in 
Australian and New Zealand Renal Transplant Recipients. S. 
McTaggart,1,2 A. Francis,1,2 J. Burke,1,2 P. Trnka,1,2 P. Clayton.3 1Child 
& Adolescent Renal Service, Royal Children’s and Mater Children’s 
Hospitals, Brisbane, Australia; 2University of Queensland, Brisbane, 
Australia; 3Australia and New Zealand Dialysis and Transplant Registry, 
Adelaide, Australia.
Introduction  Focal segmental glomerulosclerosis (FSGS) commonly progresses 
to ESKD requiring kidney transplant. Recurrence rate after transplantation can be 
as high as 25% and may be associated with early graft loss.
Methods We analysed transplant data collected by the Australian and New Zealand 
Dialysis and Transplant Registry (ANZDATA) on all individuals with biopsy-proven 
primary FSGS who were transplanted between 1st January 1992 to 31st December 
2011. Kaplan-Meier analysis was performed to compare graft survival according 
to recurrence of FSGS and donor characteristics.
Results During this 20-year period, 904 transplants were performed in 836 patients, 
with data analysed from the 774 patients who underwent their fi rst transplant. 
Recurrence of FSGS was diagnosed in 78 patients, with a signifi cant difference in 
the incidence of recurrence in those 20 years or younger (34%) compared to patients 
>20 years age (8%) (p<0.001). The median time to recurrence (n=64) was 62 days 
(range 1-1266), with loss of graft function in 35/78 transplants (45%). Median 
graft survival in patients with recurrence was 5.3 years compared to 13.7 years in 
patients with no recurrence. There was no signifi cant difference in recurrence rate in 
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recipients receiving deceased donor (DD) versus live donor (LD) transplants (8% vs 
13% respectively, p=0.47) and for all patients with FSGS, median graft survival was 
signifi cantly better in recipients with live donors compared to deceased donors(14.8 
yrs vs 12.1 yrs respectively, p<0.01).

Conclusions The rate of recurrent FSGS and graft loss in this retrospective cohort 
study of children and adults transplanted within the Australasian region was similar 
to previously reported studies. However, in contrast to previous studies, there was 
no signifi cant difference in rate of recurrence for live versus deceased donors. 
Additionally, live donor recipients had longer median graft survival compared to 
deceased donor recipients.

Abstract# B940 
Safety and Effi cacy of Eculizumab in Adult aHUS Patients, With or 
Without Renal Transplant. C. Loirat,1 C. Legendre,2 M. Ogawa,3 C. 
Bedrosian,3 J. Kincaid,3 F. Fakhouri.4 1Assistance Publique-Hôpitaux de  
Paris; Hopital Robert-Debré, Paris, France; 2Universite Paris Descartes 
and Hopital Necker, Paris, France; 3Alexion Pharmaceuticals, Cheshire, 
CT; 4Department of Nephrology and UMR 643, CHU de Nantes, Nantes, 
France.
INTRODUCTION: aHUS is characterized by chronic, uncontrolled complement 
activation and TMA. In aHUS patients (pts), renal transplantation (RT) has previously 
been contraindicated due to high rates of post-RT aHUS, and consequent graft 
loss—by 5y post-RT, ~50–70% of pts experienced graft loss. Eculizumab (ecu) 
inhibits terminal complement-mediated TMA and is proven safe and effi cacious in 
aHUS pts regardless of RT history (hx).
OBJECTIVE: Assess safety and effi cacy of ecu in nontransplant (NTP) and 
transplant (TP) pts in the largest prospective trial of adults with aHUS.
METHODS: Retrospective subanalysis of an open-label, single-arm trial to evaluate 
safety and effi cacy of ecu in NTP and TP pts aged  ≥18y. Pts were vaccinated against 
N. meningitidis. Inclusion criteria included platelet (plt) count <150x109/L, LDH  
≥1.5xULN, and sCR  ≥ULN. Primary outcomes were evaluated at 26 wk of ecu 
treatment (tx).
RESULTS: Table 1 lists baseline (BL) characteristics and effi cacy outcomes at Wk 
26. There were 9 (22%) TP pts (8 had 1 prior RT; 1 had 2 prior RTs). Ecu improved 
plt count in both NTP (133; P<0.0001) and TP (146; P<0.0810) pts. eGFR (mL/
min/1.73 m2) improved in NTP (31.5, P<0.0001) and TP (19.0, P=0.1940) pts. 66% 
and 56% of respective NTP and TP pts achieved CKD improvement  ≥1 stage. Of 
NTP and TP pts who had dialysis at BL, 19/21 (90.5%) and 1/3 (33.3%) discontinued 
dialysis. TEAE profi le was similar for both groups.
CONCLUSIONS: Ecu tx resulted in clinically meaningful improvement in plt count 
and renal function in both NTP and TP pts. No pt progressed to ESRD requiring RT, 
and most pts remained dialysis-free, regardless of RT hx—consistent with subanalyses 
of 2 prior trials where ecu prevented progression to graft loss, and improved renal 
function in both NTP and TP aHUS pts. Together, these data provide additional 
support that ecu is a proven, effective, and safe tx in both NTP and TP aHUS pts.

DISCLOSURES: Loirat, C.: Other, Alexion Pharmaceuticals, Expert meetings fees, 
Alexion Pharmaceuticals, Teaching meetings fees, Alexion Pharmaceuticals, Travel 
honoraria, Alexion Pharmaceuticals, Coordinator for france of trials eculizumab/
aHUS. Legendre, C.: Other, Alexion , Travel grant, Speaker Fees, Novartis , 
Speaker Fees. Ogawa, M.: Employee, Alexion Pharmaceuticals, Inc. Bedrosian, 
C.: Employee, Alexion. Kincaid, J.: Employee, 3Alexion Pharmaceuticals, Inc. 
Fakhouri, F.: Other, Alexion , Speaker Fees.

Abstract# B941 
Impact of Therapeutic Plasma Exchange (TPE) On Kidney Allografts 
Outcomes With Biopsy Proven Focal Segmental Glomerulosclerosis 
(FSGS). V. Kumar, K. Jaggi, Y. Al Solaiman, A. Mann, R. Deierhoi, A. 
DeMattos, M. Marques. Comprehensive Transplant Institute, University 
of Alabama at Birmingham, Birmingham, AL.
Background:Recurrent FSGS is a common cause of renal allograft failure and carries 
a poor prognosis. TPE is the mainstay of therapy with variable clinical response.
Methods: We examined variables such as patient demographics, clinical 
characteristics and laboratory values to determine their association with graft loss 
in kidney transplant recipients with FSGS treated with 9 sessions of TPE at a single 
center between 2000 and 2012. Forty one of 44 recipients had biopsy-proven FSGS 
in the allograft and 3 had presumed FSGS based on explosive proteinuria on post-
operative day 1 after transplantation. The primary outcome was graft loss as defi ned 
by GFR <15/ml/min/m2, hemodialysis or allograft nephrectomy.
Results: Graft loss occurred at the rate of 48% with a median time to graft loss of 
21.5 months (range 0-52 months). Age, gender, race, and time from transplant to 
FSGS recurrence were not associated with graft survival while heavier proteinuria at 
diagnosis and reduction in proteinuria to <3 g/day at the end of the TPE series were.
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Conclusion: TPE reduces proteinuria and the degree of reduction is associated with 
improved allograft survival. Since reduction in proteinuria to sub-nephrotic range 
after TPE is associated with better long term allograft survival this laboratory test 
can be used as a marker for prognosis.

Abstract# B942 
The Clinical Features of Trombotic Microangiopathies Post 
Transplantation. K. De Vusser, A. Posen, D. Kuypers, P. Evenepoel, K. 
Claes, B. Bammens, B. Sprangers, B. Meijers, M. Naesens. Departement 
of Nephrology, UZ Leuven, Leuven, Belgium.
B
The prevalence, clinical features and incidence of thrombotic microangiopathy 
(TMA) after renal transplantation are not yet described in literature.
M
Between 1991 and 2011, 2358 kidney transplants were performed in adult recipients 
in a single transplant center. All clinical data were prospectively collected and 
maintained in a dedicated database. We retrospectively identifi ed all patients with 
features of TMA and evaluated the clinical presentation, prevalence and outcome.
R
From the total cohort of 2358 patients, 72 (3.0%) were identifi ed with TMA in 
the post-transplant period (based on the presence schistocytes in a blood smear, 
suppressed haptoglobin levels, with or without thrombi in a renal biopsy). The 
clinical presentation was variable:
65 patients (90%) developed anemia, 54 (75%) had thrombocytopenia. Increased 
bilirubin levels were seen in 23 (32%) patients and an elevated LDH in 69 (95%) of 
patients. Of the 72 patients diagnosed with TMA after transplantation, 7 were caused 
by a recurrence of atypical hemolytic uremic syndrome, 1 case was explained by a 
fl are of sickle cell anemia, 1 case was likely associated with sirolimus toxicity, 2 cases 
were associated with severe opportunistic infections (1 PCP, 1 invasive Aspergillus 
infection). In 41 patients, there were reported concomitant bacterial infections. In 
65 patients, renal allograft biopsies were available at time of TMA. Acute T cell 
mediated rejection was diagnosed in 44 patients (67.7%), acute antibody-mediated 
rejection in 7 (11%) of patients with TMA. 51 (70.8%) patients were treated with 
a calcineurin inhibitor. In 18 patients (25%), TMA was associated with a single 
potential etiology; in 30 patients (42%) multiple underlying conditions could have 

explained the occurrence of TMA. In 24 cases (33.3%) there was no clear cause 
detectable apart from the use of a CNI in 20 cases (27.7%) . Of the 72 patients with 
TMA, 8 (11.1%) patients underwent plasmapheresis and 29 (40%) needed dialysis 
treatment. Graft loss occurred in 44 (61.1%) patients, with a mean post-tx graft 
survival of 3.2 ± 1.2 years.
C
Thrombotic microangiopathy after kidney transplantation is a rare but clinically 
relevant condition with a very diverse clinical presentation. The etiology is often 
multifactorial, but in a substantial number of cases no clear cause can be identifi ed. 
The majority of patients with TMA loose graft function within the fi rst few years 
after transplantation.

Abstract# B943 
Kidney Retransplant After Graft Loss From Nonadherence - The 
Effect of a Contract. V. Kirchner, E. Rudolph, E. Finger, K. Gillingham, 
A. Matas, T. Dunn. Surgery, University of MN, Minneapolis.
Background: Non-adherence (NA) is associated with rejection and graft loss(GL) 
after transplant(Tx). When a kidney Tx recipient loses a graft to NA, our practice has 
been to require that the patient admits the NA behavior, pledges and has a strategy 
for how to maintain adherence to all labs, medications and appointments in order to 
be considered for reTx. We hypothesized that addition of an actual written contract 
may help decrease repeat NA after reTx.
Methods: We studied kidney reTx done after GL from prior NA since 9/2003. 
Beginning in 2009 we began requiring completion of a written contract for those 
with prior GL due to NA, thus dividing the recipients into a no contract group 
(NCG) (N=29) and a contract group (CG) (N=17). We compared these two groups 
to determine if the addition of a contract was associated with any change in postTx 
outcome.
Results: Demographics are shown in Table 1. The NCG had decreased AR-free 
survival (p=0.18) and death censored graft survival (DCGS)(0.15) when compared to 
the CG. Importantly, the CG had signifi cantly decreased late (>6 mo) acute rejection 
(LAR) (7.7%) vs the NCG (45.8%)(p=0.03) with a trend toward better LAR-free 
survival at 36 months (p=0.12). Patient survival was not different (p=0.46). No GL 
in either group was due to repeat NA, but 3 patients (10%) in the NCG had repeat 
NA behaviors vs 0 in the CG.

No Contract Group = 29 Contract Group = 17 p
Age (yrs) 30 (+12) 37 (+13) 0.700
Gender (male) 62% 76% 0.350
Race (caucasian) 79% 88% 0.600
Tx #>3 34.5% 11.8% 0.090
Living Donor 44.8% 17.6% 0.060
Average Mismatch (SD) 2.9 (+1.9) 2.4 (+2.4) 0.470
PRA (51-100) at Tx 58.7% 82.3% 0.100
Mean PRA at Tx (SD) 53.2 (+34) 69.9 (+27) 0.110
Mean Followup (months) 59.1 (+37) 19.9 (+18) 0.001

Conclusion: Tools for improving adherence may result in improved postTx outcomes, 
especially in those known to be at risk for NA. When reTxs were done after GL from 
NA, recipients who had participated in a written contract had less LAR, and trends 
toward less AR and increased DCGS, which may be due to improved adherence. 
Because of these observations, we will continue to require successful completion of 
a contract in order to achieve reTx after prior graft loss due to NA.
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Abstract# B944 
Recurrence Without Reduced Survival: The Risk of Kidney Allograft 
Failure Due to Recurrent IgA Nephropathy (IgAN). A. Gilbert, M. 
Cooper, J. Verbesey, P. Weems, S. Ghasemian, J. Moore, M. Grafals, C. 
Nilubol, B. Javaid. MedStar Georgetown Transplant Institute, Georgetown 
University School of Medicine, Washington, DC.
Objective
The primary objective of this study was to assess the risk and impact of graft loss 
due to recurrent IgAN compared with all other causes of graft failure in the US 
national kidney transplant cohort.
Methods
All patients in the UNOS database who underwent a kidney transplant were 
considered for analysis. We used Kaplan-Meier product limit survival estimates to 
compute survival over time and Cox proportional hazards technique to determine 
risk of graft failure due to disease recurrence compared with all other causes of graft 
loss with adjustment for confounders as applicable.
Results
We identified 276,165 patients who underwent a kidney transplant between 
10/01/1987 and 05/22/2009. IgAN was the underlying cause of kidney disease in 
10,127 patients. Male gender accounted for 52% of the cohort. Caucasians constituted 
74% of the recipient population. Mean age for the entire group was 40±13 years. 
3,278 (39%) of patients received a kidney transplant from a living donor. Recurrent 
disease was responsible for a signifi cant proportion of graft failures in patient with 
IgAN (209/2,368; 8.8%). However, graft survival for patients who lost their grafts 
due to disease recurrence was comparable to patients who experienced graft loss 
due to other causes. Mean graft survival was 1756 days (CI 1691-1821 days) for 
patients who did not lose their grafts from IgAN, and 2053 days (CI 1882-2224 
days) for those who did lose their grafts due to IgAN. In patients with graft failure, 
the risk of graft loss due to disease recurrence was comparable to the risk of graft 
loss due to all other causes of graft failure (HR=0.90, 95%CI=0.78-1.04, p=0.15; 
adjusted HR=1.07, 95%CI 0.89-1.27; p=0.45).

Conclusions
Recurrent IgAN was a signifi cant cause of graft failure. However, most patients 
who lost their grafts to IgAN recurrence had longer graft function than those losing 
grafts to other causes. The prolonged course of IgAN resulted in no decrement in 
overall graft survival.

Abstract# B945 
Cause and Effect: Membranoproliferative Glomerulonephritis Type 
I (MPGN I) and Type II (MPGN II) Recur Frequently and Result in 
Signifi cant Graft Loss. A. Gilbert, M. Cooper, J. Verbesey, P. Weems, 
S. Ghasemian, M. Grafals, C. Nilubol, J. Moore, B. Javaid. MedStar 
Georgetown Transplant Institute, Washington, DC.
Objective
The primary objective of the study was to assess the risk of graft loss due to recurrent 
MPGN I and MPGN II compared with all other causes of graft failure.
Methods
All patients in UNOS database were considered for analysis. We used Kaplan-Meier 
product limit estimates to compute survival over time and Cox proportional hazards 
technique to determine risk of graft failure due to disease recurrence compared 
with all other causes of graft loss with adjustment for confounders as applicable.
Results
We identifi ed 276,165 patients who had a kidney transplant between 10/01/1987 and 
05/22/2009. MPGN I was the underlying cause of kidney disease in 858 patients 
and MPGN II for 146 transplant recipients. Recurrent disease was responsible for 
a signifi cant proportion of graft failures in both patient groups – MPGN I=36/379 
(9.5%) and MPGN II=12/61 (19.7%). Patients with MPGN I who lost their grafts 
were more likely to have recurrent disease as the underlying cause (HR=1.48, 

95%CI=1.05-2.10, p=0.03; adjusted HR=1.92, 95%CI=1.28-2.87, p<0.01). Patients 
with MPGN II had a tendency for higher risk of experiencing graft failure due 
to disease recurrence (HR=1.96, 95%CI=0.99-3.85, p=0.05; Figure 1), but this 
observation could not be validated following adjustment for confounders (adjusted 
HR=2.17, 95%CI=0.78-6.06, p=0.14). Grafts lost due to recurrence of either type 
of MPGN failed signifi cantly sooner, with reductions in mean graft survival from 
1659 days to 1258 days in type I (P< 0.001) and from 1819 to 1005 days in type 
II disease (P<0.0001).

Conclusions
Recurrent MPGN I and MPGN II were signifi cant causes of graft failure. The risk 
of graft failure due to disease recurrence was higher in patients with MPGN I but 
was comparable to other causes of graft failure in patients with MPGN II among 
patients who experienced graft failure. Those patients who lost their grafts due to 
recurrent disease on average lost 400 days of graft life for recurrent type I, and 800 
days of graft life in recurrent type II disease.

Abstract# B946 
Recurrent Membranous Nephropathy (MN) in the Allograft: A 
Signifi cant Cause of Graft Failure. A. Gilbert, M. Cooper, J. Verbesey, 
P. Weems, S. Ghasemian, J. Moore, M. Grafals, C. Nilubol, B. Javaid. 
MedStar Georgetown Transplant Institute, Georgetown University School 
of Medicine, Washington, DC.
Objective
The primary objective of this study was to assess the risk of graft loss due to 
recurrent MN compared with other causes of graft failure in the US national kidney 
transplant cohort.
Methods
All patients in the UNOS database who underwent a kidney transplant were 
considered for analysis. We used Kaplan-Meier product limit survival estimates to 
compute survival over time and Cox proportional hazards technique to determine 
risk of graft failure due to disease recurrence compared with all other causes of graft 
loss with adjustment for confounders as applicable.
Results
We identifi ed 276,165 patients who underwent a kidney transplant in the US between 
10/01/1987 and 05/22/2009. MN was the underlying cause of kidney disease in 
4,639 transplant recipients. Male gender constituted 63% of the population with 
Caucasians (n=3,004; 65%) dominating the cohort. Mean age was 43±15 years. 
1,878 (40%) patients underwent a living donor kidney transplant. Recurrent disease 
was responsible for a signifi cant proportion of graft failures in transplant recipients 
with kidney failure due to MN, 36/343 (10.5%), Figure 1. Patients who underwent 
graft loss were more likely to have recurrent disease as the underlying cause of graft 
failure compared to other causes of graft loss (HR=1.23, 95% CI=1.04-1.47, p=0.02). 
This observation held true after adjustment for confounders (Adjusted HR=1.74; 
95%CI=1.43-2.13, p<0.01). Those grafts lost to recurrent MN also showed shorter 
survival with a reduction in mean graft survival from 1509 days (CI 1442-1576 
days) to 1329 days (CI 1168-1489 days) p<0.001.
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Conclusions
Recurrent MN was a signifi cant cause of graft failure. Although considered a more 
chronic disease than most, it also shortened graft survival by an average of 6 months. 
Patients with membranous nephropathy should be counseled accordingly.

Abstract# B947 
Treatment of Post-Transplant Recurrent Focal Segmental 
Glomerulosclerosis With a Monoclonal Antibody Rituximab. V. 
Pathak, D. Madhavan, S. Balasundaram, S. Kumar, V.. Nephrology, Kovai 
Medical Center and Hospital, Coimbatore, Tamil Nadu, India.
Rituximab was used to to achieve remission in patients with recurrent disease. A 
total of 741 patients, who underwent live and cadaveric donor renal transplantation 
at our institute in eight years since July 2005 till October 2013.
Patients Characteristics

Patients Age Biopsy proven Donor HLA Matching
P1 27 yrs No Unrelated Nil
P2 25 yrs Yes Mother Haplo type
P3 34 yrs Yes Unrelated Haplo type
P4 34 yrs Yes Sister Haplo type
P5 33 yrs Yes Mother Haplo type
P6 30 yrs Yes Father Haplo type
P7 24 yrs Yes Father Haplo type
P8 34 yrs Yes Unrelated Haplo type
P9 37 yrs Yes Unrelated Haplo type
P10 38 yrs No Unrelated Nil

Injection thymoglobuline was used for induction and maintenance immunosuppression 
medication was tacrolimus and MMF. Intravenous methylprednisolone 500 mg 
was given pre-operatively and steroid was discontinued by 5th day. Patients were 
administered with a dose of 500 mg rituximab and the subsequent dose was decided 
by remission of proteinuria. We report a series of ten cases of recurrent FSGS 
following renal transplantation, out of which 8 patients were treated with rituximab. 
Complete remission occurred in fi ve, partial remission in one and the other two 
patients were refractory to treatment. All the patients except one were suffering 
from biopsy proven FSGS. The age was ranging between 25-38 years. One of our 
patient responded to only one injection of rituximab. Three other patient became 
proteinuria free after two injections only. Only one of our patient’s required 3 doses 
to attain remission. There is only one study in which two rituximab doses resulted 
in partial reduction of proteinuria while other studies show a successful outcome 
with 4 or more doses of rituximab.
Proteinuria Course

Patient

Onset of 
proteinuria 
after post 
transplant

Post transplant 
protienuria(in 
gms/day)

Rituximab(500 
mg) doses

Time to 
attain 
remission

Followup Current serum 
creatinine(mg%)

P1 7 weeks 7 3 2 months 1 yr & 6 
months 0.6

P2 26 months 5.3 2 5 yrs 1.5
P3 48 hrs 13 2 4 weeks 5 yrs 1.11
P4 48 hrs 15.3 Single dose 4 weeks 4 yrs & 

8months 1.0

P5 72 weeks 5.9 2 8 weeks 6 yrs & 2 
months 0.8

P6 3 days 6 2 4 weeks 5 yrs & 8 
months 1.0

P7 1 week 3.5 Single dose No 
response - 1.3

P8 24 hrs 4 2 No 
response - On dialysis

Patients Characteristics

Patients Age Biopsy proven Donor HLA Matching
P1 27 yrs No Unrelated Nil
P2 25 yrs Yes Mother Haplo type
P3 34 yrs Yes Unrelated Haplo type
P4 34 yrs Yes Sister Haplo type
P5 33 yrs Yes Mother Haplo type
P6 30 yrs Yes Father Haplo type
P7 24 yrs Yes Father Haplo type
P8 34 yrs Yes Unrelated Haplo type
P9 37 yrs Yes Unrelated Haplo type
P10 38 yrs No Unrelated Nil

Only one patient got a relapse again after 5 years and again responded well to 
rituximab and attained full remission.
Abbrevations
MMF : Mycophenolate mofetil
FSGS : Focal segmental glomerulosclerosis

Abstract# B948 
Retrospective Study On Recurrent Glomerulonephritis (RGN) in The 
Transplanted Kidney: Our Case Study. L. Argentiero,1 A. Schena,1 M. 
Rossini,1 C. Manno,1 M. Martino,1 A. Mitrotti,1 M. Giliberti,1 C. Digiorgio,1 
A. Dipalma,1 P. Ditonno,1 M. Battaglia,1 G. Grandaliano,1 L. Gesualdo.1 
1University of Bari, Bari, Italy; 2University of Foggia, Foggia, Italy.
Despite advances in prevention of acute rejection and improved short- and long-
term kidney graft survival, RGN remains problematic and poorly characterized.

This study analyzed the incidence of various histological types of RGN in our 
center in the last twenty years. It also sought to identify the potential risk factors 
for recurrence.
We studied 1319 renal transplant patients who had been followed at our center 
(1992-2012). 451 patients underwent percutaneous needle biopsy of the transplanted 
kidney. Demographic, clinical and histological features of the RGN were compared 
with a control group (n. 58 with no GN). Potential risk factors for disease recurrence 
were analyzed.
The histological diagnoses were different: 156/451 (34.58%) chronic allograft 
nephropathy (CAN), 89/451 (19.73%) GN, 84/451 (18.62%) acute rejections, 
78/451 (17.29%) acute tubular necroses, 26/451 (5.76%) normal, 11/451 (2.43%) 
thrombotic microangiopathy, 7/451 (1.55%) cortical necrosis.
For 39/89 (43.82%) patients of the GN group, primary kidney disease was unknown. 
The histological diagnoses in this group were: 17/39 (43.58%) IgA nephropathy 
(IgAN), 7/39 (17.94%) FSGS, 5/39 (12.82%) necrotizing extracapillary GN, 6/39 
(15.38%) MPGN.
22/89 (24.71%) of patients showed a de novo GN. The histological diagnoses were: 
8/22 (36.4%) IgAN, 5/22 (22.7%) FSGS, 2/22 (9.1%) necrotizing extracapillary GN, 
3/22 (13.63%) MGN, 1/22 (4.54%) amyloidosis.
The remaining 28/89 (31.46%) showed RGN with 22/28 (78.57%) IgAN, 3/28 
(10.71%) FSGS, 3/28 (10.71%) MPGN. Interestingly, in our cohort we found a 
signifi cant correlation of RGN with young age ( 36.6 ± SD in recurrent GN vs. 42.4 
± SD in non recurrent GN (p=0.02)) and the presence of CAN (8/28 in RGN vs. 
4/58 in control group (p=0.006)). We did not fi nd signifi cative differences between 
RGN on control group for age at transplant, sex, living/deceased donors, duration 
of dialysis, type of dialysis if HD or PD, delayed graft function recovery, type of 
immunosuppressive therapy, re-transplantation, acute rejection, chronic allograft 
nephropathy.Post-transplant glomerulonephritis can be de novo or recurrence of 
the original glomerular disease. In our study, we found IgAN as the most common 
form of RGN. It is possible that the young age of the transplant patient and the 
development of a chronic allograft dysfunction during transplantation expose the 
patient to the development of a RGN.

Abstract# B949 
Allograft Survival After Transplantation for IgA Nephropathy or 
Focal Segmental Glomerulosclerosis: Risks of Recurrence. A. Bentall,1 
A. Karim,1 A. Metsini,1 D. Neil,2 A. Chatzitolios,3 P. Hewins,1 G. Lipkin.1 
1Department of Nephrology, Queen Elizabeth Hospital Birmingham, 
Birmingham, United Kingdom; 2Department of Cellular Pathology, 
Queen Elizabeth Hospital Birmingham, Birmingham, United Kingdom; 
3Department of Cellular Pathology, Southmead Hospital North Bristol 
Trust, Bristol, United Kingdom.
INTRODUCTION: Transplantation improves patient outcomes, however, 
recurrence of primary glomerulonephritis may impact upon allograft survival. 
The aim of this retrospective study was to analyze patient and allograft survival, 
categorized for recurrent IgA nephropathy (IgAN) or FSGS.
METHODS: We identifi ed renal transplants (n=1357) performed at a single centre 
between 2001 and 2013 with available follow up data. Post-transplant biopsies were 
performed at the discretion of treating clinician for allograft dysfunction and/or 
proteinuria. All post-transplant biopsy reports were reviewed to identify recurrent 
glomerulonephritis . For all transplant recipients, primary renal diagnosis was 
analysed and non-immune mediated diseases were identifi ed as a control cohort.
RESULTS: At 5 years , overall patient survival was 91.5% and allograft survival 
83.7% with median follow up of 1461 days (Q1-Q3 678-2554).The cause of ESRD 
was FSGS in 3.7% (n=51) and IgAN in 11.4 % ( n=155) of patients transplanted. 
Biopsy proven recurrent GN occurred in 15/155 (9.7%) of patients with IgAN and 
5/51 (9.8%) of patients with FSGS. Mean age of recipients with recurrence was 43.1 
± 12.3 vs. 45.0 ± 13.9 in the non-recurrent (p=0.41). Five-year allograft survival 
in patients with recurrent IgAN was 42.9% and in recurrent FSGS was 25%. IgAN 
and FSGS patients without recurrent disease had 5-year allograft survival rates of 
80.4% and 83.4% respectively. In the control cohort of ESRD due to non-immune 
mediated disease, allograft survival at 5 years was 85.4%.
CONCLUSION: Patients without recurrent FSGS had similar 5-year allograft 
survival to patients in the control cohort. Patients with biopsy proven recurrent 
IgAN and FSGS, however, had poor 5 year allograft survival rates. Recurrence 
was earlier in FSGS. It would be clinically useful to identify markers that predict 
recurrent IgAN and FSGS.

Abstract# B950 
Alemtuzumab Induction and Post-Transplant Glomerulonephritis in 
Kidney Transplantation. K. Koutroutsos,1 M. Willicombe,1 R. Charif,1 
C. Roufosse,2 M. Loucaidou,1 T. Cook,2 D. Taube.1 1Imperial College 
Kidney and Transplant Centre, London, United Kingdom; 2Department 
of Histopathology, Imperial Healthcare NHS Trust, London, United 
Kingdom.
Background: The incidence and nature of Post-Transplant Glomerulonephritis 
(PTGN) in patients receiving Alemtuzumab induction has been rarely reported. 
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In this study we investigate the incidence of PTGN and its effect on outcomes in 
kidney transplant recipients receiving a steroid sparing immunosuppressive regime 
with Alemtuzumab induction.
Methods: We retrospectively reviewed the medical records of 848 (544 male, mean 
age 48.4 +/- 13.3 years) kidney transplant recipients in our centre between November 
2005 and June 2013 for the occurrence of PTGN. All the patients received a steroid 
sparing immunosuppressive regime with Alemtuzumab induction and tacrolimus 
monotherapy. Steroids and MMF were only introduced to treat rejection. 
Results: 66 out of 848 patients (7.8%) developed biopsy proven PTGN. A male 
predominance was found in the PTGN group (9.56% male vs 4.8% female, p=0.01), 
while PTGN was found not to be related to ethnicity (p=0.404), or donor type 
(p=0.167). Mean follow up of PTGN patients was 40.3 (+24.5) months and mean 
time from transplantation to diagnosis was 20.4 (+20.2) months. Out of 66 PTGN 
patients, 16(1.9%) were diagnosed with Focal Segmental Glomerulosclerosis 
(FSGS), 37(4.4%) IgA Nephropathy (IGAN), 2(0.2%) Lupus nephritis(LN), 3(0.4%) 
Membranous Nephropathy (MN) and 8(0.9%) with other PTGN’s.

Frequency % 
No PTGN 782 92.2
FSGS 16 1.9
IGAN 37 4.4
LN 2 0.2
MN 3 0.3
Other 8 0.9
Total 848 100
There was no difference in patient survival between the PTGN and the non-PTGN 
groups at 1 (98.4 vs 97.8%) and 3 years (96.7% vs 94.3%) post transplantation. 
(p=0.2) Censored allograft survival did not differ between the 2 groups (95.6% 
and 91.1% in the PTGN vs. 100% and 88.3% in the non-PTGN group at 1 and 3 
years; p=0.11). When stratifi ed according to diagnosis, censored allograft survival 
was found to be lower in the patients diagnosed with FSGS (100% and 67.3% at 
1 and 5 years) when compared to the non-PTGN group (95.6% and 87.1%% at 1 
and 5 years). (p=0.02)
Conclusion: Although these are medium term data, the incidence of PTGN in 
patients receiving Alemtuzumab induction appears similar to other induction agents. 
Post-transplant FSGS is associated with a poor prognosis and we are developing 
new strategies to deal with this problem.

Abstract# B951 
Valuable Resources. Aggressive FSGS and Renal Transplantation; 
a Survey of Transplant Providers. R. Lopez-Soler, U. Hussein, T. 
McCune. Section of Transplantation, Sentara/Norfolk General Hospital, 
Norfolk, VA.
Background
Achieving good long-term outcomes in the setting of aggressive, biopsy-proven, 
primary Focal Segmental Gromerulosclerosis (FSGS) can prove extremely 
challenging. Patients are usually young and otherwise in good health. However, 
given the nature of the disease as well as the diffi culty in trying to prevent or treat 
recurrence of disease following transplantation, these patients will commonly end 
back on dialysis within 1-3 years post-transplant. With the scarcity of resources 
and the new allocation policies coming into effect from UNOS, should patients 
with recurrent FSGS that is resistant to current therapies be offered a second, and 
possibly third, transplant?
Methods
We administered a survey of Transplant Surgeons and Nephrologists using Survey 
Monkey™ in order to determine whether there was agreement on what limits, if any, 
there should be on offering patients with aggressive primary FSGS transplantation.
Results
We found that 92% of responders would favor transplantation in the setting of primary 
FSGS that had led to rapid decline in renal function and ESRD within 3 years of the 
diagnosis. However, only 53% of providers would offer re-transplantation if FSGS 
recurs immediately post-transplant and leads to early (<1 year) graft failure despite 
aggressive therapy. In addition, given the loss of 2 organs, only 18% of respondents 
would offer re-transplantation. Finally, 65% of respondents would offer organs from 
either a live or deceased donor; whereas 28% would only offer organs from deceased 
donors and 7% only from living donors.
Conclusion
This study emphasizes the complexity in decision making when dealing with 
aggressive primary FSGS. Our fi ndings support renal transplantation in the setting 
of ESRD secondary to primary FSGS, but are equivocal following subsequent 
graft loss due to rapid disease recurrence. Furthermore, our data do NOT support 
offering re-transplantation in the setting of more than 1 graft loss from primary FSGS 
recurrence despite maximal medical therapy. These fi ndings may have important 
implications for the management of these young complex patients especially in the 
setting of new organ allocation paradigms.

Abstract# B952 
Kidney Transplant Outcomes in Lupus Nephritis Patients: An 
Analysis of Charlson Co-Morbidity Index (CCI) and Lupus Activity. 
N. Kaur, M. Abraham, G. Malat, K. Ranganna. Drexel University College 
of Medicine, Philadelphia.

Purpose: To evaluate outcomes in renal transplant recipients with end stage renal 
disease (ESRD) due to Lupus Nephritis (LN) in relation to graft and patient survival 
by assessing Charlson Co-morbidity Index (CCI) and Systemic Lupus Erythematosus 
Disease Activity Index (SLEDAI).
Methods: Investigators identifi ed 22 transplant recipients with ESRD due to LN at 
Drexel University from April 1995 to April 2013 by requesting and utilizing United 
Network for Organ Sharing (UNOS) data. Review of paper charts, electronic records 
as well as UNOS data allowed for calculation of the CCI and SLEDAI score prior to 
transplant. Graft failure and patient survival were the transplant outcomes measured. 
Graft failure was defi ned by return to dialysis, or patient death. We used the SPSS-21 
software for statistical analysis of data.
Results: The median CCI for 22 patients was 2 with a range of 2-4. The 1 year graft 
survival for patients with CCI >2 when compared to those with CCI=2 was noted to 
be different with p value of 0.25 (Fig. 1). 5/8 patient mortalities were noted to have a 
CCI >2 while 2/14 with a CCI>2 had graft failures. When correlating SLEDAI score 
with CCI in the two cohorts, a change was not seen in terms of outcome (p=0.101) 
in our limited patient population. The SLEDAI score was not analyzed for survival 
with the data limitation.
Conclusion: Lupus nephritis patients with CCI >2 had worse one year graft 
survival rates than patients with CCI=2 with p value of 0.25 (Fig.1). This implies a 
correlation of higher CCI with higher graft failure. We suggest further exploration 
of our observation to determine if it is statistically signifi cant in a larger population. 
Currently, there is limited data evaluating changes in graft outcomes using CCI, 
particularly in LN transplant recipients. The SLEDAI score did not show any 
correlation when comparing the two cohorts of CCI (>2, =2) with P=0.101, though 
data was not analyzed for survival. The SLEDAI score could also be further 
investigated in a larger population to assess for correlation with graft outcomes as 
we were limited with the small sample size.

Abstract# B953 
Tonsillectomy and IgA Nephropathy Recurrence After Kidney 
Transplantation. Y. Oshiro,1 K. Kohagura,2 S. Ashimine,1 M. Miyazato,1 
M. Goya,1 S. Saito.1 1Urology, Faculty of Medicine, University of the 
Ryukyus, Okinawa, Japan; 2Nephrology, Faculty of Medicine, University 
of the Ryukyus, Okinawa, Japan.
[Background and purpose]
The pathophysiology of IgA nephropathy (IgAN) remains poorly understood, 
although it frequently recurs after kidney transplantation, and its recurrence has been 
reported to depend on some factors. We studied a retrospective single-center analysis 
of renal transplant recipients with IgAN as the cause of end-stage renal failure to 
examine factors that may affect IgAN recurrence after kidney transplantation and 
the preventative and therapeutic effects of tonsillectomy on IgAN recurrence.
[Material and method]
From January 1987 to December 2012, 126 kidney transplantations were performed 
at Ryuku University Hospital, among which 14 cases (10 men; and 4 women) were 
identifi ed with IgAN as their primary disease. Their mean age at transplantation was 
38.1 ± 8.4 years.Donor types were as follows: 2 cadaveric, and 12 living (10 related; 2 
unrelated). Tonsillectomy was performed for 8 cases; 2 were for therapeutic purposes 
for IgAN recurrence, and 6 were to prevent IgAN recurrence. IgAN recurrence 
diagnosis was based on light microscopic fi ndings showing mesangioproliferative 
changes and mesangial IgA deposition on the basis of immunofl uorescence analysis.
[Result]
Among the 14 patients, 2 cases were identifi ed as IgAN recurrence based on 
episode biopsies. Both the recurrent cases had living related kidney donors. One 
patient with recurrent transplant IgAN progressed to graft failure 2.0 years after 
tonsillectomy, whereas the other subsequently retained renal function for 7.0 
years. No pathological IgAN recurrence was found in 6 preventative tonsillectomy 
cases and in 2 cadaveric transplants that did not undergo tonsillectomy. Among 6 
preventative tonsillectomy patients, 5 had improved urinary fi ndings (protein urine 
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and/or microscopic hematuria) after tonsillectomy. The 10 years living kidney donor 
graft survival rate of the IgAN group was lower than that of the non IgAN group 
(50 % vs. 88 %; P< 0.05).
[Conclusion]
Our data suggest that IgAN recurs more frequently after living related kidney 
transplantation than with cadaveric and living unrelated donor transplantation. 
Furthermore, no pathological IgAN recurrence was found after preventative 
tonsillectomy, and it was found that tonsillectomy could improve urinary fi ndings. 
Thus, tonsillectomy has preventive and/or therapeutic effects for IgAN recurrence 
after kidney transplantation.

Kidney Immunosuppression: Minimization - Avoidance 
Protocols
 Monday, July 28, 2014
 9:30 AM - 6:30 PM
 Exhibit Hall

Abstract# B954 
One Agent-Once a Day: 2 Year Outcomes of a Prospective Randomized 
Trial of Once Daily (Extended Release) Tacrolimus Maintenance 
Monotherapy vs Twice Daily (Standard Release) Tacrolimus After 
Alemtuzumab Induction & Early Steroid Cessation (TAESR Trial). 
Rejection and Variation in Tacrolimus Levels. A. McLean,1 P. Brookes,2 
R. Charif,1 T. Cook,3 J. Galliford,1 D. Goodall,1 J. Lee,1 C. Roufosse,3 M. 
Willicombe,1 D. Taube.1 1Imperial College Kidney & Transplant Centre, 
Imperial College Healthcare NHS Trust, London, United Kingdom; 2Dept 
of Clinical Immunology, Imperial College Healthcare NHS Trust, London, 
United Kingdom; 3Dept of Histopathology, Imperial College Healthcare 
NHS Trust, London, United Kingdom.
Introduction:
The availability of once-daily extended-release tacrolimus (Advagraf), provides the 
opportunity to develop a one-agent, once-a-day, maintenance immunosuppressive 
regimen from the well established combination of tacrolimus monotherapy after 
alemtuzumab induction with early steroid cessation.
Methods:
We have undertaken a prospective, randomized, controlled trial comparing graft and 
patient outcomes, and tacrolimus trough level intra-patient variability with once vs 
twice daily tacrolimus monotherapy (n=52 vs 50 patients).
Results:
At 2 years post-transplant, patient survival, graft survival, and the incidence of all 
rejection (biopsy proven acute cellular, and acute and chronic antibody mediated) 
did not differ signifi cantly between the two arms:

Standard Release Extended Release
Patient survival 98.0% 100% p=0.31
Survival with Functioning Graft 96.0% 92.3% p=0.44
Rejection 19.9% 16.6% p=0.75

Intra-patient variability (coeffi cient of variation) of tacrolimus levels did not differ 
signifi cantly between the two groups, although after the fi rst year post-transplant 
there was a trend to increased variability in the twice daily, standard release group, 
and decreasing variability in the once daily, extended release group.

Conclusions:
Once daily extended release tacrolimus provideds safe and effective maintenance 
monotherapy after alemtuzumab induction and early steroid cessation, with graft 
and patient survival, and rejection levels comparable to twice daily, standard release 
tacrolimus.
DISCLOSURES: McLean, A.: Grant/Research Support, Astellas pharma UK.

Abstract# B955 
Effect of Everolimus With Low Dose Tacrolimus Vs Mycophenolate 
With Standard Tacrolimus Regimen in African-American De Novo 
Renal Transplant Recipients. V. Peddi, Y. Qazi, D. Shaffer, F. Luan, 
F. Shihab, S. Tomlanovich, K. McCague, D. Patel, S. Mulgaonkar. 
CRAD001AUS92 Study Group.

Background: African American (AA) de novo renal transplant recipients (RTxR) 
are at high risk of graft loss and rejection. This sub-analysis reports data in AA de 
novo RTxR from a 12M, multicenter randomized, open-label non-inferiority study 
that evaluated the effi cacy and safety of everolimus (EVR)+low-dose tacrolimus 
(LTac) vs mycophenolate mofetil (MMF)+standard-dose Tac (STac).
Methods: In this de novo RTxR (n=613) received EVR (starting at 0.75 mg bid)+LTac 
or MMF (2 g/day)+STac. All patients (pts) received induction therapy based on 
immunological risk factors (basiliximab if PRA<20%; or Rabbit anti-thymocyte 
globulin if PRA ≥20% or high risk) and steroids per local practice. Composite 
effi cacy failure rate at 12M included BPAR, graft loss, death, or lost to follow-up. 
Renal function (eGFR [MDRD]) was also measured at 12M.
Results: Of 613 pts, 144 were AA (EVR+LTac=70, 22.7%; MMF+STac=74, 24.3%). 
The EVR+LTac (vs MMF+STac) group had fewer living donor recipients (18.6% vs 
24.3%) and PRA ≥20% (22.9% vs 35.1%). Moreover, recipients of organs from ECD 
(11.4% vs 6.8%) and pts with HLA mismatches ≥3 (92.9% vs 85.1%) were more 
frequent in EVR+LTac vs MMF+STac. Other donor and recipient characteristics 
were comparable between treatment groups. Composite effi cacy failure rates were 
comparable between treatment groups (Table). Mean eGFR at 12M was also similar 
(EVR+LTac, 60.8 vs MMF+STac, 60 mL/min/1.73m2). Incidence of any serious 
adverse event 12M post-transplant was comparable with EVR+LTac vs MMF+STac 
(52.9%, n=37 vs 60.8%, n=45). The infection rates were lower with EVR+LTac 
(58.6%) vs MMF+STac (71.6%).

Effi cacy endpoints, n(%) EVR+LTac
(N=70)

MMF+STac
(N=74) Treatment difference (CI 95%)

Composite effi cacy failure 19(27.1) 22(29.7) -2.6(-17.9, 13.0)
tBPAR 15(21.4) 16(21.6) -0.2(-14.4, 14.2)
Graft Loss 1(1.4) 3(4.1) -2.6(-10.9, 5.3)
Death 2(2.9) 2(2.7) 0.2(-7.8, 8.5)
Lost to follow-up 3(4.3) 3(4.1) 0.2(-8.5, 9.3)
Events listed are not mutually exlcusive

Conclusions: Despite the higher risk profi le of de novo AA renal transplant recipients 
in EVR+LTac arm, the effi cacy results were similar to MMF+STac. EVR-facilitated 
Tac minimization also preserved renal function compared to standard therapy and 
provided lower infection rates.
DISCLOSURES: Peddi, V.: Grant/Research Support, Novartis, Astellas. Shaffer, 
D.: Grant/Research Support, Novartis. Shihab, F.: Other, Novartis, Consultant and 
Speaker, Astellas, Consultant. McCague, K.: Employee, Novartis Pharmacutical 
Corporation. Patel, D.: Employee, Novartis Pharmacutical corporation. Mulgaonkar, 
S.: Grant/Research Support, Novartis, Other, Novartis, Advisor.

Abstract# B956 
Opportunistic Viral Infections After Alemtuzumab Induction: 
Results From a Randomized Controlled Trial (RCT) Comparing 
Alemtuzumab and Basiliximab Induction in Kidney Transplant 
Recipients (KTRs). A. Cherukuri,1,2 M. Welberry-Smith,2 B. Saundh,2 
A. Hale,2 R. Baker.2 1University of Pittsburgh, Pittsburgh, PA; 2Leeds 
Teaching Hospitals, Leeds, United Kingdom.
There is confl icting evidence for the incidence of opportunistic viral infections 
and their outcomes after alemtuzumab induction in KTRs. In an open label single 
centre prospective RCT of two steroid avoidance regimes comparing alemtuzumab 
induction with tacrolimus monotherapy and basiliximab induction with tacrolimus 
and MMF maintenance therapy, we compared the replication rates of four 
opportunistic viral pathogens (CMV, BK, EBV and JC) viruses in the urine and blood 
during the fi rst post-transplant year and analysed the impact of their replication on 
medium term graft outcomes.
Patients (n=116) were randomized 1:1 to receive either basiliximab or alemtuzumab 
and a single 1g i.v dose of methylprednisolone at induction. Longitudinal analysis 
of the replication of CMV, BK and JC viruses at 1, 3, 6, 9 and 12 months after 
transplantation by RT-PCR revealed that alemtuzumab group was associated with 
a modestly reduced prevalence of both viruria and viremia through the fi rst year, 
although none of these results were statistically signifi cant. With regards to the CMV, 
22.4% of KTRs in the alemtuzumab group and 19% in the basiliximab group were in 
the high risk group (D+R-). These patients received prophylaxis with valganciclovir. 
A further 40% of patients in the alemtuzumab group who were in the intermediate 
group (D+R+, D-R+) also received prophylaxis. All the viral replication analysis was 
blinded to the clinical teams. No patients were treated based on the viral replication 
results alone. In this study, only one patient developed CMV disease and no patients 
had BK nephropathy with minimal EBV and JC replication. Interestingly, prevalence 
of none of these opportunistic viruses in the blood or urine was associated with a 
decreased graft survival for the entire study population over a fi ve year follow-up 
period (Kaplan Meier survival analysis). Especially, opportunistic viral replication 
was not associated with adverse graft survival in the alemtuzumab group over a 5 
year follow-up period. Rejection rates were comparable in the presence or the absence 
of these viruses either in the blood or urine. To conclude, alemtuzumab induction 
with tacrolimus monotherapy was not associated with higher prevalence of viral 
replication in the fi rst year after renal transplantation. Importantly, viral replication 
was not associated with adverse graft outcomes.
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Abstract# B957 
Different Methods for Imputing Missing Renal Function Data: 
Evidence From a Large Clinical Trial in Renal Transplant Recipients. 
G. Dong,1 M. Akacha,2 J. Ng,1 C. Escrig,2 P. Bernhardt,2 S. Witte.2 1Novartis 
Pharmaceuticals Corporation, East Hanover; 2Novartis Pharma AG, 
Basel, Switzerland.
Purpose: Missing data are a concern in studies evaluating renal function in transplant 
recipients (TxR) because they may introduce bias to the conclusions drawn from 
the data. Last observation carried forward (LOCF) is a commonly used method 
to impute missing data; however, it has limitations. We retrospectively explored 
different imputation methods for handling missing glomerular fi ltration rate (GFR) 
data in a randomized clinical trial.
Methods: GFR data (MDRD-4) were analyzed for de novo renal TxR receiving 
everolimus (EVR, 1.5mg/day)+reduced cyclosporine (CsA) or enteric-coated 
mycophenolate sodium (EC-MPS, 1.44g/day)+standard CsA in the 24-month (M), 
randomized, multicenter study A2309. Missing GFR data due to graft loss were 
assigned a value of 0. For remaining patients, missing data were imputed using: 1) 
multiple imputation (MI): based on patient’s earlier GFR values and GFR information 
from similar patients in same treatment arm; 2) penalty-adjustment: imputation from 
approach 1 reduced by 10%-100%; and 3) control-based MI: as in approach 1 but 
using GFR information from control arm. All models included GFR data measured 
over time and covariates: patient age, BMI, donor age/type. M12 GFR data after 
the imputations were analyzed via ANCOVA model.
Results: Across time points, GFR data were missing for 8%-16% of the patients. 
Applying LOCF method, mean GFR difference (95% CI) between EVR and EC-MPS 
at M12 was 2.1 (-1.6, 5.8). MI approach resulted in a difference of 1.7 (-2.0, 5.4). 
With highest penalty-adjusted imputation (‘imputed values reduced by 100%’=0) 
the difference was 1.2 (-2.9, 5.2). GFR difference using the control-based method 
was 1.7 (-2.2, 5.6).
Conclusion: Missing GFR data in clinical studies is a concern and should be 
addressed during design and conduct of studies. Sensitivity analysis using methods 
based on MI are recommended to assess robustness of primary analysis. For study 
A2309, these retrospective sensitivity analyses confi rmed numerically better renal 
function for EVR vs EC-MPS.

DISCLOSURES: Dong, G.: Employee, Novartis. Akacha, M.: Employee, Novartis. 
Ng, J.: Employee, Novartis. Escrig, C.: Employee, Novartis. Bernhardt, P.: 
Employee, Novartis. Witte, S.: Employee, Novartis.

Abstract# B958 
Effi cacy and Safety of Everolimus Based Immunosuppression On De 
Novo Kidney Transplantation With 5 Years Follow-Up Especially in 
Protocol Biopsy Findings and Donor Specifi c Antibody Production. S. 
Narumi,1 Y. Watarai,1 N. Goto,1 T. Hiramitsu,1 M. Tsujita,1 T. Yamamoto,1 
A. Takeda,1 K. Morozumi,1 T. Kobayashi.2 1Nagoya Daini Red Cross 
Hospital, Nagoya, Aichi, Japan; 2Nagoya University Graduate School 
of Med, Nagoya, Aichi, Japan.
Purpose: The impact of everolimus (EVR) based immunosuppression in De Novo 
Kidney Transplantation was evaluated in clinical outcomes, protocol biopsies 
fi ndings and donor specifi c antibody (DSA) production.Methods: During 2008 and 
August 2009, we enrolled twenty-four living donor kidney transplant patients in a 
2-year, multicenter, randomized phase 3 study (RAD001A1202 study) to compare 
the safety and effi cacy between EVR based and mycophenolate mofetile (MMF) 
based immunosuppression. We extended further three years and evaluated clinical 
outcome in a single center.EVR group received reduced-exposure cyclosporine 
(target C0 25-50ng/ml after 6 months) + steroid, and EVR-C0 were adjusted 3-8ng/
ml. MMF group received standard-exposure cyclosporine (target C0 100-250ng/

ml after 6 months) + steroid. Both group received basiliximab induction.Results: 
All patients continued in each regimen. With a mean observation period of 60.1 
(43.8-69.4) months, current patient and graft survival is 100% in both groups (EVR; 
n=13, MMF; n=11). Renal function expressed as eGFR (ml/min/1.73m2) was similar 
40.7±14.6 in EVR group and 37.4±8.6 in MMF group. Signifi cant proteinuria, more 
than 300mg/day, were observed more in EVR group (76.9%) than in MMF group 
(54.5%), however the proteinuria in EVR group was successfully treated with 
angiotensin-II receptor blockade. None of EVR and MMF group was treated for 
clinical T cell mediated rejection, similar incidence of Banff borderline change on 
6 or 12 months protocol biopsies were observed in 7.7% of EVR group and 18.2% 
of MMF group, but none of both groups revealed peritubular capillaritis. Luminex 
solid phase assay revealed the similar incidence of class II DSA production in both 
groups, 7.7% of EVR group at 2 years after transplant and 15.4% of MMF group 
at 3 years. Protocol oral glucose tolerance test at 6 and 12 months revealed more, 
but no signifi cantly, worsen profi le in 46.1% of EVR group to 18.2% in MMF 
group.Conclusions: EVR based immunosuppression provides equivalent clinical 
outcomes as well as the incidence of De Novo DSA production with MMF based 
immunosuppression with 5 years follow-up.

Abstract# B959 
Reduced Incidence of CMV and BK Virus Infection With Everolimus 
vs Mycophenolate Based Regimen in De Novo Renal Transplant 
Recipients. F. Shihab, D. Shaffer, Y. Qazi, B. Kaplan, F. Vincenti, K. 
McCague, D. Patel, S. Mulgaonkar, V. Peddi. CRAD001AUS92 Study 
Group.
Introduction: Cytomegalovirus (CMV) and BK virus (BKV) infections are 
associated with poor outcomes in renal transplant recipients (RTxR). Here we 
report the incidence of CMV and BKV infections with everolimus (EVR)+low-
dose tacrolimus (LTac) vs mycophenolate mofetil (MMF)+standard-dose Tac 
(STac) in de novo RTxR from a 12-month multicenter randomized, open-label 
non-inferiority study.
Methods: 613 de novo RTxR received EVR (starting at 0.75 mg bid)+LTac (n=309) 
or MMF (2 g/day)+STac (n=304); with induction, basiliximab (PRA<20%); or 
rabbit anti-thymocyte globulin (ATG) (PRA ≥20% or high risk) & steroids as per 
local practice. CMV prophylaxis was mandated in high serologic risk donor positive 
(D+) /recipient negative (R-) patients (pts); while others were treated as per local 
practice. CMV and BKV infections were reported as per local and center evaluations.
Results: Baseline CMV serology status was similar between two treatment groups. 
Majority of pts, irrespective of serologic risk, received CMV prophylaxis in both 
EVR+LTac (87.6%) and MMF+STac (89.8%) groups. Incidence of CMV infection 
was lower with EVR+LTac vs MMF+STac (syndrome: 2.9% vs 4.3%; viremia 2.3% 
vs 3.3%; disease [tissue invasion] 0.7% vs 2.6%; Table). The lower incidence of 
CMV infection with EVR+LTac (vs MMF+STac) was most pronounced in pts with 
rATG induction (2.2% vs 10%); D+/R- & D-/R+ serostatus; and in pts without CMV 
prophylaxis (table). Similarly, the incidence of BKV infection was also lower with 
EVR+LTac vs MMF+STac (11.1% vs 12.5%).

RTxR with CMV 
prophylaxis† RTxR without CMV prophylaxis
EVR+LTac 
(N=268)†

MMF+STac
(N=273)

EVR+LTac
(N=38)‡

MMF+STac
(N=31)

Total incidence of CMV 
infection, n/N (%) 10/268 (3.7) 17/273 (6.2) 1/38 (2.6) 2/31 (6.5)
D+/R- 5/58 (8.6) 9/55 (16.4) 0/1 1/2 (50)
D+/R+ 4/106 (3.8) 3/95 (3.2) 0/14 1/14 (7.1)
D-/ R+ 0/52 5/54 (9.3) 0/4 0/5
D-/R- 0/38 0/60 0/18 0/10
D, donor; R, recipient; RTxR, renal transplant recipients; †CMV serology missing (EVR+LTac 
vs MMF+STac) in 14 vs 9 patients; ‡D missing/R-=1 patient
Conclusions: In de novo RTxR, EVR-based regimen is associated with lower 
incidence of CMV and BKV infections compared with MMF-based regimen. This 
may translate into an economic benefi t for EVR-based regimen.
DISCLOSURES: Shihab, F.: Other, Novartis, Consultant and Speaker, Novartis, 
Consultant, Astellas, Consultant. Shaffer, D.: Grant/Research Support, Novartis. 
Vincenti, F.: Grant/Research Support, Novartis, Genzyme, Genentech, Astellas, 
Alexion, Pfi zer. McCague, K.: Employee, Novartis Pharmacutical Corporation. 
Patel, D.: Employee, Novartis. Mulgaonkar, S.: Grant/Research Support, Novartis, 
Other, Novartis, Advisor. Peddi, V.: Grant/Research Support, Novartis, Astellas.

Abstract# B960 
Everolimus Based Calcineurin Inhibitors Minimization Regimens 
in Renal Transplantation Recipients: A Meta-Analysis. Z. Guo, F. 
Li, D. Wang, W. Ju, X. He. The First Affi liated Hospital of Sun Yat-sen 
University, Guangzhou, China.
Background Calcineurin inhibitors (CNIs) are widely-used immunosuppressants 
in renal transplantation, although it has been proved that CNIs can cause 
nephrotoxicity. Minimization of CNIs seems a better immunosuppression protocol 
after renal transplantation. Here we conduct a meta-analysis on the outcomes of CNI 
minimization by Everolimus in renal transplant recipients.
Methods We included randomized trials with no year and language restriction. All 
data were analyzed using fi x or random effect model. The primary endpoints were 
estimated glomerular fi ltration rate (eGFR), biopsy proven acute rejection (BPAR) 
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and patient survival at month 12. The secondary endpoints were incidence of 
infection, blood creatinine level, allograft dysfunction, and other side effects such 
as hypertriglyceridemia.
ResultseGFR was signifi cantly improved in Everolimus group (MD=5.41, 95% CI 
0.63 to 10.19, Z=2.22, P=0.03). There was no signifi cant difference in BPAR episodes 
(RR=1.29, 95% CI=0.82 to 2.04, Z=1.10, P=0.27), patient survival (RR=0.88, 95% 
CI=0.45 to 1.75, Z=0.35, P=0.73), overall infection rate (RR=0.99, 95%CI=0.93 to 
1.06, Z=0.28, P=0.78) and incidence of hypertriglyceridemia (RR=0.94, 95%CI=0.56 
to 1.57, Z=0.24, P=0.81).

Conclusion The fi ndings of this meta-analysis suggest that CNI minimization 
regimen with Everolimus elicits benefi ts in renal function, while not comprising 
immunosuppressive effects.

Abstract# B961 
Open-Label Study of Planned Transition From Tacrolimus to 
Sirolimus vs Continued Tacrolimus in Renal Allograft. H. Tedesco-
Silva,1 V. Peddi,2 A. Sanchez-Frutuoso,3 B. Marder,4 G. Russ,5 A. Flynn,6 
C. Hahn,6 M. Tortorici,6 S. Schulman.6 1Hospital do Rim e Hipertensao, 
Sao Paulo, Brazil; 2California Pacifi c Medical Center, San Francisco, 
CA; 3Hospital Clinico San Carlos, Madrid, Spain; 4Presbyterian/St Luke’s 
Medical Center, Denver, CO; 5Queen Elizabeth Hospital, Woodville South, 
Australia; 6Pfi zer, Collegeville, PA.

Purpose: Evaluate planned transition from tacrolimus (TAC) to sirolimus (SRL) vs 
continued TAC in renal allograft recipients.
Methods: An open-label randomized multinational phase 4 study screened pts 
at transplant (TX). Pts received TAC and inosine monophosphate dehydrogenase 
inhibitor from TX and were randomized 90-150 days post-TX to continue TAC 
or switch to SRL. Pts were followed for 2y. Primary endpoint was % of pts with  
≥5mL/min/1.73m2 improvement in estimated glomerular fi ltration rate (GFR) from 
randomization to 24 mo post-TX (in on-therapy population; all randomized pts who 
remained on assigned therapy for 24 mo post-TX). Secondary endpoints included 
change in estimated GFR from randomization to 24 mo, treatment-emergent AEs, 
biopsy-confi rmed acute rejection (BCAR), survival and graft loss.
Results: 254 pts (SRL 131; TAC 123) were randomized (mean age 52y; 65% male; 
75% white); the on-therapy population included 195 pts (SRL 86; TAC 109). GFR 
improvement  ≥5 mL/min/1.73m2 was not signifi cant between groups (SRL 34%; 
TAC 42%). Mean±SE GFR increase from randomization to 24 mo was 1.2±1.6mL/
min/1.73m2 for SRL pts, 0.6±1.3 mL/min/1.73m2 for TAC pts. AEs are given below.
Table. Treatment-Emergent AEs in ≥10% of Pts in Either Group
AE, n (%) SRL (n=131) TAC (n=123)
Acne 19 (15) 1 (1)
Diarrhea 23 (18) 14 (11)
Dyslipidemia 15 (11) 3 (2)
Headache 16 (12) 7 (6)
Hyperlipidemia 14 (11) 4 (3)
Mouth ulceration 17 (13) 0
Peripheral edema 25 (19) 9 (7)
Proteinuria 19 (15) 2 (2)
Pyrexia 15 (11) 6 (5)
Upper respiratory infection 22 (17) 13 (11)
Urinary tract infection 17 (13) 10 (8)

More TAC pts experienced squamous cell carcinoma (SSC) vs SRL pts (6 vs 0; 
P=.01). Signifi cantly more SRL vs TAC pts discontinued treatment due to AEs (35 
vs 5; P<.001) and experienced BCAR (11 vs 2; P=.02). Four SRL pts and 1 TAC pt 
died; 1 other SRL pt had impending graft loss.
Conclusions: No signifi cant between-group differences were observed in GFR 
improvement. SRL was associated with higher AE incidence, discontinuations due 
to AEs and BCAR postrandomization. TAC was associated with a higher rate of SSC.
DISCLOSURES: Tedesco-Silva, H.: Grant/Research Support, Astellas, Bristol 
Myers Squibb, Novartis, Pfi zer, Roche, and Veloxis, Other, Novartis, Consultant, 
Pfi zer, Consultant. Peddi, V.: Grant/Research Support, Astellas, Bristol-Myers 
Squibb,  Novartis, Pfi zer , Quark. Sanchez-Frutuoso, A.: Grant/Research Support, 
Novartis, Speaker’s Bureau, Novartis, Pfi zer. Russ, G.: Other, Astellas, Honorarium, 
Novartis, Honorarium, Pfi zer, Honorarium. Flynn, A.: Employee, Pfi zer. Hahn, C.: 
Employee, Pfi zer. Tortorici, M.: Employee, Pfi zer. Schulman, S.: Employee, Pfi zer.

Abstract# B962 
Everolimus-Facilitated Tacrolimus Minimization Preserves Renal 
Function in De Novo Renal Transplant Recipients. F. Shihab, Y. Qazi, 
B. Kaplan, D. Kim, S. Mulgaonkar, V. Peddi, D. Shaffer, D. Patel, K. 
McCague, F. Vincenti. CRAD001AUS92.
Introduction:Reducing CNI exposure in renal transplant recepients (RTxR) may 
have a positive impact on renal function (RF). The current study (NCT01025817) 
assessed the effi cacy and safety of everolimus (EVR)+low-dose tacrolimus (LTac) 
vs mycophenolate mofetil (MMF)+standard-dose Tac (STac) regimen. Presented 
here are 12-month (M) RF results.
Methods: In this 12M, multicenter (52 US & Canadian centers), randomized, open-
label non-inferiority study, 613 de novo RTxR received EVR (starting at 0.75 mg 
bid)+LTac (n=309) or MMF (2 g/day)+STac (n=304). All patients (pts) received 
induction therapy (basiliximab if PRA<20%; or Rabbit anti-thymocyte globulin if 
PRA ≥20% or high risk) and steroids as per local practice. Primary endpoint was 
composite effi cacy failure rate at 12M (tBPAR, graft loss, death, or lost to follow-up). 
RF (eGFR, mL/min/1.73 m2) was estimated using MDRD formula and proteinuria 
by urine protein/creatine ratio (UPC, mg/g).
Results: The composite effi cacy failure rate of EVR+LTac (24.6%; n=76) did not 
meet non-inferiority vs MMF+STac (20.4%; n=62) due to higher rate of acute 
rejection. Graft survival was signifi cantly better with EVR+LTac vs MMF+STac 
(98.7% vs 96.1%; p<0.05). While the mean calculated eGFR was better in the 
EVR+LTac vs MMF+STac for the fi rst 6M only and similar at 12M (63.14 vs 
63.06), the on-treatment mean (66.21 vs 64.26) and median (65.93 vs 61.96) eGFR 
was consistently higher in the EVR+LTac arm for 12M. In addition, the mean 
eGFR at 12M was numerically higher with EVR+LTac vs MMF+STac in both 
subsets of pts with delayed graft function (DGF; 63.81 vs 58.48) and tBPAR (54.9 
vs 52.96). Incidence of proteinuria was similar in EVR+LTac vs MMF+STac arm 
by 12M (UPC<500, 76.9% vs 75.4%; 500-<1000, 6.9% vs 5.2%; 1000-<2000 1% 
vs 2.6%; 2000-<3500 1.5% vs 0.4%;  ≥3500 1% vs 0.4%). Mean UPC ratio 12M 
post-transplantation was similar with EVR+LTac vs MMF+STac (Figure).
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Conclusions: In de novo RTxR, EVR-based regimen with LTac preserved renal 
function without increasing proteinuria. This effect was most pronounced in DGF 
pts. eGFR was also similar between the treatment arms for pts with tBPAR.
DISCLOSURES: Shihab, F.: Other, Novartis , Consultant and Speaker, Astellas, 
Consultant. Mulgaonkar, S.: Grant/Research Support, Novartis, Other, Novartis, 
Advisor. Peddi, V.: Grant/Research Support, Novartis, Astellas. Shaffer, D.: 
Grant/Research Support, Novartis. Patel, D.: Employee, Novartis Pharmaceutical 
Corporation. McCague, K.: Employee, Novartis Pharmaceutical Corporation. 
Vincenti, F.: Grant/Research Support, Novartis, Genzyme, Genentech, Astellas, 
Alexion, Pfi zer.

Abstract# B963 
Is Early Steroid Withdrawal Feasible in Sensitized Elderly Kidney 
Transplant Recipients? K. Sureshkumar,1 B. Chopra,1 N. Thai,2 R. 
Marcus.1 1Nephrology and Hypertension, Allegheny General Hospital, 
Pittsburgh, PA; 2Abdominal Transplantation, Allegheny General Hospital, 
Pittsburgh, PA.
Sensitized kidney transplant recipients (KTRs) are considered high immune risk and 
generally are maintained on steroids by many transplant centers. Older KTRs could 
be more vulnerable to the adverse consequences of enhanced immunosuppression. 
We aimed to look at the impact of early steroid withdrawal (ESW) compared to 
chronic steroid maintenance (CSM) on the outcomes in older KTRs with varying 
levels of HLA sensitization.
Utilizing UNOS database, we identifi ed patients  ≥60 years of age who underwent 
deceased donor kidney (DDK) transplantation from 2000 to 2008 after receiving 
antibody induction followed by maintenance immunosuppression with calcineurin 
inhibitor (CNI)/mycophenolate mofetil (MMF) with or without steroids. Patients 
were divided into three classes based on peak panel reactive antibody (PRA) titers: 
0-30%, 31-60% and >60%. Adjusted over all graft and death-censored graft failure 
risks as well as patient death risks for ESW vs. CSM were assessed for each PRA 
class using Cox model.
There were 10,979 patients included in the study distributed according to PRA class 
as follows: 0-30%, n= 8924 (ESW = 2341, CSM = 6583); 31-60%, n= 1022 (ESW= 
247, CSM = 775); >60%, n= 1033 (ESW = 173, CSM= 860). Graft failure and patient 
death risks for ESW vs. CSM groups stratifi ed by PRA class are shown in the table.

Adjusted overall graft 
failure risk

Adjusted death-censored 
graft failure risk

Adjusted patient death 
risk

PRA 
class HR 95% CI HR 95% CI HR 95% CI
0-30% 0.78** 0.68-0.88 0.79* 0.69-0.91 0.70** 0.61-0.82
31-60% 0.96 0.68-1.40 0.96 0.65-1.43 0.83 0.55-1.27
>60% 1.35 0.92-1.96 1.40 0.92-2.08 1.32 0.84-2.04
* = p, 0.001; ** = p<0.001
In summary, our analysis showed that steroid can be safely withdrawn early from 
sensitized DDK transplant recipients  ≥60 years old that received induction therapy 
and were maintained on a CNI/MMF based regimen. In the 0-30% PRA group, 
enhanced immunosuppression with CSM could be contributing to adverse graft and 
patient outcomes. In the high PRA groups, ESW did not result in signifi cant adverse 
graft and patient outcomes suggesting that any risk of immunological graft injury with 
ESW in these groups is offset by adverse consequences of CSM. Our results favor 
ESW in older DDK transplant recipients regardless of the level of HLA sensitization.

Abstract# B964 
Long-Term Outcome of a Prospective Randomized Trial of 
Conversion From Tacrolimus to Sirolimus Treatment After Renal 
Transplantation. A. El-Agroudy,1 S. Alarrayed,1  S. Ghareeb,1  E. Farid,2 
H. Alhellow,3 S. Abdulla.3 1Nephrology and Transplant Department, 
Salmaniya Medical Complex, Manama, Bahrain; 2Immunology, Salmaniya 
Medical Complex, Manama, Bahrain; 3Transplant Surgery, Salmaniya 
Medical Complex, Manama, Bahrain.

Background/Aim: Calcineurin inhibitors improve acute rejection rates and short-term 
graft survival in renal transplantation, but their continuous use may be deleterious. 
We report a prospective, open-label, randomized study to evaluate the safety and 
effi cacy of converting patients with stable renal function from Tacrolimus (Tac) - 
based regimen to a Sirolimus (SRL)-based regimen after kidney transplantation.
Methods: Fifty eight renal allograft recipients who were eligible to the study, 6 
months posttransplant and receiving tacrolimus, were randomly assigned to continue 
Tac (n=29) or convert from to SRL (n=29). We evaluated the 3-year outcomes 
including patient and graft survival, graft function and safety profi le.
Results: Over a mean follow-up period of approximately 3 yr, patient survival was 
93.1% in the SRL group and 100% in the Tac group (p = 0.04), and graft survival 
was was 89.7% in the SRL group and 100% in the Tac group (p = 0.04). However, 
the SRL group had signifi cantly better renal function, calculated by Cockcroft-Gault, 
from the second year post-transplant until the last follow-up. During the follow-
up, 4 (13.8%) patients in the SRL group and 3 (10.3%) in the Tac group (p = 0.5) 
developed biopsy proven acute rejection (BPAR). Mean urinary protein excretion was 
similar at baseline but increased signifi cantly after SRL conversion. Diastolic blood 
pressure was signifi cantly lower in patients who eliminated tacrolimus (p = 0.03). 
Mean hemoglobin concentrations decreased after SRL conversion and remained 
signifi cantly lower from 12 months to 36 months ( p = 0.01). At 36 months, the mean 
serum cholesterol and triglyceride levels increased signifi cantly in the sirolimus 
group, and 24% of the patients in the tacrolimus arm were taking lipid-lowering 
medications, compared to 58% of the patients in the sirolimus arm (p < 0.0001).
Conclusions: This study shows that tacrolimus-MMF-prednisone produces better 
graft and patient survival compared to CNI-free regimen using sirolimus-MMF-
prednisone. The sirolimus-based regimens were not associated with improved 
outcomes for kidney transplantation patients.

Abstract# B965 
Limited Sampling Strategies for Predicting Tacrolimus Exposure With 
Once Daily Extended Formulation in Kidney Transplant Recipients 
and Optimal Pre-Dosing Schedule. S. Narumi,1 Y. Watarai,1 N. Goto,1 
T. Hiramutsu,1 M. Tsujita,1 T. Yamamoto,1 A. Takeda,1 K. Morozumi,1 
A. Katayama,2 T. Kobayashi,3 K. Uchida.4 1Nagoya Daini Red Cross 
Hospital, Nagoya, Aichi, Japan; 2Masuko Memorial Hospital, Nagoya, 
Aichi, Japan; 3Nagoya University Graduate School of Med, Nagoya, Aichi, 
Japan; 4Aichi Medical School, Nagoya, Aichi, Japan.
Pharmacokinetics (PK) and optimal dosing of tacrolimus extended-release 
formulation (TACER)re not well evaluated. We have validated the use of single and 
limited sampling strategies to estimate tacrolimus exposure with TACER.
Patients and Methods: Thirty-three Living-donor kidney transplant recipients 
were prospectively involved in PK-study measuring tacrolimus area under curve 
profi les (TAC-AUC) 0-24 by 9 points sampling following the trapezoidal rule at 1, 
2 and 3 weeks after transplant. All recipients received 0.2mg/day of TACER 7 days 
before transplant, followed by mycophenolate mofetile (MMF), prednisolone and 
basiliximab after transplant. Targeted trough level of tacrolimus was 8-10ng/ml in the 
fi rst month, 6-8ng/ml until 3 months and 4-6ng/ml thereafter. MMF was started with 
1250mg bid and reduced to 750mg bid at 2 weeks after transplant. 1) Optimal pre-
dosing schedule, 2) clinical effi ciency and CNI toxicity evaluated by protocol biopsy 
at 6 and 12 months after transplant, 3) Correlation between single sampling/limited 
sampling strategies and measured TAC-AUC 0-24 were evaluated respectively.
Results: 1) With a mean observation of 45 months (40-53), patients and graft survival 
are 100%. 2) Subclinical and clinical T cell mediated rejection were observed in 
2(6.1%) and 2(6.1%). 3) CNI toxicity were observed in 7(21.2%) by protocol biopsies 
and mean eGFR maintained above 50ml/min/1.73m2 at 3 years after transplant. 4) 
Trough level of tacrolimus did not correlated with AUC0-24 (R=0.79), nor other 
single sampling data. Limited sampling strategy principles well correlated with 
AUC 0-24 as shown in Table1.

Sampling points Correlation with 
AUC0-24 Equation

C0,C1,C2,C3,C4 0.88 24.582+15.556xC0-0.039xC1+2.350xC2 + 0.490xC3 
+ 5.412xC4

C0,C1,C2,C3 0.87 38.007+17.468xC0+0.349xC1 +2.850xC2 +2.732xC3
C0,C1,C2 0.86 46.394+19.696xC0+0.066xC1 +4.443xC2

Conclusions: This study suggests that tacrolimus exposure with TACER can be 
accurately estimated only using limited sampling strategy. And lower targeted trough 
level of tacrolimus could be tested based on low rejection and high toxicity rate with 
standard exposure of tacrolimus with TACER.

Abstract# B966 
Influence of Induction Therapy On the Efficacy of Everolimus 
vs Mycophenolate Based Regimen in De Novo Renal Transplant 
Recipients. F. Vincenti, Y. Qazi, B. Kaplan, D. Kim, F. Shihab, K. 
McCague, D. Patel, S. Mulgaonkar, D. Shaffer. CRAD001AUS92, Study 
Group.
Introduction: Induction therapy has been shown to lower the risk of acute rejection 
in renal transplant recipients (RTxR). In this 12-month (M), multicenter (52 US 
& Canadian centers), randomized, open-label non-inferiority study, we report the 
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outcome by induction therapy (basiliximab vs rabbit anti-thymocyte globulin [rATG]) 
on the effi cacy of everolimus (EVR)+low-dose tacrolimus (LTac) vs mycophenolate 
mofetil (MMF)+standard-dose Tac (STac) regimen in de novo RTxR.
Methods: De novo (n=613) RTxR received EVR (starting dose of 0.75 mg bid)+LTac 
(n=309) or MMF (2 g/day)+STac (n=304). Induction therapy was based on PRA 
levels; if PRA<20%, pts received basiliximab (EVR+LTac, n=213; MMF+STac, 
n=210) and if PRA ≥20% or at high risk (those receiving DCD or ECD) pts received 
rATG (EVR+LTac, n=96; MMF+STac, n=94). Steroids were administered as per 
local practice. Composite effi cacy failure rate at 12M included tBPAR, graft loss, 
death, or lost to follow-up. Renal function (eGFR) was estimated at 12M using 
MDRD formula.
Results: HLA mismatches (HLA ≥3) and ECD were more frequent in EVR+LTac 
group regardless of induction therapy. Induction with rATG resulted in numerically 
higher composite effi cacy failure rates vs basiliximab in both treatment regimens; 
moreover, the incidence rates of the effi cacy endpoints between treatments did not 
reach the statistical signifi cance (Table). However, in basliliximab induction group, 
the incidence of tBPAR was signifi cantly higher with EVR+LTac vs MMF+STac 
(p<0.05); nevertheless, the incidence of graft loss was signifi cantly lower with 
EVR+LTac vs MMF+STac (p<0.05). At 12M, mean eGFR was comparable in both 
treatment regimens regardless of induction therapy (Table).
Effi cacy endpoints at 12M, n(%) Basiliximab Anti-thymocyte globulin
composite effi cacy failure 48(22.5) 41(19.5) 28(29.2) 21(22.3)
tBPAR 39(18.3) 24(11.4) 20(20.8) 10(10.6)
Graft Loss 1(0.5) 8(3.8) 3(3.1) 4(4.3)
Death 3(1.4) 3(1.4) 3(3.1) 2(2.1)
Lost to follow-up 6(2.8) 9(4.3) 3(3.1) 8(8.5)
Renal Function
mean eGFR, (mL/min/1.73m2) 63.95 64.99 60.2 59.05

Conclusions: Composite effi cacy failure rate was higher in the rATG group but 
this did not reach statistical signifi cance. Regardless of induction therapy the graft 
and patient survival was high with EVR+LTac (98.7% & 98.1%) and MMF+STac 
(96.1% & 98.4%) at 1 year.
DISCLOSURES: Vincenti, F.: Grant/Research Support, Novartis, Genzyme, 
Genentech, Astellas, Alexion, Pfi zer. Shihab, F.: Other, Novartis, Consultant and 
Speaker, Astellas, Consultant. McCague, K.: Employee, Novartis Pharmaceuticals 
Corporation. Patel, D.: Employee, Novartis Pharmaceuticals Corporation. 
Mulgaonkar, S.: Grant/Research Support, Novartis, Other, Novartis, Advisor. Shaffer, 
D.: Grant/Research Support, Novartis.

Abstract# B967 
Effects of Three Immunosuppressive Regimens On Renal Function 
in Kidney Transplant Recipients. A. Ferreira, C. Felipe, P. Ueno, P. 
Hannun, L. Gusukuma, M. Cristelli, T. Sandes- Freitas, H. Tedesco, 
M. Franco, J. Medina- Pestana. Nephrology Division, Hospital do Rim 
UNIFESP, Sao Paulo, Brazil.
Introduction: Renal function is associated with long-term renal allograft survival. 
Everolimus (EVR) have been combined with reduced exposure of calcineurin 
inhibitors (CNi) and therefore may determine superior renal function compared 
to those patients receiving standard exposure CNi and mycophenolate (MPA). 
Methods: In this single center prospective randomized study 288 low immunological 
risk kidney transplant recipients were randomized to: (G1, N=85) single 3 mg/kg 
dose of antithymocyte globulin, reduced exposure (TAC<5 ng/ml), EVR (4-8 ng/
mL) and prednisone; (G2, N=102) basiliximab, reduced exposure TAC (6 ng/ml for 
3 months then <5 ng/mL thereafter), EVR (4-8 ng/mL) and prednisone; (G3, N=101) 
basiliximab, TAC (6-8 ng/ml), MPA(1440 mg/day) and prednisone. All drugs were 
started within 24 h of revascularization. No patient received CMV prophylaxis. This 
analysis evaluated renal function at 6 months using estimated glomerular fi ltration 
rate (eGFR) by MDRD. A last observation carried forward was used for patients 
who died with functioning graft. An eGFR=0 was attributed to patients with graft 
loss. Results: The mean age was 44.6±13.3 years, 66% male, 52% Caucasian, 69% 
recipients of deceased donors. There was no difference in the incidence of delayed 
graft function (DGF, 48 vs. 53 vs. 45%, p=0.3) or in the incidence of biopsy proven 
acute rejection (8 vs. 20 vs. 14%, p=0.08). At month 6 there were no differences in 
mean creatinine (1.5±1.0 vs. 1.4±0.6 vs. 1.4±1.0 mg/dl, p=0.54), mean eGFR (64±24 
vs. 58±23 vs. 66±29ml/min, p=0.06) and mean urinary protein concentration (0.5±1.0 
vs. 0.4±0.7 vs. 0.3±0.9 g/l, p=0.5), respectively. Among patients with DGF, lower 
eGFR was observed in G2 (67±28 vs. 48±24 vs. 63±35 ml/min, p=0.03). There were 
no differences in eGFR among patients with biopsy proven acute rejection (56±26 
vs. 46±22 vs. 71±45 ml/min, p= 0.11) and CMV infection (78±22 vs. 55±29 vs. 
68±30 ml/min, p=0.38), respectively. The proportion of patients with eGFR<50ml/
min was higher in G2 (24% vs. 38% vs. 24%, p=0.033). Protocol biopsies performed 
at month 12 in 86/181 patients (G1=31, G2=32 G3=23) showed chronic allograft 
nephropathy in 7(22%), 5(15%) and 4(17%) patients (p= 0.76). Conclusion: This 
preliminary analysis suggests that EVR with antithymocyte globulin induction is 
associated with similar renal function compared to patients receiving MPA.
DISCLOSURES: Tedesco, H.: Grant/Research Support, Novartis.

Abstract# B968 
Long-Term Outcomes Following a Calcineurin Sparing Protocol 
After Renal Transplantation. K. Soliman,1 E. Mogadam,1 M. Laftavi,1 S. 
Patel,1 L. Feng,1 M. Said,1 O. Pankewycz.2 1Surgery, SUNY, University at 
Buffalo, Buffalo, NY; 2Medicine, SUNY, University at Buffalo, Buffalo, NY.
Despite remarkable advances in early kidney allograft survival rates, improvements in 
long-term outcomes remain limited primarily due to chronic progressive renal injury. 
One of the many possible causes of chronic allograft injury is calcineurin inhibitor 
(CNI) toxicity. To avoid CNI toxicity and to improve graft longevity, patients have 
been converted to non-CNI immunosuppressive regimens. Due to the anti-fi brotic 
effects of TORC1 inhibitors, these agents were proposed as non-nephrotoxic options 
to replace CNI in renal transplantation. Since the lasting consequences of TORC1 
inhibitor therapy are not well defi ned, we report our 9 year experience with a CNI 
sparing protocol. We reviewed the medical records of all 600 patients transplanted in 
our center from 2001 to 2011. We compared the outcomes of patients who received 
continuous CNI based therapy (CNI, n=365) to those who were converted to sirolimus 
and remained on this drug throughout the study (CONV, n=109). The two groups 
were similar for recipient and donor characteristics as well as immunosuppressive 
therapy. Diabetes was more common in the CNI group whereas hypertension and 
re-transplants were more frequent in the CONV group. Graft and patient survival 
rates were equivalent in both groups (Fig1). There was no difference in the causes 
of death. The causes of graft loss were also similar except that recurrent disease was 
more common in the CONV group. The rate of acute rejection (19.1% CNI vs. 15% 
CONV, p=0.47) was similar. Renal function was also not different between groups. 
There was no difference in outcomes in patients converted within or after one year. 
Therefore, long-term outcomes following renal transplantation are no different 
whether patients are switched to sirolimus or remain on CNI therapy.

Abstract# B969 
Transition From Tacrolimus to Sirolimus vs Continued Tacrolimus 
in Renal Allograft Recipients: Impact On Glycemic Parameters. 
F. Diekmann,1 H. Tedesco-Silva,2 V. Peddi,3 A. Sanchez-Fructoso,4 
B. Marder,5 G. Russ,6 A. Flynn,7 C. Hahn,7 H. Li,7 M. Tortorici,7 S. 
Schulman.7 1Hospital Clinic de Barcelona, Barcelona, Spain; 2Hospital 
do Rim e Hipertensao, Sao Paulo, Brazil; 3California Pacifi c Medical 
Center, San Francisco, CA; 4Hospital Clinico San Carlos, Madrid, Spain; 
5Presbyterian/St Luke’s Medical Center, Denver, CO; 6Royal Adelaide 
Hospital, Adelaide, Australia; 7Pfi zer, Collegeville, PA.
Purpose: Transition from tacrolimus (TAC) to sirolimus (SRL) vs continued TAC 
and impact on glycemic parameters were assessed in renal allograft recipients.
Methods: Open-label randomized, multinational phase 4 study screened pts at 

© The Authors. Compilation © The American Society of Transplant Surgeons, The Transplantation Society and the American Society of Transplantation



541

transplant (TX). Pts received TAC and inosine monophosphate dehydrogenase 
inhibitor from TX, were randomized 90-150 days post-TX to continue TAC or switch 
to SRL, and were followed for 2y. Glycemic parameters were assessed. New-onset 
diabetes mellitus (NODM) was defi ned as  ≥25 days of diabetes therapy or glucose  
≥126 (fasting) or  ≥200 (nonfasting) mg/dL.
Results: 254 pts (SRL 131; TAC 123) were randomized and dosed (mean age 52y; 
male 65%; white 75%). Mean cumulative steroid doses were 6312mg (SRL group) 
and 4126mg (TAC group). Postrandomization dosing was similar between groups. 
30 (16%) pts developed NODM post-TX but prerandomization. Postrandomization, 
15 (18%) SRL and 4 (6%) TAC pts (P=.03) developed NODM; 14/15 SRL and 3/4 
TAC pts had  ≥1 elevated glucose level. Most were not treated for NODM. 11 pts (8 
SRL; 3 TAC) had hyperglycemia events or NODM; none discontinued. No signifi cant 
between-group difference occurred in glycemic parameters.
Table. Change in Glycemic Parameters From Baseline–2y Post-TX
On-Therapy Parameter SRL, 

n
Adj Mean Change 
(SE) TAC, n Adj Mean Change (SE)

HbA1C, L/L 74 0 (0) 87 0 (0)
Fasting blood glucose, 
mmol/L 80 0.2 (0.3) 96 -0.2 (0.2)
Fasting insulin, pmol/L* 71 27.2 (17.4) 84 17.2 (16.0)
Fasting HOMA-insulin 
resistance* 66 1.2 (1.1) 77 1.1 (1.0)
Fasting HOMA-β* 66 236.8 (145.9) 77 20.5 (135.0)
Weight, kg 84 2.5 (0.6) 106 2.8 (0.5)
Waist circumference, cm 78 0.8 (1.1) 90 3.3 (1.0)
BMI, kg/m2 82 0.8 (0.2) 102 1.0 (0.2)
*Change from baseline–1y

Conclusion: Post-TX, similar proportions of pts receiving TAC vs SRL developed 
NODM; however, SRL was associated with higher NODM postrandomization. 
No signifi cant between-group differences occurred in glycemic parameters. It is 
unclear if NODM postrandomization was due to higher steroid use in the SRL 
group; analyses are ongoing.
DISCLOSURES: Diekmann, F.: Grant/Research Support, Novartis, Speaker’s 
Bureau, Pfi zer, Novartis. Tedesco-Silva, H.: Grant/Research Support, Astellas, Bristol 
Myers Squibb, Novartis, Pfi zer, Roche, and Veloxis, Other, Novartis, Consultant, 
Pfi zer, Consultant. Peddi, V.: Grant/Research Support, Astellas, Bristol Myers 
Squibb, Novartis, Pfi zer, Quark. Sanchez-Fructoso, A.: Grant/Research Support, 
Novartis, Speaker’s Bureau, Novartis, Pfi zer. Russ, G.: Other, Astellas, Honorarium, 
Novartis, Honorarium, Pfi zer, Honorarium. Flynn, A.: Employee, Pfi zer. Hahn, 
C.: Employee, Pfi zer. Li, H.: Employee, Pfi zer. Tortorici, M.: Employee, Pfi zer. 
Schulman, S.: Employee, Pfi zer.

Abstract# B970 
Pediatric Patients Benifi t From Steroids Free Regimen After Kidney 
Transplantation: A Meta-Analysis. R. Deng, H. Zhang, Y. Zheng, L. 
Liu, C. Wang. Organ Transplant Center, The First Affi liated Hospital, 
Sun Yat-sen University, Guangzhou, Guangdong, China.
Background: Steroids use in pediatric patients is associated with growth retardation 
after kidney transplantation.Objective: To evaluate the effect of steroids avoidance 
or withdrawal (SAW) protocol on pediatric recipients by performing a meta-analysis 
of randomized controlled trials (RCTs).Method: A systematic literature search 
was performed using Pubmed, OVID EMBASE and Evidence-based Reviews 
which include Cochrane Database of Systematic Reviews (CDSR). All prospective 
RCTs comparing steroid-based (SB) regimen with SAW regimen in pediatric renal 
transplantation were selected. The extracted data were pooled by meta-analysis to 
provide summary effects (relative risk [RR] or weighted mean difference [WMD]) 
with 95% confi dence intervals (CI). The primary endpoint was height Standardized 
Z-scores (SDS) change. Acute rejection (AR) rate, graft function and incidence 
of complications were the second endpoints. Results: Ten publications from 5 
eligible RCTs were selected, with 530 patients involved. For height SDS change, 
no signifi cant difference was found between SAW and SB groups when all ages 
grouped together (WMD 0.35, CI -0.01–0.71, P=0.06). However, the prepubertal 
patients did have a higher height SDS increment in the SAW group compared to 
the SB group (WMD 0.60, CI 0.22–0.97, P=0.002). For secondary endpoints, no 
signifi cant difference was observed either in the risk of AR (RR 0.82, CI 0.52–1.29, 
P=0.40) or graft function reported as creatinine clearance or estimated glomerular 
fi ltration rate (WMD -0.12, CI -3.24– -3.00, P=0.94). There was also no signifi cant 
difference in either the risk of cytomegalovirus infection (RR 1.03, CI 0.61–1.75, 
P=0.90) or urinary tract infection (RR 1.05, CI 0.77–1.43, P=0.77). The risk of 
hyperglycemia was signifi cantly reduced in SAW group (RR 0.25, CI 0.10–0.66, 
P=0.005) and no signifi cant difference was identifi ed in the risk of hypertension 
(RR 0.82, CI 0.56–1.19, P=0.30). Anemia was of greater risk in SAW group 
(RR 1.73, CI 1.16–2.57, P=0.007) compared with SB group.Conclusion: SAW 
regimen is benefi cial to the catch-up growth in prepubertal recipients after kidney 
transplantation, and does not increase the risk of AR or decrease the eGFR. It is 
also protective from hyperglycemia. However, more high-quality clinical trials are 
required for the validation of SAW regimen since the size of participants is limited 
in the present study.

Abstract# B971 
Management of Immunosuppression in Critically Ill Renal Transplant 
Patients in the ICU: Immunologic and Overall Long-Term Outcome. 
O. Staeck, D. Khadzhynov, D. Schmidt, M. Niemann, F. Petereit, N. 
Lachmann, H. Neumayer, K. Budde, F. Halleck. Nephrology, Charite 
Universitaetsmedizin, Berlin, Germany.
Background: Little data exists to guide the management of immunosuppression in 
critically ill patients in the ICU. Reduction of the immunosuppressive medication may 
reduce the risk of infection, but may consequently increase the risk of sensitization, 
rejection and graft failure.
Methods: A retrospective long-term observational study of a well-characterized 
cohort of 140 consecutive kidney transplant patients admitted to the ICU between 
2003 and 2013. Demographic and clinical data as well as long-term outcomes over 
a period of maximal 10 years after transplantation were assessed.
Results: During ICU stay 58 patients received reduced immunosuppression as a 
monotherapy (mono IS), 82 patients received immunosuppressive therapy with 
multiple agents (multiple IS). The baseline characteristics of the two groups did 
not differ signifi cantly.
Patients with immunosuppression reduced to monotherapy during ICU–stay (mono 
IS) had signifi cantly higher severity of illness scores than patients who received 
immunosuppression with multiple agents (multiple IS): APACHEII 22 vs. 17, 
p=0.004. Nevertheless 5-year mortality was not signifi cantly different (both groups 
39%, logrank p=0.771). Between the groups (mono IS vs. multiple IS) there was no 
signifi cant difference in the occurrence of de novo donor-specifi c HLA-antibodies 
(12% vs. 11%, p=1.000), rejections (9% vs. 7%, p=0.762), baseline creatinine 1 
year post-ICU (2.1 vs 1.9 mg/dl, p=0.322) and 5 years post-ICU (1.7 vs. 1.9 mg/
dl, p=0.935).
Conclusions: Reduction of immunosuppression in critically ill renal transplant 
patients on ICU may reduce complications without resulting in a signifi cantly higher 
risk of sensitization, rejections and graft failures.

Abstract# B972 
Prednisolone-Free Renal Transplants With Protocol Biopsies and 
Long Term Follow Up. V. Pathak, S. Balasundaram, S. Kumar, V., D. 
Madhavan. Nephrology, Kovai Medical Center and Hospital, Coimbatore, 
Tamilnadu, India.
A total of 741 patients, who underwent kidney transplantation since July 2005 till 
October 2013 were studied. Injection thymoglobulin was used for induction at a dose 
of 1.5 mg/kg 3 doses in the fi rst 5 days. Injection rituximab 500 mg Intravenous (IV) 
was given pre-operatively to re-transplants and 200 mg to other high risk recipients. 
Maintenance immunosuppression was tacrolimus and mycophenolate mofetil 
(MMF). Steroid was discontinued by day 5. We compared the results in recipients 
of the prednisolone-free protocol with those of a historical cohort of 139 patients 
who received a maintenance dose of prednisolone 5 mg once in a day in addition to 
MMF and tacrolimus. This cohort was transplanted between June 2003 and March 
2005. 28% were pre-transplant diabetics. The patients underwent protocol biopsies 
at 3 months, 1 year and 5 years. Indicated biopsies were done whenever required. 
The total number of biopsies was 2330. The normal histology was seen in 76.8% 
patients. Subclinical rejection was seen in 3.1% patients. 14.5% patients experienced 
acute rejection. The mean serum creatinine at 1, 5 and 8 year in steroid-free patients 
were 1.2 mg/dl, 1.3 mg/dl and 1.6 mg/dl, respectively. 42 patients died in this period 
and 27 patients lost the graft. Prednisolone free treatment was continued in 77.7% 
at 8 years. BK virus was seen in 8 patients (1%). The total death rate was 5.6% for 
the entire observational period. The actuarial graft and patient survival are shown in 
following [fi gure 1] and [fi gure 2] Rapid discontinuation of prednisolone does not 
increase acute rejection rate as it was 13.5% in our historical cohort. Prednisolone 
withdrawal drastically reduced NODAT as it was seen in only 5.7% of patients in 
comparison to 43% at 2 weeks and 23% thereafter in historical cohort.
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Abstract# B973 
Prospective, Randomized Study On Graft Function Comparing 
Steroid-Free to Calcineurin-Inhibitor-Free Immunosuppressive 
Treatment After De Novo Kidney Transplantation (PREMIERE). 
P. Peeters,1 J. Bosmans,2 L. Weekers,3 J. Sennesael,4 D. Kuypers,5 N. 
Broeders,6 S. Van Laecke,1 M. Wissing,4 K. Vanhoutte,1 D. Abramowicz.6 
1Nephrology, Ghent University Hospital UZG, Ghent, Belgium; 
2Nephrology, Antwerp University Hospital UZA, Antwerp, Belgium; 
3Nephrology, CHU Liege, Liege, Belgium; 4Nephrology, Brussels 
University Hospital UZB, Brussels, Belgium; 5Nephrology, Leuven 
University Hospital, Leuven, Belgium; 6Nephrology, Brussels University 
Hospital Erasme, Brussels, Belgium.
We randomly assigned 122 recipients to steroid-free (SF)(basiliximab + cyclosporine 
+ MPA + steroids (discontinued after month 3)) regimen or treatment with reduced 
exposure to calcineurin-inhibitor (CI) (basiliximab + cyclosporine (reduced dose 
converted to MPA after 3 m) + everolimus + steroids), CI-free (CIF). In ITT analysis, 
the primary end-point was the glomerular fl tration rate (GFR) estimated by CKD-
EPI formula, at Y1.
- At year 1, the eGFR, was not statistically signifi cantly different (p=0.22) in patients 
in the SF group (N= 61) compared to the CIF group (N= 59) (53+/-16 and 57+/-17 
ml/min/1,73m², respectively). At year 3, the estimated GFR was not statistically 
signifi cantly different (p=0.22) in patients in the SF group compared to the CIF 
group (52+/-16 and 57+/-19 ml/min/1,73m² respectively).
- Graft failure was not signifi cantly different; the estimated allograft Kaplan-Meier 
(p=0.10) survival probability is constant after 1 year: 96.4% [91.5-100] and 88.7% 
[80.5-97.7] at 1 y and 3 y, respectively for SF and CIF.
- Serious adverse events were equally reported in the SF group and the CIF group 
(134 vs. 128 hospitalizations, respectively and 2 deaths reported in each group). 
At year 1, only 1 patient died; after 3 years of study, another 3 patient deaths were 
reported. The proportion of patients that survive one year after transplantation is 
100% and 97,9% and at year 3 is also equal at 95.5% and 94.8% for SF and CIF 
treatment respectively.
- A total number of rejections after 1 year of 33 rejections (27,5%) was registered 
(24,6% [n=15] SF, 31.0% [n=18] CIF); after 3 years, 40 rejections were registered 
of which 39 (32,5%) were investigated by biopsy (31,1%[n=19] in the SF group 
and 34,5%[n=20] in the CIF group).
- Proportion of patients with at least one AE during treatment was identical between 
the groups (68.9% vs. 69.0%)
Conclusions: A CIF regimen has equal outcome parameters for renal function, 
patient and graft survival and acute rejection rates, as compared to a SF regimen.

Abstract# B974 
Prospective Randomized Study of Low Level CNI vs SRL @ 6 Mos 
Posttx, While Pred (P)-Free. A. Matas, K. Gillingham,  Divs Tx & Tx 
Neprol. Surgery, U of MN, Mpls, MN.
Late posttx kidney graft dysfunction has been attributed to CNI toxicity. We studied 
late (>6 mos) low level CNI vs conversion to sirolimus (SRL) in recipients on a rapid 
discontinuation of P (RDP) protocol (Ab, CNI, MMF, P stopped at 6 days postop). 
532 1st and 2nd tx recipients (325 LD; 207 DD) on RDP were randomized to CSA 
(n= 271) (targeted levels, Table 1) vs TAC (n=261). Exclusion criteria: simultaneous 
or previous extra-renal tx; DSA). 
Table 1 - Targeted Levels
Phase 1: CSA - mos 1-3, 150-200 ng/ml (by HPLC); mos 3-6, 125-150

TAC - mos 1-3 ng/ml, 8-12; mos 3-6, 6-8
Phase 2: CSA - mos 6-9, 100-125; >9 mos, 75-100

TAC - mos 6-9, 6-8; >9 mos, 3-5
SRL - 5-8ng/ml

At 6 mos posttx, each grp was re-randomized to low level CNI (levels, Table 1) vs 
SRL. Exclusion criteria: >1 AR; AR in mos 5-6; hx of BK; DSA. Recips signed 
consent for the double randomization pre-tx. We studied post-randomization 
outcomes. Phase 1 – There was no diff in demographics between groups. At 6 mos 
posttx, there was no signif diff in patient survival (PS) graft survival (GS), AR-free 
GS , CMV-free and BK-free survival, NODM, and renal function. Phase 2 – Only 
191 of 397 (48%) eligible recipients re-consented at 6 mos (58 CSA; 87 TAC). 
Major reason for not re-consenting: not willing to be re-randomized. Comparing 
low level CNI (both CNIs) vs SRL @ 60 mos post re-randomization, there were no 
signifi cant differences in actuarial outcomes for PS, GS , death-censored GS, AR-free 
GS , CMV- and BK-free survival, renal function and malignancy rates (Table 2).
Table 2 - Outcomes (Phase 1)

Phase 1 (6 mos) Phase 2 (post re-randomization
CSA TAC Low CNI SRL

48mos/60mos 48mos/60mos
Patient Survival (PS) 99% 98% 89%/86% 96%/96%
Graft Survival (GS) 99% 99% 85%/80% 93%/93%
Death Censored GS 95%/92% 93%/93%
AR-free Survival 80% 85% 94%/94% 91%/91%
CMV-free 90% 92% 89%/89% 86%/86%
BK-free 97% 93% 95%/95% 98%/98%
NODM-free 99% 99%
Serum Cr Level 1.5±0.4 1.4±0.6
eGFR 55±17 57±18
serum Cr, 1 yr post re-randomization 1.5±0.4 1.3±0.3
2 yr 1.4±0.5 1.3±0.3
3 yr 1.4±0.5 1.4±0.4
4 yr 1.3±0.8 1.3±0.4
Non-skin Malignancy Free 93%/93% 93%/93%
Skin Malignancy Free 82%/75% 84%/84%

Also, there were no diff in outcomes between each CNI and SRL (data not shown). 
We conclude: 1) in a study, it is diffi cult to convert stable tx recipients posttx; only 
48%, who consented at tx, re-consented. 2) There were no differences in actuarial 
60 month outcomes after randomization to low level CNI vs conversion to SRL.
DISCLOSURES: Matas, A.: Grant/Research Support, sanofi , astellas, BMS, 
Pfi zer, Novartis.

Abstract# B975 
Management of the Wound Complications in De Novo Renal 
Transplant Recipients: US92 12-Month Randomized Study. D. Shaffer, 
Y. Qazi, D. Kim, S. Mulgaonkar, F. Shihab, S. Tomlanovich, D. Patel, K. 
McCague, B. Kaplan. CRAD001AUS92 Study Group.
Background: In renal transplant recipients (RTxR), reducing CNI exposure with 
mTOR inhibitor can have a positive impact on renal function (RF). However, the 
use of higher dose of mTORi-based immunosuppression may be associated with 
an increased risk for wound complications (WC). Here we report the incidence of 
WC and management in the US92 study.
Methods: In this 12 month (M), multicenter (52 US & Canadian centers), 
randomized, open-label non-inferiority study, 613 de novo RTxR received everolimus 
(EVR) (starting at 0.75 mg bid, adjusted to trough level 3-8 ng/ml)+low-dose 
tacrolimus (LTac; n=309) or mycophenolate mofetil (MMF) (2 g/day)+standard-dose 
Tac (STac; n=304). All RTxR received induction therapy (basiliximab if PRA<20%; 
or Rabbit ATG if PRA ≥20%) and steroids per local practice. Primary endpoint was 
composite effi cacy failure rate at 12M (tBPAR, graft loss, death, or lost to follow-up). 
Incidence of WC with EVR+LTac vs MMF+STac throughout 12M were reported 
descriptively. Infl uence of BMI, recipient age, induction agent, and history of diabetes 
on WC was also analyzed by logistic regression.
Results: At 12M, the composite effi cacy failure rate with EVR+LTac vs MMF+STac 
was 24.6%; n=76 vs 20.4%; n=62. In the logistic regression analysis, history of 
diabetes was the only signifi cant risk factor for WC (OR=1.56, 95% CI [1.04, 
2.34], p=0.031) and more recipients had a history of diabetes in EVR+LTac (n=111, 
36.3%) vs MMF+STac (n=95, 31.3%). Delayed or impaired transplant incision 
healing was the most frequently reported WC (Table) and despite the imbalance in 
baseline characteristics, there was no signifi cant difference between the treatment 
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groups. Similar proportions of patients in both EVR+LTac vs MMF+STac needed 
surgical repair (7.2% vs 5.6%; p=0.5087) or interventional radiology (4.6% vs 
4.3%; p=0.9999).

Wound Complications
EVR+LTac
N=309
n(%)

MMF+STac
N=304
n(%)

p-value

Lymphocele 26(8.5) 18(5.9) 0.2735
Seroma 24(7.8) 16(5.3) 0.2523
Urinoma 4(1.3) 3(1.0) 0.9999
Hematoma 22(7.2) 20(6.6) 0.8733
Delayed or impaired transplant incision healing 51(16.7) 36(11.8) 0.1046
Hernia 5(1.6) 6(2.0) 0.7714
Dehiscence 16(5.2) 11(3.6) 0.4318

Conclusions: Incidence rate of each WC was not statistically different in EVR+LTac 
vs MMF+STac. A higher number of patients in EVR+LTac group had history of 
diabetes that was a signifi cant factor for WC. Management required for WC was 
similar between the two treatment groups.
DISCLOSURES: Shaffer, D.: Grant/Research Support, Novartis. Mulgaonkar, 
S.: Grant/Research Support, Novartis, Other, Novartis, Advisor. Shihab, F.: Other, 
Novartis, Consultant and Speaker, Astellas, Consultant. Tomlanovich, S.: Grant/
Research Support, Novartis, Genzyme, Genentech, Astellas, Alexion, Pfi zer. Patel, 
D.: Employee, Novartis Pharmacutical Corporation. McCague, K.: Employee, 
Novartis Pharmacutical Corporation.

Abstract# B976 
Use of Belatacept as Rescue in Kidney Graft Recipients With 
Intolerance to Calcineurin Inhibitors: A French Multicenter Report 
of 36 Cases. Y. Le Meur,1 F. Aulagnon,2 D. Bertrand,3 A. Heng,4 S. 
Lavaud,5 S. Caillard,6 H. Longuet,7 A. Grall,1 C. Legendre.2 1, Brest, 
France; 2Hopital Necker, Paris; 3, Rouen; 4, Clermont-Ferrand; 5, Reims; 
6, Strasbourg; 7, Tours.
Belatacept is indicated as an alternative to CNIs in de novo renal transplantation. 
Because this drug avoids toxicity of CNIs some physicians were tempted to use it 
as a rescue molecule in case of intolerance to CNIs.
We report 36 cases of a switch from CNI to belatacept in 7 transplant centers in 
France.
Patients: We studied 16 male and 20 female (mean age 61 years, 31/36 deceased 
donors), with low immunological risk. The immunosuppressive regimen included 
induction therapy (22 anti IL-2R, 12 ATG), CNIs (8 csa, 28 tac), steroids and 
mycophenolates. 34/36 patients had a graft biopsy before switch. Two groups of 
patients were identifi ed. In group 1 (G1, n=18, 17/18 Extended Criteria donors) 
switch was performed early, before 6 months (median date: day 96) and indications 
were delayed graft function or low GFR; with evidence on the biopsy of vascular 
lesions of the donor, tubular necrosis and in one case microangiopathy. Two patients 
were switched for extra indications: one for non compliance and diabetes, one for 
neurological toxicity. In group 2 (G2, n=18), the switch was performed later (median 
date: day 500), indication was deteriorating GFR, with FIAT, chronic vascular lesions 
and suspicion of CNI nephrotoxicity on biopsy . One patient was switched because 
of pancreatitis due to tac. Belatacept was administrated every two weeks during 
two months and then monthly.
Results: In G1 there is one death and 3 grafts were lost. The remaining grafts are 
functioning well with a decrease of the mean creatinine level respectively: 303, 164 
and 190 μmol/l (p<0.01) before switch, at nadir and at the last visit (median follow-
up: 260 days). In G2, all grafts are functioning with a non signifi cant decrease of the 
mean creatinine level respectively: 222, 134 and 189 μmol/l before switch, at nadir 
and at the last visit (median follow-up: 347 days). The 2 cases of non renal toxicities 
of CNI improved as well. Tolerance of belatacept was good. Overall, only one 
patient had an acute rejection episode. Six patients had infectious complications : 2 
norovirus diarrhoea, 1 pneumonia, 1 cutaneous cellulitis, 1 mycobacterium infection.
Conclusions: Use of belatacept as rescue seems promising and improves GFR. In 
particular, an early switch in patients receiving ECD kidneys and with severe CNI 
nephrotoxicity could save some grafts.
DISCLOSURES: Le Meur, Y.: Other, BMS, speaker fees, Novartis,  travel grant 
and speaker fees, Roche, consulting fees, Genzyme, speaker fees. Legendre, C.: 
Other, Alexion, travel grant and speker fees, Novartis, travel grant and speker fees.

Abstract# B977 
Donor Specifi c Antibody (DSA) Formation in Tacrolimus-Based, 
Mycophenolate vs mTOR Immunosuppression Regimens. Z. Mithani, 
O. Adebiyi, J. Gralla, P. Klem, J. Cooper, A. Wiseman. Transplant Center, 
Nephrology, University of Colorado, Aurora, CO.
The infl uence of mTOR inhibition upon DSA formation and later clinical events is 
controversial, with small reports suggesting a higher rate of DSA with mTOR but 
experimental data suggesting potential inhibitory signaling pathways. Prior clinical 
studies did not include regimens with tacrolimus (TAC) and/or prednisone (P) with 
adequate controls. We compared de novo DSA formation (DSA+) rates between 
two common immunosuppression regimens (TAC/MPA/P vs. lower exposure TAC/
mTOR/P) and clinical outcomes 

Methods: 66 kidney and SPK recipients on TAC (lo)/mTOR/P (36 with everolimus, 
30 with sirolimus) from hospital discharge were compared in a case-control study 
to 132 patients on TAC/MPA/P, matched for age, gender, race, and type/timing of 
transplant from 2007-2012. DSA assessment was performed prospectively at time 
of transplant and at 1, 6, 12, and 24 months post-transplant using single antigen 
beads. We compared de novo DSA formation ( ≥500 MFI), proteinuria, GFR and 
acute rejection (AR) between the two groups.
Results: With a mean follow up of 796 days, TAC (lo)/mTOR had a higher proportion 
DSA+ at all time points but did not meet statistical signifi cance. By one year, DSA+ 
rates were 35% with TAC (lo)/mTOR vs 28% with TAC/MPA (OR 1.37; 95% CI 
0.69-2.75; p= 0.37) There was no signifi cant difference between the two arms when 
comparing clinical outcomes, including GFR at 12 months, proteinuria at 12 months 
and AR at 12 months.

N Tac at 1y 
(ng/ml)

DSA 
by 1y

DSA 
overall

GFR at 1y 
(ml/min)

Proteinuria 
at 1y (g/d)

Acute Rejection, 
1y

Tac(lo)/mTOR 66 5.4* 
(p=0.04)

35% 36% 56.8 0.28 9.1%

Tac/MPA 132 6.5 28% 34% 55.7 0.21 11.8%

When comparing Sirolimus vs Everolimus, there was no signifi cant difference in 
DSA formation or clinical outcomes. Neither the type of DSA (class I vs class II) 
nor strength of DSA (MFI) were signifi cantly different among groups. Comparing 
those that formed DSA vs those that did not, GFR was not different at 1 year but 
proteinuria was signifi cantly higher in DSA+ vs DSA- (0.35 vs 0.17g/d, p=0.03).
Conclusion:In kidney and SPK transplant patients on TAC/prednisone regimens, 
mTOR inhibition was associated with similar rates of DSA formation compared 
to MPA. Our study did not demonstrate a difference in GFR, proteinuria or acute 
rejection at one year between the two arms. mTOR therapy is neither protective 
nor permissive in DSA formation or downstream clinical surrogates of antibody-
mediated injury.
DISCLOSURES: Wiseman, A.: Other, Novartis, consultant, Tolera, consultant, 
Astellas, consultant.

Abstract# B978 
The Safety of Lower Doses of Immunosuppressants in Rituximab-
Treated Kidney Transplantation. C. Baek,1 M. Kim,1 J. Kim,1 W. 
Yang,1 D. Han,2 S. Park.1 1Division of Nephrology, Department of Internal 
Medicine, Asan Medical Center, University of Ulsan College of Medicine, 
Seoul, Korea, Republic of; 2Department of Surgery, Asan Medical Center, 
University of Ulsan College of Medicine, Seoul, Korea, Republic of.
Background: Rituximab, an anti-CD20 antibody, effectively depletes B lymphocytes 
and is used in ABO-incompatible or HLA-sensitized kidney transplantation. However, 
it is not clear whether the conventional doses of maintenance immunosuppressants 
in rituximab-treated kidney transplantation are appropriate. We studied the safety 
of lower doses of immunosuppressants in rituximab-treated kidney transplantation.
Methods: We previously reported the results of retrospective study that showed 
serious infectious complications were increased in rituximab-treated kidney 
transplant recipients. In this study, we prospectively evaluated 72 patients who 
used lower doses of maintenance immunosuppressants (tacrolimus, mycophenolate 
mofetil (MMF) and methylprednisolone) compared to previous study as a new 
protocol (group 1). Sixty-seven patients of study group in the previous report served 
as control group (group 2).
Results: The doses of MMF (in grams/day) at the following times postoperatively 
were lower in group 1 than in group 2: 1month: 0.95±0.241vs. 1.26±0.42, p = 0.000; 
3 months: 0.93±0.30 vs. 1.14±0.51, p = 0.007; 6 months: 0.94±0.26 vs. 1.07±0.50, p 
= 0.095; 1 year: 0.93±0.28 vs. 0.88±0.52, p = 0.637; 2 years: 1.08±0.20 vs. 0.69±0.55, 
p = 0.252). The doses of tacrolimus and methylprednisolone were also signifi cantly 
lower in group 1. Total infection occurred more often in group 2 (29.2% vs. 52.2%, 
p = 0.006). The incidence of CMV infection was also higher in group 2 (2.8% vs. 
16.4%, p = 0.007). One patient of group 1 and 2 patients in group 2 died of infection. 
The reduction of maintenance immunosuppressants did not increase the incidence 
of acute rejection in group 1 (4.2% in group 1 vs. 4.5% in group 2, p = 1.000). If 
patients who died with functioning graft were excluded, graft survival was 100% in 
group 1 and 98.5% in group 2 (p = 0.482). Serum creatinine levels postoperatively 
were not higher in group 1 than in group 2.
Conclusion: Lower doses of maintenance immunosuppressants reduced the 
incidence of infection without increasing rejection or graft loss and it might be 
adequate to reduce the doses of maintenance immunosuppressants in rituximab-
treated kidney transplantation.

Abstract# B979 
Long Term Follow Up of De Novo Use of mTOR Inhibitors (mTORi) 
After Kidney Transplantation. M. Paula, P. Hannun, C. Felipe, A. 
Ferreira, M. Cristelli, M. Franco, H. Tedesco, J. Medina-Pestana. 
Nephrology Division, Hospital do Rim UNIFESP, Sao Paulo, Brazil.
Introduction: This study aimed to evaluate the 10-year effi cacy, safety and 
tolerability of mTOR inhibitors (mTORi) in a single center.
Methods: This is a retrospective analysis of data obtained from 10 prospective 
randomized controlled trials using de novo combination of sirolimus (SRL) or 
everolimus (EVR) and calcineurin inhibitors (CNi, cyclosporine, CSA or tacrolimus, 
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TAC) in kidney transplant recipients. SRL (n=329) combined with CsA (n=234) or 
TAC (n=95) and EVR (n=128) combined with CsA (n=110) or TAC (n=18) were 
compared to control arms (n=124) of the original studies using antimetabolites [MPA 
(n=89) combined with CSA (n=39) or TAC (n=50) or AZA (35) combined with CSA]. 
The mean follow up time was 7 years, and 137 patients reached 10 years of follow 
up. Results: Patients in SRL group were younger and had higher proportion of non-
Caucasians compared to EVR and control. There were no differences in 10 years 
survival free of biopsy-proven acute rejection (68 vs. 60 vs. 71%, p=0.67), patient 
survival (89 vs. 86 vs. 92%, p=0.88) and graft survival (58 vs. 60 vs. 65%, p=0.7), 
respectively.The incidence of CMV infection was lower SRL (6% vs. 11%, p=0.04) 
and EVR (3% vs. 11%, p=0.01) compared to the control. There were no differences 
in tuberculosis, BK virus, herpes zoster and fungal infection rates.At 5 years, mean 
creatinine (1.71±0.75 vs. 1.77±0.66 vs. 1.50±0.54 mg/dl, p=0.02), proteinuria 
(0.65±0.97 vs. 0.46±0.65 vs. 0.32±0.68 g/l, p=0.01), total cholesterol (217±57 vs. 
220±50 vs. 198±46, mg/dl, p=0.01), triglycerides (242±186 vs. 226±132 vs. 226±163, 
mg/dl, p=0.01) but not glucose (102±46 vs. 97±22 vs. 93±22, mg/dl, p=0.11) were 
higher among patients receiving mTORi compared to control, respectively. At 10 
years treatment discontinuation was higher in SRL (65 vs. 31%, p<0.001) and EVR 
(48 vs. 31%, p=0.009) compared to control group. Discontinuation of SRL, EVR 
or antimetabolite were comparable (25 vs. 19 vs. 18%, p=0.17). Discontinuation of 
CNi was higher in SRL (37 vs. 13%, p<0.001) but not in EVR (13 vs. 13%, p=0.9) 
compared to the control. Discontinuation of both CNi and SRL occurred in 3% 
and CNi and EVR in 15%. Conclusion: The effi cacy of de novo use of mTORi is 
comparable to that of antimetabolites in kidney transplant recipients receiving CNi. 
The safety profi le is unfavorable, showing higher treatment discontinuation rates, 
inferior graft function, higher proteinuria and worse lipid profi le.

Abstract# B980 
Comparison of Tacrolimus vs MMF Reduction After Kidney 
Transplantation. M. Posadas Salas,1 E. Nwadike,1 D. Taber,2 N. Pilch,3 
M. Salazar,1 T. Srinivas.1 1Department of Medicine, Medical University 
of South Carolina, Charleston, SC; 2Department of Surgery, Medical 
University of South Carolina, Charleston, SC; 3Department of Pharmacy, 
Medical University of South Carolina, Charleston, SC.
Dose reductions in tacrolimus (FK) and mycophenolate mofetil (MMF) are frequent 
for reasons of infection, neoplasia, or intolerance. Understanding the clinical 
phenotype of immunosuppression reduction (ISR) may guide clinical decision 
making.
Methods: Longitudinal cohort study of adult kidney transplant recipients (KTXR) 
2005–12. We defi ned ISR as FK trough <8 ng/mL or MMF dose <1g/day for at 
least one month within the fi rst year post-transplant. We examined the associations 
between IS doses/levels and clinical outcomes.
Results: Of 1,025 KTX patients, 62% had no ISR, 15% had MMF reduction, 23% 
had FK reduction. Table 1 shows baseline demographics and clinical outcomes. 
Mean GFR at 1 year was signifi cantly higher for FK vs MMF reduction. MMF 
reduction was associated with readmissions and infections, particularly CMV and 
BK. FK reduction was associated with increased rejection, both cellular and antibody-
mediated rejection (AMR). Any form of ISR was associated with increased interstitial 
fi brosis/tubular atrophy (IFTA). Figure 1 shows IFTA and AMR-free survival.
Conclusion: ISR with infection or intolerance has variable downstream clinical 
expression. FK reduction is associated with better 1 year eGFR. FK reduction is 
associated with increased frequency of rejection. MMF dose reduction is associated 
with infections, particularly CMV and BK. Any form of ISR is associated with IFTA.

DISCLOSURES: Srinivas, T.: Grant/Research Support, Astellas, Bristol Myers 
Squibb, Novartis.

Abstract# B981 
Safety Profi le After Planned Conversion From Tacrolimus (TAC) 
to Sirolimus (SRL) Based Immunosuppressive Therapy in Kidney 
Transplant Recipients (KTR). M. Felix, C. Felipe, H. Tedesco, J. 
Medina-Pestana. Nephrology Division, Hospital do Rim UNIFESP, Sao 
Paulo, Brazil.
Introduction: Conversion from calcineurin inhibitor to SRL has been used to 
improve and preserve renal function. SRL-associated adverse events may limit the 
safety and tolerability of this strategy.
Methods: This is a detailed safety analysis of a prospective, open-label, randomized 
study involving 169 kidney transplant recipients who were treated for 3 months 
with TAC and mycophenolate (MPS) and then re-evaluated to be converted from 
TAC to SRL or to be kept in original regimen. All adverse events with incidence > 
5% and laboratorial parameters of patients who met criteria for intervention were 
evaluated during 24 months, according to the Common Terminology Criteria for 
Adverse Event v.4.
Results: Of 169 randomized patients, 160 reached month 3 (3 death, 5 graft loss, 1 
withdraw of consent). Only 119 patients (74%) met the criteria for intervention: 60 
were converted to SRL and 59 were kept on TAC and 41 were not able to follow the 
conversion plan due to previous acute rejection (54%), eGFR<40 mL/min (20%), 
proteinuria>0,5g/day (12%), previous interruption of TAC and MPS (10%) or 
surgical complications (2%) and investigator criteria (2%). Of 1488 adverse events 
reported in 24 months, 628 (42%) occurred before the conversion. Gastrointestinal 
disorders (66%) and infections (61%) were the most frequent type of events. After 
conversion, there were 860 (58%) events: 466 in SRL vs. 394 in TAC. No signifi cant 
differences between the two groups were observed in gastrointestinal disorders 
(34% vs. 29% p=0,23) or infection (37% vs. 35% p=0,79), the most frequent type 
of adverse events. Differences between groups were noted for oral ulcer (14 vs. 0%, 
p=0<0.05) and dermatitis (8 vs. 2%, p=0<0.05) which were more frequent in SRL 
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and upper limb pain (2 vs. 7%, p=0<0.05) more frequent in TAC. Mean cholesterol 
(226±51 vs. 184±55 mg/dl, p=0<0.05) and triglycerides (248±209 vs. 181±131mg/
dl, p=0<0.05) were higher in SRL at 24 months. There were 3 SRL discontinuation 
(BK virus nephropathy, pancreas transplantation and lost follow up) and 4 TAC 
discontinuations (neoplasia [2], diarrhea, and pancreas transplantation).
Conclusion: This safety analysis showed that 26% of KTR were not suitable to 
proceed with SRL conversion at 3 months. After conversion, 95% of patients were 
kept in the same regimen up to 24 months. Dyslipidemia, oral ulcer and dermatitis 
were more frequent in SRL treated patients.
DISCLOSURES: Tedesco, H.: Grant/Research Support, Pfi zer. Medina-Pestana, 
J.: Grant/Research Support, Pfi zer.

Abstract# B982 
Surveillance Biopsy Driven Steroid Withdrawal in Kidney 
Transplantation. L. Weekers, M. Milicevic, S. Grosch, C. Bonvoisin, 
C. Bovy, J. Krzesinski. Nephrology Transplantation, CHU of Liege, 
Liege, Belgium.
Background
Surveillance biopsies (SB) can help individualized tapering of immunosuppression. 
In 2008, we have introduced surveillance biopsies at 3 months post kidney 
transplantation (KTx). Steroids were then withdrawn if the biopsy did not show 
any rejection.
Methods
All KTx performed in our center are prospectively introduced in a database since 
2005. Our cohort covers 299 KTx perfomed from Jan-2008 to Jul-2013. During this 
period, 227 SB were performed. Reasons for not performing SB and complication 
rate were retrospectively assessed. SB were scored according to the Banff 07 
Classifi cation.
Results
Characteristics of the patients and KTx are given in the table. SB was obtained in 
76% of KTx. Reasons for not proposing the SB were (n): pediatric recipient (6), 
primary non function or death (9), lost to follow-up (3), recent per-cause biopsy (24), 
mandatory anti-platelet or anticoagulation treatment (7). SB could not be performed 
in another 23 patients: 6 technical failures, 1 patient refusal and 16 others reasons. 
Among the 227 performed SB, 61 were inadequate according to Banff criteria 
leaving 166 for analysis. The complication rate was 3 % (mostly sever hematuria 
and arterio-venous fi stula, no graft lost but two transient renal function deterioration). 
Eighty-two % of the SB were normal. Abnormal fi ndings were distributed as follow 
(n): borderline (20) or sub clinical cellular (6, ranging from Ia to IIb) rejections; 
microcirculatory infl ammation (5), sub-clinical antibody-mediated rejection (1); 
among those 4 presented mixed humoral and cellular reaction. IF/TA was present in 
16% of SB and DSA were observed in 9% of the patients in whom it was determined. 
Steroids withdrawal was obtained in 66% of the KTx with normal SB. The main 
reason for not stopping steroids despite a normal SB was mycophenolate adverse 
event requiring interruption of this drug. BPAR was observed in 4 of these patients 
after steroid removal. Only one transplant was lost because patient died with a 
functioning graft for a reason not related to steroid removal.

Total Population (n=299)
Mean age at KTx year (SD) 51 (14)
Sex ratio % F 36
PRA max mean % (SD) 10 (23)
Rank of KTx (1st/2nd/3rd) n 265/31/3
HLA MM (A+B+DR) mean (SD) 2.9 (1.2)
Living donation % 6
DCD % 27
Mean Donor age year (SD) 45 (15)

Conclusion
SB was a safe procedure that allowed selective steroid withdrawal in our population. 
In 18% of the cases the SB found sub clinical features that precluded steroid 
withdrawal.

Abstract# B983 
The Spiesser Study: Results at 8 Years. P. Gatault,1,2 R. Snanoudj,3 O. 
Toupance,4 F. Weestel,5 B. Hurault de Ligny,6 M. Buchler,1,2 J. Rerolle,7 
A. Thierry,8 B. Moulin,9 J. Subra,10 A. Heng,11 I. Etienne,12 P. LePogamp,13 
B. Sautenet,1 Y. Lebranchu.1,2 1Nephrology and Clinical Immunology, 
University Hospital, Tours, France; 2EA4245, Francois-Rabelais 
University, Tours, France; 3Renal Transplantation, Necker-Enfants 
Malades University Hospital, AP-HP, Paris, France; 4Nephrology and 
Transplantation, University Hospital, Reims, France; 5Dialysis and 
Transplantation, University Hospital, Amiens, France; 6Nephrology and 
Transplantation, University Hospital, Caen, France; 7Nephrology and 
Transplantation, University Hospital, Limoges, France; 8Nephrology, 
University Hospital, Poitiers, France; 9Nephrology and Renal 
Transplantation, University Hospital, Strasbourg, France; 10Nephrology, 
University Hospital, Angers, France; 11Nephrology, University Hospital, 
Clermont-Ferrand, France; 12Dialysis and Transplantation, University 
Hospital, Rouen, France; 13Dialysis and Transplantation, Pontchaillou 
University Hospital, Rennes, France.
Introduction. The Spiesser study was a randomized trial comparing de novo 
sirolimus (SRL) and cyclosporine (CsA) in low immunologic risk kidney translant 
recipients . SRL-based regimen provided a better kidney graft function at 5 years. 
We therefore extended follow-up to 8 years.
Methods. Data of all patients with a functioning graft at 5 years were retrospectively 
collected. In intent-to-treat analysis was performed. Quantitative values and actuarial 
survivals were compared using the Fisher test and the log rank test, respectively.
Results. Data from 112 (55 SRL, 57 CsA) out of 119 patients were available. 
Between 5 and 8 years post-transplantation, SRL was withdrawn in 6 patients (2 in 
CsA group). Thus, 37% of SRL patients versus 46% of CsA patients were still on 
the allocated treatment at 8 years. Mean MDRD eGFR was higher in SRL-group 
than in CsA group (64.0±29.5 vs. 49.6±18.2 ml/min, p=0.012). No difference was 
observed for proteinuria (SRL 0.8±1.2 vs CsA 0.6±1.7 g/day, p=0.163). After 5 
years, 8 ESRD (2 SRL, 6 CsA) and 5 deaths (SRL 3, CsA 2) occurred. There was no 
difference for graft survival (p=0.615), patient survival (p=0.724) and death-censored 
graft survival (p=0.721). De novo DSA were observed in 17 patients, without any 
difference between SRL- and CsA groups (p=0.520). No differences were observed 
for incidence of solid and/or cutaneous cancer.
Conclusion. At 8 years post-transplantation, renal function remains better in SRL-
patients without increase de novo donor specifi c anti-HLA immunization.
DISCLOSURES: Lebranchu, Y.: Grant/Research Support, Roche Laboratory 
funded this extension study.

Abstract# B984 
Seven-Year Clinical and Immune Monitoring Follow-Up in an 
Alemtuzumab and Sirolimus Regimen for Kidney Transplantation. 
S. Kempton,1 E. Jankowska-Gan,1 L. Haynes,1 D. Bloom,1 T. Ellis,1 
W. Burlingham,1 S. Knechtle,2 A. Djamali.1 1University of Wisconsin, 
Madison, WI; 2Department of Surgery, Emory University, Atlanta, GA.
PURPOSE: To characterize immunologic conditions allowing for successful tapering 
of sirolimus monotherapy after alemtuzumab induction.
METHODS: Ten patients underwent renal transplantation (9 HLA haplo-matched; 
1 zero mismatch)(ITN013ST). Immunosuppression included Campath-1H (3 doses 
of 30mg), short-term Tacrolimus (60 days), and eventual Sirolimus monotherapy. 
Immune monitoring included measurement of donor specifi c antibody (DSA), 
regulation via the indirect pathway using the tv-DTH assay, and cytokine kinetics 
(MLC). Sirolimus dose was tapered at 1-year if patient GFR was greater than 50 
mL/min/1.73m2 and no rejection was present on protocol biopsy.
RESULTS: All patients are alive 7 years post transplant with their original renal 
allografts. Patients were grouped for comparison: (1) Low dose monotherapy 
Sirolimus (4-5 ng/ml serum level), (2) standard dose monotherapy Sirolimus 
(7-8ng/ml), and (3) traditional triple-drug immunosuppression. Group 1 patients 
(n=3) were rejection free with good GFR (61-68 mL/min/1.73m2), regulators, hypo 
or non-responsive to donor via MLC assay, with no DSA development. Group 2 
patients (n=3) were rejection free with adequate GFR (48-54 mL/min/1.73m2). One 
patient was a non-regulator and the other two inconsistently regulated, all were 
hypo-responsive by MLC assay, and one patient developed class-I DSA. Group 3 
patients (n=4) all developed acute rejection (2 AMR; 2 AMR+ACR) with poor GFR 
(11-39 mL/min/1.73m2). There were 2 non-regulators, 1 inconsistent regulator, and 
1 sensitized patient. Two patients in Group 3 were hyper-responsive via MLC and 
three patients developed DSA (1 Class-I; 2 Class I+II).
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CONCLUSION: Patients who maintain excellent renal function on low dose 
sirolimus monotherapy demonstrated consistent indirect pathway regulation post 
transplant. Patients with no early regulation, an inconsistent indirect pathway status, 
or consistent sensitization, required more standard immunosuppression.

Abstract# B985 
MPA-Inhibition in the Long-Term in Renal Transplant Patients: Role 
of IMPDH. D. Abendroth,1 M. Marzinzig,1 M. Stangl.2 1Center of Surgery, 
University of Ulm, Ulm, Germany; 2Ludwig-Maximilians-University, 
Munich, Germany.
Optimized MPA dosing could be central in achieving improved results. Signifi cant 
relationships between the uptake of mycophenolic acid and the risks for acute 
rejection have been reported. Aim of this prospective study was wether long term 
exposure for mycophenolate mofetil (MMF) or enteric coated mycophenolic acid 
(EC-MPS) is leading to an enzyme induction for IMPDH, thus decreasing MPA 
immunosuppressive properties and increasing the hazard for rejection.
Patients and Methods: By application of an IMPDH assay (HPLC based), enzyme 
activity was investigated in whole blood for the substrate xanthine monophosphate 
(XMP) and for xanthine (X) in isolated lymphocytes from renal transplant patients: 
Gr.I (MMF, n=23; medication:106+31mos); Gr.II (EC-MPS, n=33; medication: 
108+27mos). T0-measuments were performed immediately prior to the morning 
dose and kinetics at time points predose, 30 and 60 min,2 and 4 hrs. Dosage was 
comparable in each group and not changed over time. Basic data from 24/36 healthy 
volunteers were included. Follow up measurements were performed at week 1,2,4 
and month 3-120.
Results: IMPDH activity increased with a high variability nearly 8 fold (mean 318 
vs. 2100 pmol/min/ml) in whole blood. In isolated lymphocytes the increase was 
up to 340% and signifi cant higher in patients with rejection episodes. A decrease 
of IMPDH inhibition was found 3 to 43 months post transplantation. There was a 
high inter- and intrapatient variability. We found a correlation (not linear) between 
duration of therapy and IMPDH-activity. There was no signifi cant correlation for 
MPA-plasma concentration vs. dose or activity. The median inhibition (lowest) of 
IMPDH was only 49% under the recommended dosage.
Conclusion: We found an increase of IMPDH activity. Additional dose reductions in 
maintenance treatment might lead to underimmunosuppression. Drug “minimization” 
for MMF/EC-MPS might be hazardous for the graft.

Abstract# B986 
Infl uences of Sex and Calcineurin Inhibitors On Mycophenolic Acid 
Pharmacokinetics Post Renal Transplant. K. Tornatore,1,3 C. Meaney,1 P. 
Sudchada,1 J. Consiglio,2 G. Wilding,2 S. Chang,3 A. Gundroo,3 N. Leca,3 
R. Venuto.3 1Immunosuppressive Pharmacology Research Program, NYS 
Center of Excellence:Bioinformatics & Life Sciences, School of Pharmacy; 
2Biostatistics, School of Public Health; 3Medicine, School of Medicine, 
University at Buffalo, Buffalo, NY.
Mycophenolic acid(MPA) exhibits interpatient variability in pharmacokinetics, 
clinical response and adverse effects. We evaluated the relationship of calcineurin 
inhibitors and sex to MPA pharmacokinetics in stable renal transplant recipients.
A 12 hour pharmacokinetic study and a gastrointestinal adverse effect score(GI-
AE) documenting diarrhea, dyspepsia and vomiting were completed in 147 stable 
patients at least 6 months post-transplant receiving either cyclosporine with 
mycophenolate mofetil or tacrolimus and mycophenolate sodium. MPA area under the 
concentration-time curve(AUC), dose-normalized AUC (AUC*) and oral clearance 
were determined with non-compartmental analysis, and with GI-AE, were examined 
for differences between calcineurin inhibitor and sex using general linear models.
80 patients on cyclosporine (trough:129±47ng/ml) were compared to 67 on 
tacrolimus(trough:7.20±1.89ng/ml). Patients on tacrolimus, especially females, 
had greater MPA AUC & AUC* with slower clearances and more GI-AE. MPA 
pharmacokinetic profi les consistent with enterohepatic recycling of metabolite, 
MPA-glucuronide to MPA were present in 78% on tacrolimus versus 45% on 
cyclosporine(p<0.0001) with positive association to GI-AE(p=0.079).

MPA pharmacokinetics 
Cyclosporine Tacrolimus Calcineurin 

Inhibitor: 
P-Value

Sex: 
P-value Male Female Male Female

AUC (mg.hr/L/mg) 41±18.4 40.1±13.8 65.5±30.6 73.4±31.2 <0.0001 0.264
AUC*(mg.hr/L/
mg) 0.058±0.032 0.066±0.015 0.103±0.045 0.127±0.053 <0.0001 0.0382
Clearance (L/hr) 21.4±10.6 16.1±4.6 11.7±5.2 9.2±3.6 <0.0001 0.0515
GI-AE 1.1±1.0 1.3±1.0 2.2±1.5 2.9±2.0 <0.0001 0.017 
MPA pharmacokinetic, enterohepatic recycling and GI-AE differences were found 
in patients between calcineurin inhibitors and sex and may contribute to clinical 
variability observed.

Abstract# B987 
3 Years Outcomes in a Randomized Trial Evaluating Everolimus 
Plus CNI Reduction in Kidney Transplant Recipients. M. Salerno, 
V. Bianchi, E. Favi, G. Spagnoletti, J. Pedroso, A. Toscano, V. Pietroni, 
J. Romagnoli, F. Citterio. Dept Surgical Science, Renal Transplantation, 
Universita Cattolica S Cuore, Roma, Italy.
Background: There are not enough middle term data on the outcomes of CNIs and 
Everolimus (EVE) regimens in de novo renal transplantation (KTx). Methods: We 
report 3y outcomes in a prospective study assessing Everolimus and CNI reduction 
vs Tacrolimus, in 96 low to moderate immunological risk pts, who received 
basiliximab and rabbit anti-thymocyte globulin at 50 mg/day for 4 days post KTx 
and were then randomized 1:1:2 to: a) TAC+EVE, b) CsA+EVE, c) TAC+MMF. 
All pts received steroid in the fi rst 3m, then steroid was selectively withdrawn. Data 
of pts with kidney functioning for more than 1wk are reported, with a mean follow 
up of 52m: 73 pts completed the 3y follow up. Results: 96% TAC+EVE, 87% 
CsA+EVE and 92% TAC+MMF pts were alive with a functioning graft at the end 
of the 3y follow up (GS+PTS, p=ns). Mean 3y cGFR (MDRD) was 57, 54, 57 ml/
min in TAC+EVE, in CsA+EVE and in TAC+MMF respectively. Acute rejection 
(AR) after steroid withdrawal was numerically lower in TAC+EVE and signifi cantly 
higher in CsA+EVE. 43% TAC+EVE and 31% TAC+MMF pts and 27% CsA+EVE 
pts remained steroid-free at 3y follow up. Taking together CNI+EVE vs TAC+MMF 
had similar GS and PTS (92,6% vs 92%), similar AR rate (14,7% vs 7.6), similar 
renal function (cGFR MDRD: 56+21 vs 57+21 ml/min), numerically higher de novo 
DSA/anti-HLAab development (29% vs 15%), and signifi cantly lower Tacrolimus 
exposure (TAC C0 4,24+1,2 vs 5,74+1,6 ng/ml, p<0.002). Comparing TAC+EVE 
vs CsA+EVE, tacrolimus in combination with everolimus had similar GS and PTS, 
similar cGFR, signifi cantly lower (4,3%) acute rejection rate (p< 0.01), signifi cantly 
better emoglobin levels (13,3 g%) with signifi cantly less use of EPO, signifi cantly 
lower de novo production of DSA and anti-HLA class II antibodies (17%), similar 
to the TAC+MMF group (15%). Infections, new-onset diabetes, dyslipidemia or 
hypertension were not signifi cantly different among groups, use of statins was 
higher in EVE pts.  Conclusion: Our pilot data in a small number of pts suggest 
that 3y after KTx, the regimen of tacrolimus in combination with everolimus can 
allow signifi cant TAC sparing, without increasing the risk of acute rejection and the 
risk of de novo production of DSA and anti-HLA antibodies. TAC+EVE provides 
acceptable immunosuppression for low-to-moderate risk KTx, with signifi cant 
reduction of the exposure to Tacrolimus.

Abstract# B988 
Conversion to Once-Daily Tacrolimus Extended-Release Formulation 
(TAC XL) in Renal Transplantation: A Two Year Experience in 
Argentina. R. Maldonado,1 G. Soler Pujol,2 M. Rodriguez,1 S. Carbel,1 J. 
Sleiman,2 E. Nieto,1 M. Cordi,1 L. Caro,1 C. Diaz,2 C. Idoria.1 1Nephrology 
and Transplantation Service, Clinica Privada Velez Sarsfi eld, Cordoba, 
Argentina; 2Nephrology Seccion, CEMIC, Buenos Aires, Argentina.
Background: Tacrolimus (TAC) as a well demonstrated effectiveness in the 
prevention of acute rejection after renal transplantation. The TAC extended-released 
formulation(TAC XL) given once daily improves adherence while keeping the 
same safety and effi cacy profi le. The aim of this study is to present our experience 
with TAC XL used in stable renal transplant patients from two centres in Argentina
 Methods: Retrospective analysis of renal transplant patients with 3 months of 
stable renal function and no evidence of acute rejection, converted to TAC XL to 
improve adherence and a follow up of at least 6 months. 77 patients were included 
from two centres converted between 06/2008 and 5/2013. Data recorded at baseline 
and at 6,12 and 24 months after conversion included creatinine, urine Pr/Cr, MDRD, 
CKD-EPI, dose and trough TAC levels and adverse events
We identifi ed 4 groups depending on the TAC dose ratio at conversion, Group 1: 
same dose, Group 2: reduced dose, Group 3: increased dose, and Group 4: conversion 
from other regimes different from TAC (CsA or mTORi). Values are expressed as 
mean ± DS. T test for compare means and Bonforroni test for multiple comparisons 
between groups. 
 Results: Mean time to conversion was 45,3±38,8 months (3 – 174). Renal function 
and proteinuria remain stable from baseline to 12, and 24 months: Creatinine (mg/dl) 
1,57±0,9; 1,42±0,5 and 1,40±0,5 respectively, MDRD 56,2±20; 57±18,6; 58±19,6 
respectively and urine Pr/Cr 0,38±0,72; 0,23±0,38; 0,25±0,47 respectively (P=NS). 
TAC trough levels and dose remained stable and within the therapeutic rage across 
the different conversion groups at 6, 12 and 24 months: TAC XL trough level (ng/
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dl) 7,1±3, 6; 6,5±2,3; and 6,8±2 respectively ; and daily dose 4,3±3; 4,1±3; and 
3,9±2,5 respectively (p=NS). There were no differences between groups concerning 
effi cacy and safety variables and dose/trough level analysis. Only Group 4 requires 
higher doses to reach the therapeutic range without statistical signifi cance. 5 (6.5 
%) patients experienced rejections (3 cellular, 2 humoral) 
 Summary: In our experience TAC XL used in conversion in stable renal transplants 
is safe, with stable renal function and proteinuria at two years. TAC XL shows a 
signifi cant fl exibility regarding different conversion strategies.

Abstract# B989 
Additional Everolimus Minimize Calcineurin Inhibitor Exposure in 
Corticosteroid Minimization/Early Withdrawal Regimen. H. Harada, 
N. Fukuzawa, T. Maehana, H. Higuchi, S. Chiba, A. Kawaguchi, M. 
Nakamura, H. Tanaka, T. Hirano, T. Seki, M. Togashi. Kidney Transplant 
Surgery, Sapporo City General Hospital, Sapporo, Japan.
Introduction: An mTOR inhibitor (mTORi) has pleiotropic effects other than 
immunosuppression. Concomitant usage of mTORi can minimize dosage of 
calcineurin inhibitor, mycophenolate moftile (MMF) and corticosteroids (CS). 
Numerous studies have been designed for CNI/MMF minimization or elimination. 
We had been discontinued CS on tacrolimus (TAC) - based immunosuppression 
regimen by day3 in ABO compatible (ABOc) (CSEWD) and minimize CS day 21 
(4mg) in ABO incompatible (ABOi) (CSMIN) transplantation. The outcome was 
similar with chronic steroid exposure protocol, however; the graft fi brosis on 1y 
protocol biopsy was somewhat higher (Miura, Harada et al. Clin Transplant Supple 
2009). Then, we add on mTORi everolimus (EVR) with decreased dose of TAC and 
MMF and investigated the effi cacy of the effect.
Methods: Eligible 29 (ABOc 20, ABOi 9) kidney recipients with de novo EVR 
regimen (EVRR) were compared with 33 (ABOc 22, ABOi 11) control patients with 
EVR-free previous CS regimen (CSEWD/CSMIN) (Contl). Patient’s background 
were similar except for patient age and follow-up period. EVR were initiated on 
day-3 with TAC/MMF and maintained among 3-6ng/ml of C0. Dose of concomitant 
TAC/MMF were designed to decrease to roughly 70% of previous regimen. We 
compared chronological change in the graft function (sCr/uProt), and actual TAC/
MMF concentration (AUC by total drug monitoring) (2w, 1m, 3m and 6m). We also 
compared the graft damage by means of 1m-protocol biopsy specimen.
Result: Patient and graft survival comparable. AUC0-24 of TAC was lower in EVRR 
in part in 2w post-transplant (p=0.0005) and AUC0-12 of MMF was lower in part 
in 1M and 3M post-transplant (p=0.043 and 0.012, respectively). Serum creatinine 
level was also comparable, however; uP/Cr were signifi cantly higher at 6m post-
transplant in EVRR (0.15 vs. 0.27 g/gCr) (p=0.004). Rejection rate were similar 
in both groups. Interestingly, the grade of cv score were relatively lower in EVRR 
(p=0.087) and ti score were signifi cantly lower in EVRR (p=0.033).
Conclusion: EVR ensured minimization of concomitant IS drugs such as CNI, MMF 
and CS in ABO compatible and ABO incompatible kidney transplantation as well. 
It would resulting in lessening graft damage.

Abstract# B990 
Effi cacy and Safety of Elective Conversion From Sotrastaurin (STA) 
to Tacrolimus (TAC) or Mycophenolate (MPA) in Stable Kidney 
Transplant Recipients. P. Hannun, C. Felipe, M. Franco, H. Tedesco, J. 
Medina-Pestana. Nephrology Division, Hospital do Rim UNIFESP, Sao 
Paulo, Brazil.
Introduction: Published studies have shown that elective switch of 
immunosuppressive drugs carries an intrinsic and unpredictable risk of acute 
rejection and adverse events. Objectives: This study aimed to evaluate the effi cacy 
and safety of switching immunosuppression in stable renal transplant recipients 
previously treated with STA after the development of this drug had been discontinued. 
Methods: This was a prospective study including 38 stable renal transplant 
recipients previously enrolled in clinical trials of STA. The cohort 1 consisted 
of 9 patients receiving TAC, STA and prednisone that were converted from STA 
to mycophenolate sodium (MPS) 20.2±0.9 months after transplant. The cohort 2 
consisted of 29 patients receiving everolimus (EVR), STA and prednisone that were 
converted from STA to TAC 41.0±8.7 months after transplant. Safety and effi cacy 
data and therapeutic drug monitoring were obtained 2 weeks before, at conversion 
and 1, 2, 3, and 4 weeks, and 2, 3, 6 and 12 months after conversion. Results: In 
cohort 1, dose-corrected TAC concentrations for patients converted from STA to 
MPS decreased one week after conversion compared to baseline values (1.5±0.9 vs. 
2.1±1.1 ng/mL·mg, p=0.035) but no difference was observed at 12 months (1.8±0.9 
vs. 2.1±1.1 ng/mL·mg, p=0.261). Two patients (22%) experienced their fi rst acute 
rejection episode after conversion (one was steroid resistant). MPS dose was reduced 
or interrupted in 44% of patients due to gastrointestinal events. In cohort 2, one week 
after conversion from STA to TAC a signifi cant decrease in mean EVR concentrations 
was observed (8.6±2.8 vs. 5.0±1.7 ng/mL, p<0.001) with a mean TAC concentration 
of 9.0±4.8 ng/mL. One episode of steroid resistant acute rejection was observed. 
The replacement of STA by TAC was associated with a reduction in GFR at 12 
months compared to baseline (67.5±16.9 vs. 61.0±18.7 mL/min/1.73m2, p<0.001). 
Two patients discontinued EVR (dyslipidemia and acute rejection). The incidence 
of new-onset diabetes mellitus was 13.8% (4/29). Conclusion: Discontinuation 

of STA was associated with pharmacokinetic changes in both TAC and EVR due 
to known drug-to-drug interaction. Even with intense monitoring, these elective 
conversions were associated with lack of effi cacy and toxicities associated with the 
new drugs added to the regimen, underling the diffi culties and unpredictability of 
elective conversion strategies.

Abstract# B991 
0% PRA Kidney Transplant Recipients Induced With Thymoglobulin: 
Is a Dual Maintenance Regimen More Effecitve Than Triple? M. 
Gillespie,1 S. Lee,2 F. Shihab,3 L. Smith.3 1University of Maryland Medical 
Center, Baltimore, MD; 2University of Southern California, Los Angeles, 
CA; 3University of Utah Health Care, Salt Lake City, UT.
INTRODUCTION:Optimal maintenance immunosuppression in low risk 
kidney transplant recipients (KTR), specifi cally those with 0% PRA, has yet to be 
determined. Our institution uses reduced-dose Thymoglobulin (rATG) induction 
at 4.5 mg/kg of actual body weight with either maintenance FK/MPA (DUAL) or 
FK/MPA/Pred (TRIPLE) in these pts. We aimed to assess safety/effi cacy of our 
immunosuppressive regimens in 0% PRA KTR.
METHODS:This was a retrospective study of adult KTR transplanted 10/07-6/10 
with 0% PRA at time of tx who received rATG 4.5 mg/kg. We excluded KTR with 
graft loss/death within 30 d of tx. We assessed CMV ifxn and other opportunistic 
ifxn (OI) at 1 yr; rejection, pt/graft survival, malignancy at 2 yr; Neupogen use 
during viral ppx; mean FK levels at pre-specifi ed time points.
RESULTS:163 KTR were included (77.9% DUAL vs 22.1% TRIPLE). 
Demographics and immunologic risks were mostly similar although TRIPLE 
had more DCD/ECD donors. CMV, other OI and rejection occurred at a greater 
incidence in TRIPLE compared to DUAL. There were no differences in pt/graft 
survival, malignancy and Neupogen use. Mean FK levels were slightly less at most 
time points in TRIPLE.

DUAL TRIPLE
# pts 127 36
Mean age(SD),yr 46(14.6) 48.2(15.1)
Male 61.4% 58.3%
Caucasian 83.5% 75%
AA 0.8% 0
DD 47.2% 41.6%
LD 52% 50%
DCD/ECD 0.8% 8.4%
Mean CIT(SD),min 404(431) 371(283)
Rejection 6.3% 25%
Pt survival 99.2% 97.2%
Graft survival 99.2% 97.2%
CMV 19.7% 27.8%
Other OI 12.6% 36.1%
Malignancy 3.9% 2.8%
Neupogen use during viral ppx 0.8% 0
Mean FK(SD)-1 mo,ng/mL 11.2(4.2) 9.3(3.9)
Mean FK(SD)-3 mo,ng/mL 10.2(4.5) 9.8(4.6)
Mean FK(SD)-6 mo,ng/mL 8.5(2.9) 9.2(6.1)
Mean FK(SD)-12 mo,ng/mL 7.7(2.6) 7.5(2.7)
Mean FK(SD)-24 mo,ng/mL 7.8(2.9) 6.6(3.2)

CONCLUSION:In 0% PRA KTR induced with rATG 4.5 mg/kg, those receiving 
TRIPLE appear to have more rejection and ifxn with comparable pt/graft survival 
vs DUAL.

Abstract# B992 
Generic Tacrolimus Is NOT Bioequivalent in Elderly Renal 
Transplant Recipients. I. Robertsen,1 A. Aasberg,1,2 A. Ingerø,1 S. 
Bremer,2 S. Bergan,1,2 K. Midtvedt.2 1School of Pharmacy, University 
of Oslo, Oslo, Norway; 2Oslo University Hospital, Rikshospitalet, Oslo, 
Norway.
Introduction: Generic immunosuppressants are entering the market worldwide and 
local authorities approve and applaud their introduction. The approval of generic 
immunosuppressants is based on bioequivalence studies in healthy volunteers 
receiving single drug doses. In contrast, proper bioequivalence studies in patients 
on repeated dosing regimens are limited, especially in the increasing population 
of elderly renal transplant recipients (RTxR). We aimed to compare steady state 
pharmacokinetics (PK) of a generic tacrolimus (Tac) formulation (Tacni®, Teva 
Pharmaceutical Industries Ltd.) with the original (Prograf®, Astellas Pharma Inc.) 
in elderly RTxR.
Methods: An open label, single-center, prospective, randomized, crossover study 
in RTxR > 60 years was performed. Immunosuppression consisted of basiliximab 
induction, prednisolone, mycophenolate 1500 mg/day in addition to Tac. At time of 
RTx patients were randomized to receive original or generic Tac. Two full 12-hr PK 
profi les were determined in stable phase, approximately 6 (PK1) and 8 (PK2) weeks 
after Tx. Following PK1, Tac formulations were switched in a 1:1 dose ratio. From 1 
week before PK1 and throughout the study, doses of Tac and co-medications remained 
unchanged. International guidelines were used to determine the bioequivalence.
Results: We enrolled 28 RTxR at transplantation. Twenty-fi ve patients (22 men/3 
women) with a mean age of 69 years (range 60-78) provided 2 evaluable PK profi les. 
The generic Tac formulation (Tacni®) did not meet the bioequivalence criteria: the 
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mean AUC0-12-ratio of generic:original Tac formulation was 1.17 (90% CI: 1.10-1.23) 
and the Cmax-ratio was 1.49 (90% CI: 1.35-1.65). The absolute Cmax was 30.2±11.6 
vs 19.6±6.3 μg/L (P<0.01) and the rate of absorption was faster for generic Tac 
resulting in a shorter time to reach Cmax (Tmax); 1.1±0.5 hr as compared to 1.4±0.7 
hr for original Tac (P=0.03). The signifi cant lack of bioequivalence between the 
two formulations was not identifi ed by the trough concentrations: 6.6±1.5 μg/L and 
6.6±1.4 μg/L for generic and original Tac, respectively (P=0.80).
Conclusions: In stable elderly RTxR (>60 years) generic (Tacni®) and original Tac 
(Prograf®) were not bioequivalent. Patients on generic Tac experienced signifi cantly 
higher systemic drug exposure, which may increase the risk of nephrotoxicity and 
other adverse effects with negative impact on long-term patient outcome.

Abstract# B993 
Leukocyte Patterns and Mycophenolic Acid Pharmacokinetics in 
African American and Caucasian Renal Transplant Recipients. 
C. Meaney,1 L. Cooper,1 R. Consiglio,3 G. Wilding,2 K. Tornatore.1,3 
1Immunosuppressive Pharmacology Research Program, NYS Center 
of Excellence:Bioinformatics & Life Sciences, Pharmacy, School of 
Pharmacy & Pharmaceutical Sciences; 2Biostatistics, School of Public 
Health; 3Medicine, School of Medicine, University of Buffalo, Buffalo, NY.
Mycophenolic acid (MPA) dosage is individualized to total white blood 
cells(WBC). The relationship of MPA area under the concentration-time curve 
(AUC) to the acceptable WBC range including lymphocytes and neutrophils during 
immunosuppression is not well studied with calcineurin inhibitors, race and sex. We 
evaluated WBC, neutrophils and lymphocytes and MPA AUC post-renal transplant.
A 12-hour MPA pharmacokinetic study and complete blood count were performed 
in 147 stable female and male African Americans and Caucasians  ≥ 6 months 
post-transplant receiving cyclosporine with mycophenolate mofetil(n=80) or 
tacrolimus and mycophenolate sodium(n=67). Patient criteria included:WBC  ≥3000 
cells;hematocrit  ≥32 %; no infections or rejections within 4 weeks. MPA AUC was 
determined with non-compartmental analysis. WBC, neutrophils and lymphocytes 
with MPA AUC and clearance were examined for differences between calcineurin 
inhibitors, race, and sex using general linear models.
Leukocytes & MPA Pharmacokinetics

Cyclosporine & MPA Tacrolimus & MPA P Value
WBC (cells/ m3) 6.13±1.90 5.27±1.92 0.0075
Neutrophils 3.83±1.60 3.50±1.60 0.224
Lymphocytes 1.56±0.64 1.06±0.49 <0.0001
AUC (mg•hr/L) 40.8±17.6 68.9±30.9 <0.0001
Clearance (L/hr) 20.5±10.0 10.6±4.7 <0.0001

Although within normal range, patients on tacrolimus and MPA had lower cell 
counts. A race-sex (p=0.040) difference was noted with lower lymphocytes in African 
Americans and Caucasian males on tacrolimus with higher MPA AUC and slower 
clearance. In a sub-analysis, MPA AUC (p=0.074) and clearance (p=0.045) were 
covariates affecting lymphocytes.Patients with acceptable WBC have lymphocyte 
counts associated with calcineurin inhibitors, race and sex. Integration of these factors 
into MPA dosing individualization may optimize long term treatment.

Abstract# B994 
Association of Serum Mycophenolic Acid (MPA) Levels & 
Mycophenolic Acid (MMF) Dose With BK Viremia Post Kidney 
Transplantation (KT). S. Rehman,1 X. Wen,1 M. Casey,1 A. Santos,1 
D. Tomlin,2 K. Andreoni.1 1Univ. of Florida, Gainesville, FL; 2Shands 
Hospital, Gainesville, FL.
The utility of routine monitoring of MPA serum trough levels to adjust MMF 
dosing in patients status post KT is poorly established. There is little real-world 
data to demonstrate a correlation between routine MPA level monitoring and 
clinical outcomes. We performed a retrospective analysis on our center database 
to evaluate whether routine MPA monitoring would correlate with opportunistic 
infection such as BK viremia.
Our retrospective analysis included all adult solitary KT recipients at our center on 
MMF who had MPA trough levels measured during the 1st year of follow up. BK 
virus was detected in blood samples using the quantitative real time PCR technique 
with positive range of  ≥200 copies/mL. MPA trough level and MMF dose were 
compared between the patients with and without BK viremia. Multivariate analysis 
was conducted to identify the association of MMF dose and BK viremia after 
controlling for other potential risk factors. MPA levels drawn after development of 
BK viremia were excluded.
Results: A total of 244 patients were included, age 52.4±14.2 years, 34% African 
American, 37% female, 75% deceased donor KT, and 16.8% sensitized (CPRA 
>0%). There was no signifi cant difference in MPA levels between the patients who 
were BK viremic or not (2.73±0.21 vs 2.35±0.14 mcg/mL,P=0.1138). However, 
the MMF dose was signifi cantly different between the two groups (1808.5±34.1 
vs 1612.7±29.4 mg/day total dose, P<.0001). The signifi cant difference for MMF 
dose still holds after adjusting for covariant risk factors including recipient age, 
gender, race, dialysis length, HLA mismatch, previous KT, diabetes, tacrolimus 
trough level, cytomegalovirus, donor type, and induction medicine (HR: 1.18, 
95%CI: 1.10-1.27, P<.0001).

In our retrospective analysis, we did not fi nd any signifi cant correlation between 
MPA trough levels and BK viremia, whereas we did fi nd a correlation between total 
daily MMF dose and BK viremia. These results suggest doubtful effi cacy of MPA 
trough levels in determining overimmunosuppression and resulting BK viremia.

Abstract# B995 
CYP3A5/ABCB1 Combined Genotype Has Similar Infl uence On 
Pharmacokinetics of Immediate and Prolonged Release Tacrolimus 
in Renal Transplant Recipients. T. Elnahhas,1,2 M. Moreton,2 T. Lee,2 D. 
McKeown,2 J. Popoola,3 R. Ramkhelawon,3 A. Johnston,1,2 I. MacPhee.3 
1Clinical Pharmacology, Queen Mary University of London, London, 
United Kingdom; 2Analytical Services International, St. George’s 
University of London, London, United Kingdom; 3Division of Clinical 
Sciences-Renal Medicine, St. George’s University of London, London, 
United Kingdom.
Background: Tacrolimus is available in twice daily immediate release formulations 
and as a once daily prolonged release preparation, Advagraf®. The oral bioavailability 
of tacrolimus varies greatly between individuals and depends largely on the activity 
of both the cytochrome P450 3A (CYP3A) subfamily of enzymes responsible for 
fi rst-pass metabolism and the drug transporter P-glycoprotein (P-gp) encoded by the 
ABCB1 gene. Expression of CYP3A decreases and expression of P-gp increases along 
the length of the gut. In this study, we assessed whether the well-defi ned infl uence of 
the CYP3A5*3 and ABCB1 genotypes on the pharmacokinetics of immediate release 
tacrolimus also applies for the prolonged release preparation. Methods: A total of 43 
patients receiving a stable dose of twice daily tacrolimus were changed to treatment of 
the same total daily dose of Advagraf® with 24 hour pharmacokinetic profi les before 
and two weeks after the change. Patients were allocated to 4 genotype categories 
based on expression of CYP3A5 (*1/*1 or *1/*3), CYP3A5 non-expressers (*3/*3), 
high expressers of P-gp (3435C>T: CC) or low expressers of P-gp (CT or TT).The 
data were analysed using analysis of variance (ANOVA). Results: Dose-adjusted 
AUC0-24, Cmax and Dose-adjusted trough concentration (C0) were signifi cantly lower 
in CYP3A5 expressers than in CYP3A5 non-expressers for both preparations (Table).
The infl uence of the CYP3A5and ABCB1genotype on tacrolimus exposure was the 
same for the prolonged release preparation Advagraf® as for the immediate release 
preparation, Prograf®. Genotype Twice daily tacrolimusAdvagraf®CYP3A5ABC
B1nAUC 0-24CmaxC0AUC 0-24CmaxC0ExpresserHigh9120.811.83.51099.93.1Expre
sserLow10197.616.57.120316.45.8Non-expresserHigh24529.316329.223.89.7N
on-expresserLow22327.524.911.4305.421.39.6Conclusions: CYP3A5 expression 
had a major infl uence and ABCB1 genotype had a minor infl uence on tacrolimus 
exposure irrespective of preparation. Pharmacogenetic dosing strategies based on 
these genotypes are likely to be equally applicable to prescribing Advagraf® as to 
twice daily formulations.

Abstract# B996 
Impact of CYP3A5 and ABCB1 Genotype On The Pharmacokinetics 
of Prednisolone in Renal Transplant Recipients. T. Elnahhas,1,2 M. 
Moreton,2 T. Lee,2 D. McKeown,2 J. Popoola,3 R. Ramkhelawon,3 A. 
Johnston,1,2 I. MacPhee.3 1Clinical Pharmacology, Queen Mary University 
of London, London, United Kingdom; 2Analytical Services International, 
St. George’s University of London, London, United Kingdom; 3Division 
of Clinical Sciences-Renal Medicine, St. George’s University of London, 
London, United Kingdom.
Background—Prednisolone is widely used in solid organ transplantation with 
standard doses given to all patients without therapeutic drug monitoring. Prednisolone 
is metabolised by enzymes in the cytochrome P4503A family (CYP3A4/
CYP3A5) and is transported by the drug transporter P-glycoprotein encoded by 
the ABCB1 gene. The aim of this study was to investigate the relationship between 
genetically determined variation in CYP3A and P-gp expression and prednisolone 
pharmacokinetic in adult renal transplantation recipients.
Methods—Forty-three renal transplant recipients receiving 5mg prednisolone 
once daily enrolled in the study after providing written informed consent. Patients 
were genotyped for CYP3A5*3 (*1/*1 or *1/*3 are functional CYP3A5 expressers, 
*3/*3 are non-expressers) and ABCB1 3435C>T (Wild-type CC have more P-gp 
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expression than CT or TT). Plasma prednisolone concentrations were measured by 
liquid chromatography/tandem mass spectrometry and individual pharmacokinetic 
parameters were analysed using analysis of variance (ANOVA).
Results—There were no signifi cant differences in prednisolone pharmacokinetics 
between the CYP3A5*1/*1, *1/*3 and *3/*3 genotypes. In addition, no statistically 
signifi cant differences in prednisolone pharmacokinetics were observed between 
the ABCB1 CC, CT and TT heterozygotes. The mean Prednisolone AUC0–24 for 
CYP3A5*1/*1, *1/*3 and *3/*3 genotype were 1177 ± 420 hng/mL, 1238.1 ± 258 
hng/mL and 1013.4 ± 233 hng/mL, respectively and for ABCB1 CC, CT and TT 
heterozygotes were 1181 ± 364 hng/mL, 1084.3 ± 279 hng/mL and 1107.3 ± 273.6 
hng/mL, respectively. The mean Prednisolone Cmax for CYP3A5*1/*1, *1/*3 and 
*3/*3 genotype were 175.3 ± 43.1 ng/mL, 161.3 ± 37.1 ng/mL and 151.6 ± 32.3 ng/
mL, respectively and for ABCB1 CC, CT and TT heterozygotes were 162.3 ± 43.3 
ng/mL, 169 ± 40.4 ng/mL and 149.0 ± 25.9 ng/mL, respectively.
Conclusions— Neither the CYP3A5 nor ABCB1 genotype was associated with 
prednisolone exposure. Genotyping at these loci is unlikely to allow individualisation 
of prednisolone dose.

Abstract# B997 
A Randomized, Prospective Study Comparing Everolimus/low 
Tacrolimus With Regular Tacrolimus/MPS for the Elderly Renal 
Transplant Recipients. E. David-Neto, N. Galante, M. Altona, F. Paula, 
A. Triboni, F. Ramos, F. Agena, W. Nahas. Renal Transplant Service, 
University of Sao Paulo School of Medicine, Sao Paulo, Brazil.
Elderly patients are now referred for renal transplantation and there is no defi ned 
immunosuppressive regimen for these patients. They present more type II DM, 
CVasc complications, cancer, but less acute rejection. We evaluated 36 patients (90 
planned) of an ongoing prospective, randomized study comparing, conversion to 
low Tacrolimus (2-4 ng/ml)/Everolimus (3-8 ng/ml) (EVL group), after fi rst month 
(53±26 days), with maintenance of regular Tac (5-12 ng/ml)/Mycophenolate sodium 
(MPS). Both groups received steroids and induction therapy with a single dose of 
ATG(2mg/kg). CMV prophylaxis was given for 90 days but withdrawn when EVL 
started. Mean age was 65±4y (61-78). Type II DM in 16 pts (44%), and coronary 
insuffi ciency in 6 pts (17%). Mean follow-up was 178 days. 20 pts in the MPS 
group and 16 in the EVL group. Groups were similar regarding age, race, gender, 
dialysis, PRA, co-morbidities. 90% deceased donors. DGF occurred in 9 (25%) pts 
in both groups. As per protocol TAC blood levels were lower in the EVL group at 
60 (5.8±2.9 vs 7.6±2.5 ng/ml), 90 (5.4±2.2 vs 8.9±3.4 ng/ml, and at the 180 days 
(3.8±0.8 vs 6.1±2.8ng/ml). EVL blood levels were 6.4±4.7, 2.6±1.1 and 3.9±1.2 ng/
ml at days 60, 90 and 180 days, respectively. MPS dose was 1164±314, 1246±298 
and 1080±272mg/day at days 60, 80 and 180, respectively. One patient converted 
from EVL to MPS due to suspicious mTORi pneumonia and 1 from MPS to EVL 
due to BK nephropathy. There were 22 serious adverse events (14 in MPS group 
and 13 in EVL group (p=NS). Infections represented most of these sAES. There 
were 3 deaths in the EVL group being 2 before conversion and 1 after compared to 
2 deaths In the MPS group. Last follow-up: acute rejection occurred in 2 (12%) vs 
5 (23%) (p=NS), CMV in 0 vs 1, and BKV nephropathy in 0 vs 1 of EVL and MPS 
groups, respectively. At conversion eGFR (MDRD) was 49±23 vs 45±18 ml/min 
(p=NS), and at the last follow-up was 50±15 vs 48±20 ml/min (p=NS), for the EVL 
and MPS groups respectively. This analysis showed that in the elderly transplant 
recipients conversion from TAC/MPS to low TAC/EVL after the fi rst month is safe 
and able to maintain eGFR.
DISCLOSURES: David-Neto, E.: Grant/Research Support, Novartis. Galante, N.: 
Grant/Research Support, Novartis. Altona, M.: Grant/Research Support, Novartis. 
Paula, F.: Grant/Research Support, Novartis. Nahas, W.: Grant/Research Support, 
Novartis.

Abstract# B998 
Leukopenia With Mycophenolate in Calcineurin Inhibitor-Free, 
Corticosteroid-Free Renal Transplant Recipients. J. Revollo,1 T. 
Mizuno,2 T. Fukuda,2 S. Tremblay,1 A. Govil,1 A. Shields,3 A. Vinks,2 E. 
Woodle,1 R. Alloway.1 1UC Medical Center, Cincinnati, OH; 2Cincinnati 
Children’s Hospital Medical Center, Cincinnati, OH; 3The Christ Hospital, 
Cincinnati, OH.
Leukopenia is common in corticosteroid (CS) free immunosuppressive (IS) regimens, 
possibly due to increased mycophenolic acid (MPA) exposure. This study evaluated 
the effect of MPA exposure on leukopenia and neutropenia in patients receiving 
belatacept (BELA) based regimens without calcineurin inhibitors or CS.
Methods: The 0-12 hour area under the curve (AUC0-12h) of MPA was monitored in 
kidney-alone transplant recipients at 1 & 3 months post-transplant. Patients were 
on mycophenolate mofetil (MMF), CS-free, with either BELA (n=30) or tacrolimus 
(TAC; n=19) maintenance IS regimens. MPA exposure was estimated using a 
Bayesian estimator and a linear regression equation from Pawinski, et al (7.75 + 
6.49C0 + 0.76C0.5 + 2.43C2). Target FK levels were 10-15ng/ml for the 1st month 
and 5-10ng/ml after. Leukopenia and neutropenia were defi ned as white blood cell 
count <3000cells/uL and absolute neutrophil count <1500cells/uL.

Results: Risk of leukopenia and neutropenia increased with increased MPA AUC0-

12h. An AUC0-12h>60ug*h/ml, calculated with Bayesian estimation, in BELA patients 
correlated with higher risk of neutropenia.

AUC<60
n=20

AUC>60
n=10

p

BELA Neutropenia 2 5 0.03
Leukopenia 11 7 NS

BELA patients with leukopenia or neutropenia >1 month post-transplant had a higher 
average 1st measured AUC0-12h than patients with neither (p=0.04).

Similar results were not found in TAC patients, possibly due to insuffi cient sample 
size. The Bayesian and Pawinski methods provided comparable clinical guidance 
on when it may be appropriate to decrease MMF dose for AUC0-12h>60ug*h/ml in 
BELA and TAC patients (p=1).
Conclusions: Risk of neutropenia increases with MPA AUC0-12h >60ug*h/ml in renal 
transplant patients on CS-free, BELA regimens. Elevated 1st measured MPA AUC0-12h 
predicts increased risk of adverse events >1 month in these patients. Estimates of 
MPA exposure by the Bayesian method agree with the Pawinski equation results in 
guiding clinical decisions for MMF dose changes.

Abstract# B999 
Short-Term Outcome of Everolimus and Mizoribine Based CNI 
Minimization Immunosuppressant Therapy for De Novo Kidney 
Transplant Recipients. T. Nishioka,1 K. Nose,1 K. Sugimoto,1 N. 
Matsumura,1 T. Hayashi,2 T. Ishii,2 H. Uemura.2 1Urology, Sakai Hospital 
Kinki University Faculty of Medicine, Sakai, Osaka, Japan; 2Urology, 
Kinki University Faculty of Medicine, Osaka-Sayama, Osaka, Japan.
[Background]
Reduced CNI protocol using m-TOR inhibitors has been done several times. It is hard 
to say that it has been successful especially in the perioperative period for the strict 
minimization of CNI. Therefore, we used a combination of Everolimus(EVR) and 
Mizoribine(MZB) during the perioperative phase, with the purpose of performing 
strict CNI minimization without increasing the risk of acute rejection.[Patients]
Eighteen patients (EVR + MZB combination group), underwent the EVR+ high-
dose MZB(6mg/kg/day) + reduced CsA(4mg/kg/day) + Basiliximab(BXM) and 
Predonisolone(PS) combination therapy from March 2013 and compared to the 
historical group in our institution was set here as the control group (n = 66, from 
January 2007 to December 2011, Standard CsA + MMF or MZB + BXM +PS). The 
parameters compared between these two groups were: CSA exposure, renal function, 
acute rejection, CMV infection and safety profi le.
[Result]With respect to the characteristics of patients, the results indicate that 
compared to control group, the donor aged was signifi cantly higher (64.1±12.0 
vs 57.7±9.5 p=0.012)and donor renal function was slightly lower(75.5±13.4 vs 
82.4±14.6 p=0.072).
We observed that exposure of CSA, 40.6% decreased (AUC0-4 level, p<0.0001) 
two weeks after transplantation and 41.9% decreased (trough level, p=0.016) six 
months after transplantation compared to control group. Renal function at 1y and 
BPAR were similar (37.1±9.5 vs 40.6±17.09 NS),(15.7% vs 16.7% NS. There were 
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no CMV infection in EVR+MZB group( 0% vs 16.7% p=0.014) . We experienced 
2 cases of wound hearing event, and 1 case of severe anemia.Proteinuria was no 
signifi cant difference between two groups.
[Conclusion]
In spite of the fact that using graft, the renal function is lowered due to the high 
age of the donor, we could maintain renal function by the minimization from the 
perioperative period of the CSA. Early phase deep minimization CSA with the 
combined use of EVR and MZB, it is possible to perform CNI reducing safely 
without increasing the risk of acute rejection.

Abstract# B1000 
Steroid-Free Immunosuppression in ABO Incompatible Renal 
Transplantation. V. Pathak, D. Madhavan, B., S. Kumar, V.. Nephrology, 
Kovai Medical Center and Hospital, Coimbatore, Tamil Nadu, India.
ABO incompatible transplants have been performed in 15 patients in our institution 
from June 2012 to December 2013.
 
Antibody titers (IgG) were routinely checked and baseline range was from 1:8 
till 1:128.
All patients received Rituximab 200 mg IV one week before commencement of 
plasmapheresis along with MMF and Tacrolimus. Pre-operative antibody titre was 
1:4 or less.
Injection Thymoglobulin was used for induction and maintenance immunosuppression 
was Tacrolimus and MMF . Intravenous methylprednisolone was administered pre-
operatively at a dose of 500 mg followed by steroid withdrawal on day 5. Tacrolimus 
trough levels were kept between 5-10 ng/ml.
Sl. 
No

Baseline IgG Blood Group 
antibody titers

Number Of 
Plasmapheresis

Preoperative IgG Blood Group 
antibody titers

1 1:32 6 1:4
2 1:32 5 1:4
3 1:64 5 1:4
4 1:32 6 1:2
5 1:32 5 1:2
6 1:8 2 1:2
7 1:16 3 1:4
8 1:32 3 1:1
9 1:128 4 1:2
10 1:64 6 1:4
11 1:32 5 1:4
12 1:64 3 1:2
13 1:64 5 1:4
14 1:32 3 1:4
15 1:32 3 1:2

One patient developed primary non-function of graft without rejection. First patient 
lost the kidney because of hyperacute rejection. There were 14 (93.3%) patient 
survivals and 13 (86.6%) graft survivals after the transplantation. Seven (53.3%) 
patients were Prednisolone-free after the transplant.
The follow up period was 1 month to 18 months The serum creatinine ranged from 
0.9 to 1.9 mg% and mean creatinine was 1.3 mg%. There were 4 patients with biopsy 
proven acute rejection who all responded well to treatment.
All patients underwent protocol biopsies at 3 months and 1 year.and indicated 
biopsies. C4d was positive in 8/14 (57.1%) patients.
The incidence of acute rejection is 5 out of 15 (30%). Acute rejection incidence of 
30% appears to be higher than our ABOc transplants where acute rejection incidence 
is 14.5%. It is probably due to small number of patients and one graft loss because 
of hyperacute rejection.
This study is short-term and small but shows ABOi living donor transplantation is 
possible with rapid discontinuation of Prednisolone.
Abbreviations
1. ABOi - ABO-Incompatible transplants
2. ABOc – ABO-Compatible transplants

Abstract# B1001 
Mycophenolate Pharmacokinetics in Calcineurin Inhibitor-Free, 
Corticosteroid-Free Renal Transplant Recipients. J. Revollo,1 T. 
Mizuno,2 T. Fukuda,2 S. Tremblay,1 G. Mogilishetty,1 A. Shields,3 A. 
Vinks,2 E. Woodle,1 R. Alloway.1 1University of Cincinnati Medical 
Center, Cincinnati, OH; 2Cincinnati Children’s Hospital Medical Center, 
Cincinnati, OH; 3The Christ Hospital, Cincinnati, OH.
Purpose: Pharmacokinetic interactions have been observed with mycophenolic 
acid (MPA) and coadministered drugs such as corticosteroids (CS) and calcineurin 
inhibitors (CNI). MPA therapeutic targets have been established in the presence of 
these interacting drugs. Our goal was to determine if MPA exposure varies in renal 
transplant recipients who are receiving CS-free regimens with or without a CNI.
Methods: The 0-12 hour area under the curve (AUC0-12h) of MPA was prospectively 
monitored in kidney-alone transplant recipients at 1 and 3 months post-transplant. 
All patients were on mycophenolate mofetil-containing (MMF), CS-free, and 
either tacrolimus-free (TAC-; n=32) or TAC containing (TAC+; n=20) maintenance 
immunosuppression regimens. Samples were drawn at times 0, 0.5, 1, 2, and 4 
hours post-MMF dose. MPA exposure was estimated using a Bayesian estimator, 
linear regression equations previously published by Pawinski, et al. (7.75 + 6.49C0 

+ 0.76C0.5 + 2.43C2) and Poulin, et al. (10.222 + 1.195C0 + 1.374C1 + 2.246C2), 
and the linear trapezoidal rule. Target FK levels were 10-15ng/ml for the 1st month 
post-transplant and 5-10ng/ml thereafter.
Results: In contrast to previous studies, which showed gradual increases of MPA 
AUC0-12h up to 3-6 months post-transplant, there was no difference in MPA AUC0-12h 
at 1 month and 3-6 months post-transplant in TAC- patients (p=0.47). For patients 
taking MMF 1g twice daily, there was no difference in the median MPA AUC0-12h 
in TAC- and TAC+regimens (51.3 vs 53.1 ug*h/ml). The MPA AUC0-12h calculated 
by the Pawinski (r2=0.84 and 0.62) and Poulin (r2=0.68 and 0.59) linear regression 
equations and the trapezoidal rule (r2=0.57 and 0.90) were comparable to Bayesian 
estimates in both TAC- and TAC+ patients.
Conclusions: Renal transplant recipients on CS-free, TAC- regimens exhibit 
stability in MPA exposure, as measured by AUC0-12h, which has not been previously 
seen in patients on CS+, TAC+ maintenance immunosuppression regimens. While 
calculations of AUC0-12h by Bayesian estimators are the most fl exible with regard 
to sampling times, the published regression equations by Pawinski and Poulin also 
provide reasonable estimates of MPA exposure.

Abstract# B1002 
Bayesian Model for Real Time Minimization of Sample Size in Phase 
IV Clinical Trials in Transplantation. S. Tremblay, N. Ejaz, A. Shields, 
R. Alloway, M. Cuffy, B. Abu Jawdeh, E. Woodle. U of Cincinnati, 
Cincinnati.
New immunosuppressive agents are increasingly being developed in off-label phase 
IV studies that devote minimal attention to dosing and toxicity. Methods for sample 
size minimization, however may enhance observational power. A Bayesian model 
that provides a means for minimizing patient sample size in real time in phase IV 
studies was developed and assessed using actual clinical trial data.
Methods: A Bayesian model was developed using mean, standard deviation, and 90% 
confi dence interval estimates of the treatment effect parameter (maximal %decrease 
in the highest level antibody (Δ[iAb]); change in the mean Δ[iAb]) was calculated 
after each additional patient. Two stopping criteria were arbitrarily defi ned: 1) 
absolute incremental difference in the mean Δ[iAb] between consecutive patients 
was ≤ 0.020; 2) range for 90%CI ([upper bound minus lower bound for pt 1®n]/
mean Δ[iAb] for pt 1®n) was ≤0.20. Once both criteria were met, enrollment would 
be stopped. The model was assessed using actual phase IV data.
Results:
Table 1 treatment effect data and stopping criteria values.

Pt # maximal 
Δ[iAb]

mean of maximal 
Δ[iAb]

90%CI for mean 
maximal Δ[iAb]

Incremental 
change in 
mean Δ[Ab]

Range 90%CI/

MeanΔ[iAb]

Criteria 
1 and 2 
met

1 0.87
2 0.67 0.77±0.14
3 0.79 0.78±0.10 0.66-0.89 0.005 0.25 N
4 0.47 0.70±0.17 0.53-0.87 0.077 0.41 N
5 0.52 0.66±0.17 0.51-0.81 0.036 0.38 N
8 0.92 0.71±0.18 0.55-0.85 0.042 0.35 N
9 0.88 0.73±0.18 0.60- 0.86 0.024 0.31 N
11 0.79 0.74±0.17 0.62-0.85 0.008 0.27 N
12 0.57 0.72±0.17 0.61-0.83 0.019 0.26 N
14 0.86 0.73±0.16 0.63-0.84 0.014 0.23 N
15 0.89 0.75±0.16 0.65-0.84 0.014 0.22 N
16 0.77 0.75± 0.16 0.66-0.84 0.002 0.20 Y
18 0.87 0.76± 0.13 0.66-0.86 0.010 0.18 Y
19 0.82 0.76±0.15 0.67-0.86 0.004 0.16 Y

The fi gure presents maximal Δ[iAb] values and mean and 90% CIs for the maximal 
Δ[iAb].

These results indicate that enrollment could have been stopped at the 12th patient, 
reducing sample size by 14%.
Conclusion: A Bayesian approach provides real time assessment of the precision with 
which treatment effect has been determined, and may allow an objective means for 
limiting sample size in phase IV studies. Further validation is required.
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Abstract# B1003 
Generics: Are All Immunosuppression Agents Created Equally? A. 
Hauch, M. Killackey, A. Paramesh, B. Saggi, J. Macaluso, A. Alpert, B. 
Lee, R. Zhang, J. Buell. Transplant Surgery, Tulane University School of 
Medicine, New Orleans, LA.
Introduction: Obamacare has created a fury of governmental and institutional 
changes. Financial pressures have increased the conversion of de novo and stable 
patients from branded tacrolimus to generic tacrolimus. Little data exists on the 
long-term outcomes of conversions dictated by insurance carriers.
Methods: Retrospective analysis of all renal transplants performed between ‘11 
and ‘14. Charts were reviewed for 217 patients. All renal allograft biopsies were 
reviewed and all Banff rejections requiring treatment within the fi rst six months 
post transplant were identifi ed.
Results: Conversion to generic tacrolimus was initiated in the fi rst quarter of 2013. 
Using alemtuzumab induction with rapid steroid elimination rejection rates for the 
entire cohort was 9.2%. A statistically signifi cant higher incidence of rejection rates 
was identifi ed (p<0.002). All rejections required readmission after renal allograft 
biopsy and rejection treatment within the fi rst six months post transplant. A higher 
incidence of outpatient magnesium infusions was required in generic conversion 
patients.

Total 2011 2012 2013
Pts 217 79 72 66
Rejection 9.2% 6.3% 4.1% 18.1%

Conclusions: Conversion to generic tacrolimus driven by payers resulted in a 
higher incidence of renal allograft rejections in our center. This is unfortunately a 
shortsighted effort to minimize patient treatment expenses that will dramatically 
result in increased allograft injury and patient care expenses.

Kidney: Polyoma / BK Virus Infection
 Monday, July 28, 2014
 9:30 AM - 6:30 PM
 Exhibit Hall

Abstract# B1004 
Concerted Action of Both, Cytolytic and Helper T-Cells, Is Necessary 
for BKV Clearance. B. Weist,1,2 M. Schmueck,2 P. Wehler,1,2 A. 
Neumann,2 P. Nickel,1 J. Hoerstrup,1 P. Reinke,1,2 N. Babel.1,2 1Department 
of Nephrology, Charité Universtätsmedizin, Berlin, Germany; 
2Berlin-Brandenburg Center for Regenerative Therapies, Charité 
Universtätsmedizin, Berlin, Germany.
Background: Polyomavirus-BK associated nephropathy is a known cause of 
graft failure. No specifi c therapy is established so far and viral load monitoring 
accompanied by adjustment of immunosuppression is the only known effective 
therapeutic option. We previously demonstrated BKV-specifi c T-cells as a factor 
predicting BKV-clearance and disease recovery. However, due to technical 
limitations, data on the role of different T-cell subsets including effector/helper 
CD4 and CD8 T-cells is scarce.
Methods: We and others previously demonstrated that cytokine expression of 
antigen specifi c T-cells can be impaired under immunosuppression. Therefore, we 
hypothesized that cytokine-based T-cell analyses can be underestimated in transplant 
patients. Addressing this point we established a 17-parameter fl ow cytometry protocol 
and successively investigated ex vivo antiviral T-cell immunity in PBMC of 37 
kidney transplant patients in clinical follow up and 14 healthy volunteers. Hereby, 
variable effector molecules (IFNg, TNFa, IL2, IL4, IL17, GranzymeB) and receptors 
(4-1BB, CD40L, TIM3, PD1) were assessed as markers for BKV T-cell detection 
with respect to sensitivity and reproducibility.
Results: Our data demonstrated inferiority of IFNg +/- TNFa as markers for BKV 
T-cell analysis (2-4 fold), more pronounced in patients treated with calcineurin 
inhibitors (4-8 fold) in comparison to combination of CD40L with 4-1BB and 
GranzymeB. In addition, the latter marker combination was helpful not only in 
discrimination between specifi c and unspecifi c, but between T-helper cells and 
cytolytic effector T-cells as well. Of most importance, we showed that BKV clearance 
was observed only when both cytolytic and helper T-cells were simultaneously 
detected. In contrast, CD4 or CD8 T-cell responses alone were not associated with 
viral load resolution.
Conclusion: By using surface markers together with the cytolytic molecule 
GranzymeB we showed for the fi rst time that concerted action of both, cytolytic 
and helper T-cells, is required for BKV clearance. This new approach allows a 
more sensitive and reliable monitoring of BKV-specifi c T-cells. It can prevent 
underestimation of BKV-specific immunity and improve the adjustment of 
immunosuppression, minimizing the risk of graft rejection.

Abstract# B1005 
Immune Monitoring in BK Viurs Nephropathy: How to Identify 
Patients at the Highest Risk. T. Schachtner,1,2 M. Stein,2 P. Reinke.1,2 
1Nephrology and Internal Intensive Care, Charite University Medicine 
Berlin, Berlin, Germany; 2Berlin-Brandenburg Center for Regenerative 
Therapies, Charite University Medicine Berlin, Berlin, Germany.
Quantifi cation of BKV-load and BKV-specifi c immunity have been evaluated to 
monitor BKV-replication and progression to BKV-associated nephropathy. Previous 
studies, however, failed to identify immune markers characterizing kidney transplant 
recipients (KTRs) at increased risk of BK viremia.
Here, we studied all adult KTRs at our single transplant center transplanted between 
2007 and 2011. 42 (10%) of 425 KTRs were diagnosed with BK viremia within 
the fi rst 6 months after renal transplantation. An age- and gender-matched control 
group of 127 KTRs without BK viremia was used for comparison. Samples were 
collected before transplantation and at +1, +2, and +3 months posttransplantation. 
BKV-specifi c T-cells directed to VP1 and Large T-antigen and CMV-specifi c T-cells 
directed to pp65 and IE-1, were measured using an interferon-γ Elispot assay. The 
extent of immunosuppression was quantifi ed by measures of immune function 
including lymphocyte subpopulations and serum cytokine levels.
KTRs developing early BKV-replication showed signifi cantly increased frequencies 
of BKV-specifi c T-cells directed to Large T-antigen prior to transplantation compared 
to the control group (p<0.001). Interestingly, BKV-specifi c T-cells directed to Large 
T-antigen were signifi cantly higher compared to VP1 (p=0.042). Shortly after 
transplantation, however, BKV-specifi c T-cells were signifi cantly decreased or 
undetectable in KTRs developing BK viremia (p<0.001). In addition CD3+, CD4+, 
and CD8+ T-cell counts, and interferon-γ serum levels were signifi cantly lower in 
KTRs with BK viremia at +1 month after transplantation (p<0.05). KTRs developing 
BK viremia showed lower CMV-specifi c T-cells prior to transplantation compared 
to the control group (p=0.048).
Our results suggest that BKV-specifi c cellular immunity is triggered by subclinical 
activation of BKV infection prior to transplantation. In KTRs developing BK viremia 
identifi ed risk factors and overimmunosuppression result in a decline of BKV-specifi c 
T-cells insuffi cient to further regulate BKV-replication. Our data indicate that BK 
viremia may result at least in part from recipient origin, and supports immune 
monitoring prior to transplantation to identify KTRs at the highest risk.

Abstract# B1006 
NR1I2 8055 Gene Polymorphism of Pregnane X Nuclear Receptor 
Is Not a Risk Factor for Polyomavirus BK (BKV) Infection in 
HLA-Sensitized (HS) Patients Transplanted After Desensitization 
With IVIG and Rituximab. J. Kahwaji,1 D. Thomas,2 M. Chu,2 D. 
Barbosa,1 D. Puliyanda,1 A. Vo,2 S. Jordan,2 M. Toyoda.1 1Comprehensive 
Transplant Center, Cedars-Sinai Medical Center, Los Angeles; 2Transplant 
Immunology, , Lps Angeles.
Background: We previously reported a higher rate of BKV infection in HS patients 
transplanted after desensitization with IVIG+rituximab. Desensitization, likely 
rituximab, was found to be a signifi cant risk factor for BKV infection. A recent study 
reported a signifi cant association of the NR1I2 8055T allele of pregnane X nuclear 
receptor promoting the clearance of drugs with higher dose-adjusted tacrolimus 
exposure, resulting in over-immunosuppression and higher BK viremia rate in 
8055T carriers compared to wild type (8055CC) individuals. Here we examine 
if the 8055T allele contributes to higher BKV infection rate in our HS transplant 
patients. Methods: Archived DNA samples from 211 HS kidney transplant patients 
were submitted for SNP genotyping assay to determine NR1I2 8055 genotypes 
(CC, CT and TT). BKV infection rate was compared among the genotypes. Real 
time-BKV-PCR>250 copies/ml plasma was considered positive.Results: Overall, 
33/211 (16%) patients developed BK viremia. (Table 1). There was no signifi cant 
difference in BK viremia rates and peak viral copies between wild-type (CC) vs. T 
allele carriers (CT and TT). No patient with TT genotype developed BK viremia, 
while 17% in C allele carriers did so (p<0.05). A similar result was obtained when 
BK viremia >2.5x103copies/ml plasma, a level of viremia that typically requires 
treatment, was used for the analysis (BKV+: 9/107 [8%] in CC vs 11/104 [11%] in 
CT + TT, NS; 20/190 [10.5%] in CC + CT vs. 0/21 [0%] in TT, p=0.23).Conclusions: 
NR1I2 8055 polymorphism does not contribute to high rate of BKV infection and is 
not a risk factor for BKV infection in our HS kidney transplant patients who were 
desensitized with IVIG and rituximab followed by transplantation. It is possible 
that other risk factors, such as desensitization, for BK viremia in this population 
diminish the infl uence of the NR1I2 8055 polymorphism.
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Abstract# B1007 
Differences in Risk For CMV or BK Infection After Kidney Transplant 
Based On Recipient Race. K. Calderon, D. Taber, D. Kannabhiran, N. 
Pilch, T. Srinivas. Medical University of South Carolina, Charleston.
Background: After kidney transplant (KTX), BK and CMV infections pose risk 
for morbidity and graft loss. Recipient race is known to infl uence infection risk. 
We sought to develop a risk assessment model to provide for early identifi cation of 
patients at high risk for CMV or BK viremia and determine if race-specifi c models 
perform better.
Methods: Single-center longitudinal risk-cohort study of adult recipients of solitary 
KTX from 2005 to 2012. Recipient, donor and immunosuppression details were 
analyzed for association with the cohort as a whole and by analysis for racial 
subgroups (African American [AA] and non-AA). Risk model analyses were 
conducted using logistic regression with ROC curve analysis for model predictability 
assessment. Fisher’s r-to-z transformation was used to compare models.
Results: We included 1,176 KTX; 185 (16%) developed CMV or BK viremia. 
Factors demonstrating a signifi cant association with viremia (p<0.15) were included 
in the ROC curve analysis. For the cohort, the risk model performed adequately 
(C-stat 0.61, 95% CI 0.55-0.66; Top-Fig 1). Predictive performance in the non-AA, 
compared to the AA cohort improved when race was modeled separately (p=0.005, 
Bottom-Fig 1). The C-stat for the non-AA cohort was 0.76 (95% CI 0.66-0.86), 
compared to a C-stat for the AA cohort of 0.63 (95% CI 0.56-0.70). The specifi c risk 
factors associated with infection risk varied across racial cohorts; only socioeconomic 
surrogates (Medicare only insurance and disability income) were consistent across 
groups. Predominant risks in non-AAs included BMI, cardiovascular comorbidities, 
donor risk index and cytolytic induction. Risks in AAs included age, dialysis type, 
donor ECD status and early recipient proteinuria.
Conclusion: Models that forecast the risk of post-transplant CMV or BK viremia 
are not substantially predictive. However, for non-AA patients, the model performed 
substantially better, capable of identifying at-risk patients with good sensitivity and 
specifi city as compared to the AA cohort. Further refi nement and validation of race-
specifi c infectious risk models may lead to improved clinical care in KTX recipients.

DISCLOSURES: Srinivas, T.: Grant/Research Support, Novartis, Astellas, Bristol-
Myers Squibb, Stockholder, Novartis.

Abstract# B1008 
The Biological Forms of BK DNA (Virions Versus Free DNA) in 
Urine and Plasma of Kidney Transplant Recipients. R. Nog, Y. Tong, 
X. Pang, J. Preiksaitis. Division of Infectious Diseases, University of 
Alberta, Edmonton, AB, Canada.
Background: Current quantitative nucleic acid tests used for routine BK DNA 
measurements in urine and plasma cannot differentiate BK virions from free BKV 
DNA. We studied the biologic forms of BK DNA in urine and plasma samples from 
renal transplant recipients with and without polyoma virus associated nephropathy 
(PVAN)
Methods: Virions in extracted urine and plasma samples were quantifi ed using 
enzymatic digestion of DNase I that degrades all free viral DNA but not encapsidated 

BK virions. Free BKV DNA was determined by determining the difference in the 
BKV DNA level between total BK DNA and virion DNA (residual amount after 
DNase I digestion). 270 Urine and 238 plasma samples serially collected from 22 
adult patients in three groups were studied: 1) patients with high level BK viruria 
but no viremia (VOP n=10) 2) patients with BK viruria and viremia but no biopsy-
proven nephropathy (n=7) and 3) patients with BK viruria and viremia and biopsy 
proven nephropathy (PVAN n=5). Patient demographic, immunosuppressive drugs 
used, renal function, and graft outcome data were collected.
Results: In the VOP patient group, virions were not detected in urine when the viral 
load ≤ 1.0E+07 copies/ml and rarely exceed 20% of the proportion of BK DNA 
detected when viral loads were > 1.0E+07 copies/ml. The free DNA/virion ratio in 
the urine and plasma of patients with DNAemia (groups 2 and 3) was more variable.

In individual patients the proportion of virions present in urine and plasma could 
change signifi cantly, even when viral load remained unchanged. In 5 patients who 
had early high level BK DNAemia (>1.0E+04 copies/ml) early < 2 months after 
Transplant, a pattern of 100% virions in plasma associated with 100% free DNA 
in urine on initial testing was observed. Plasma virions and DNA cleared rapidly 
from plasma on reduction in immunosuppression in these patients; this pattern may 
represent donor transmitted infection.
Conclusion: Assessment of the biologic form of BK DNA in the urine and plasma of 
kidney transplant warrants further study as a tool to predict risk of PVAN, monitor 
response to immunosuppression reduction and predict graft outcome.

Abstract# B1009 
Changes in Viral and Human miRNA Expression Associated With 
Polyomavirus BK (BKV) Infection of Proximal Tubular Epithelium. 
G. Zeng, Y. Huang, P. Randhawa. Pathology, Univ Pittsburgh, Pittsburgh, 
PA.
BACKGROUND: Immunohistochemical, genomic, and proteomic technology 
have not fully met the clinical need for robust biomarkers that would facilitate the 
diagnosis, differential diagnosis, and prognostication of BKV associated disease 
in man. Studying the role of miRNAs in the viral life cycle may be worthwhile.
METHODS: Renal proximal tubular epithelial cells (RPTEC) infected with BKV 
Gardner strain were harvested after 0, 1, 3, 6, 9, or 12 days in culture. Total RNA 
extraction and small RNA enrichment was done using the mirVana miRNA extraction 
kit. Small RNA cDNA libraries linked with adapter and index primer sequences 
were prepared using the TruSeq Small RNA Prep Kit. The Illumina microRNAseq 
Service was used to obtain 36bp single end reads which were further analyzed by 
CLC Genomics Workbench v6.0.4. An average of 250,000 cellular small RNA 
reads were obtained per sample, of which an average of 630 could be annotated 
using miRBASE.
RESULTS: BKV miR-B1-5p and miR-B1-3p were both readily detected after day 
3 and showed no remarkable increase in expression as cells approached the lytic 
phase of the viral life cycle. On statistical analysis of miRNA expression values after 
normalization per 10 million reads and hiearchical clustering of log transformed 
data representing a minimum of 100 sequence reads, miR-10b, miR-21, miR-30a, 
and transfer RNA miR-3676 were decreased in infected cells at all time points after 
infection. miR-10b is known to directly bind to MICB, a stress-induced ligand that 
promotes immune elimination of virus by NK cells. miR-21 binds an anti-apoptotic 
protein Bcl-2 and a protein kinase recruited by EGFR signalling (MAPK3). miR-30a 
binds proteins that promote cell cycle arrest/apoptosis (p53), and proliferative cell 
signalling (EGFR, NOTCH1).
CONCLUSIONS: (1)BKV mir-B1-5p and mir-B1-3p are expressed in BKV infected 
human tubular epithelium. (2)These viral miRNAs do not seem to play any essential 
role in viral replication. (3) However, BKV replication will likely be affected by 
human miRNAs that control the expression of genes involved in apoptosis and 
cell proliferation. (4) BKV induced downregulation of mir-10b would promote 
recognition of virus infected cells by the NK cell activating receptor NKG2D. 
Further experimental studies are needed to validate these concepts and delineate 
the exact pathogenetic mechanisms.
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Abstract# B1010 
Ureteral Stent Placement Increases the Risk of BK Viremia in the First 
Year After Kidney Transplantation: A Validation Study. J. Maliakkal,1 
H. Chen,2 D. Fong,2 N. Agarwal,3 J. Zheng,2 T. Horwedel,2 D. Brennan,2 
V. Dharnidharka.2 1St. Louis Children’s Hospital, St. Louis; 2Washington 
University, St. Louis; 3University of California, Berkley.
Introduction: Ureteral stent (UrSt) placement during kidney transplant (KT) surgery 
has been reported as a signifi cant risk factor for BK virus nephropathy (Thomas et 
al., 2007) and the precursor BK viremia stage (Brennan et al., 2005; Hashim et al., 
2013; Siparksy et al., 2011). We aimed to validate these fi ndings in an independent 
population at a high volume kidney transplant center.
Methods: We performed a single center retrospective analysis to determine whether 
placement of UrSt during KT is an independent risk factor for BK viremia. We 
reviewed consecutive cases of adults receiving kidney-only transplant from January 
1, 2004 to November 30, 2011 followed for at least 12 months with relatively uniform 
immunosuppression (Thymoglobulin, tacrolimus, anti-metabolite and low dose 
steroids). The BK viremia screening protocol included blood PCR testing monthly 
for the fi rst 6 months, then at 9 and 12 months with additional measurements for 
cause at any time.
Results: Among the 1147 patients included in the fi nal study group, UrSt was 
placed in 443 patients (38.6%) and blood BK virus PCR was positive in 171 patients 
(14.9%) within 1 year post-transplant. BK viremia was detected in 17.2% of patients 
receiving UrSt placement compared to 13.5% of patients without UrSt (chi-squared 
P = 0.045). Surprisingly, we also noted an association between BK viremia and 
absence of delayed graft function. BK viremia was detected in 15.7% of patients 
with absence of delayed graft function, compared to 5.9% of patients with delayed 
graft function, (P = 0.0072), notably similar to Hashim et al., 2013. UrSt placement 
was also associated with deceased donor source (P = 0.005) and female gender (P = 
0.044). However, after multivariate analysis, only UrSt placement was found to be 
an independent risk factor of BK viremia (odds ratio 1.33, P = 0.045).
Conclusion: Our study, with the largest sample size to date, provides further evidence 
that UrSt placement is an independent risk factor for BK viremia within the 1st 
year post-KT. A prospective, randomized controlled trial is needed to confi rm this 
association and further characterize its long term impact.
DISCLOSURES: Dharnidharka, V.: Other, Bristol-Myers Squibb, Consultant, 
Sanofi , Honoraria.

Abstract# B1011 
Treatment of BK Viremia and Subsequent Graft Rejecttion – A 
Double-Edged Sword Clinical Decision. N. Elfadawy,1 S. Flechner,1 
S. Mossad,2 R. Fatica,1 J. Schold,3 S. Nurko,1 B. Stephany,1 T. Srinivas,4 
E. Poggio.1 1Glickman Urological and Kidney Institute, The Cleveland 
Clinic, Cleveland, OH; 2Department of Infectious Disease in the 
Medicine Institute, The Cleveland Clinic, Cleveland, OH; 3Department 
of Quantitative Health Science, The Cleveland Clinic, Cleveland, 
OH; 4Division of Nephrology, Medical University of South Carolina, 
Charleston, SC.
Various reports have described clinical activity of lefl unomide (Lf) and ciprofl oxacin 
toward clearing BK viremia (BKV). Moreover, both drugs are thought to have 
immunosuppressive effect that might protect against graft rejection after reduction of 
standard immunosuppression. There are limited data comparing BKV clearance rates 
and incidence of subsequent graft rejection after using these drugs. The aim of this 
study was to compare the rate of BKV clearance and the incidence of subsequent graft 
rejection following the use of different BKV treatment protocols. We screened 609 
kidney recipients from 2007 to 2011 for BKV using qPCR in blood. During 1-year 
following transplant, 130 patients (21.3%) had BKV. 91% of our cohort had protocol 
biopsy done (at 0, 3, or 12 months post-transplant). Moreover, patients with BKV 
and impaired graft function had for-cause biopsy. We classifi ed patients with BKV 
by the treatment received into: Observation (n=44); reduction in immunosuppression 
(RIS) (30-50% reduction) (n=43); RIS + Cipro (n=14); RIS + Lf (n=18); or RIS + 
Cipro + Lf (n=11). We compared the slopes of decline of BKV among the groups. 
We also recorded the incidence of biopsy proven acute graft rejection (BPAR) that 
occurred after initiating the treatment. The 5 slopes were parallel to each other with 
no signifi cant difference in the rate of BKV decline (p=0.16). Eleven of 130 (8.5%) 
patients with BKV developed BPAR within a median of 1.9 months after initiating 
BKV treatment (IQR 1.2-9.8) compared to 39/479 (8.1%) in patients without BKV 
(p=0.9). There was a trend toward graft rejection in the group who had RIS alone 
(11.6%), compared to the groups who had cipro (7%), Lf (5.8%), cipro + Lf (9%) 
or observation (6.6%) using the Cox survival model (p= 0.9). The evidence does not 
support increased viral clearance when Lf and/or cipro are added to RIS. Moreover, 
adding Lf and/or cipro to the RIS was not associated with a signifi cant lower risk of 
subsequent BPAR. Larger prospective studies are still needed to confi rm these results.

Abstract# B1012 
Inter-Institutional Evaluation of Prospective BK Virus Screening 
On Kidney Transplant Outcomes. A. Shields,1 S. Raabe,2 J. Kremer,2 
D. Hanseman,1 E. Woodle,1 R. Alloway,1 B. Abu Jawdeh,1 A. Govil,1 M. 
Cardi.2 1Univ of Cincinnati; 2The Christ Hospital.
Background: The evidence base supporting BK virus (BKV) screening is not 
robust and remains to be fi rmly established. The purpose of this study was to 
evaluate outcomes with and without prospective BKV screening in renal transplant 
(txp) recipients.
Methods: 594 patients (pts) receiving a renal txp from 2008-2013 at 2 physically 
proximate centers were analyzed. For 15 years, the centers have worked 
collaboratively and use identical immunosuppressive, infection prophylaxis, and 
patient care protocols. Txp surgeons and clinical research teams are common to 
both centers. One center utilized a prospective BKV screening protocol, whereas 
the other measured BK viral loads when for cause allograft biopsies suggested 
BKV nephropathy (BKVN). Protocol biopsies were not performed. BKV screening 
protocol included urine and serum DNA PCR every month until one year post-
txp. Most pts with a positive urine BKV load and all pts with a positive serum 
BKV load or with a biopsy demonstrating BKVN were treated using preemptive 
immunosuppression reduction.
Results: Demographics were similar between groups; however, the screening group 
pts were older and had more HLA mismatches. Patient survival, graft survival, graft 
loss due to BKVN, and death censored graft survival were not different between 
groups. BK-related outcomes are in table.

Screening 
(n=256)

No Screening 
(n=338) p

BKVN 2.7% 4.1% NS
Mean time to BKVN Diagnosis 
(days) 185±169 261±132 <0.0001
BK Viremia 11% N/A
Mean Time to BK Viremia (days) 124±98 N/A
BK Viruria 25% N/A
Mean time to BK Viruria (days) 106±94 N/A

Renal function was not different between groups, except it was better in the screening 
group at 1 year (MDRD 59±13 vs 55±20 mL/min, p<0.002). Rejection was lower 
in the screening group as below.

Screening (n=256) No Screening (n=338) p
Acute Rejection (AR) 14% 21% 0.01
1 Year AR 11% 17% 0.04
Late AR > 6 Mths 3.5% 8.3% 0.02
AMR or Mixed AR 5% 5% NS
Banff < 2A AR 6% 12% 0.01
Banff ≥ 2A AR 3% 5% NS
Mean Time to 1st AR (days) 186±349 252±362 0.03

Conclusion: Prospective BK virus screening with urine and serum DNA PCR did 
not result in a statistically signifi cant reduction in BKVN incidence. BKVN was 
diagnosed earlier in screened pts, but did not infl uence allograft survival or patient 
survival but may have had some impact on renal function at 1 year post-txp. Despite 
preemptive reductions in immunosuppression due to positive BK screening, the 
screening group had less rejection.

Abstract# B1013 
Differences in BK Viral Clearance Kinetics across Recipient Race. D. 
Taber,1 N. Pilch,2 A. Posadas,3 C. Bratton,1 J. McGillicuddy,1 K. Chavin,1 
P. Baliga,1 T. Srinivas.3 1Transplant, MUSC, Charleston, SC; 2Pharmacy, 
MUSC, Charleston, SC; 3Nephrology, MUSC, Charleston, SC.
Clearance of BK viremia (BKV) among kidney transplant recipients (KTX) may 
be infl uenced by host immune responses. Despite known immunologic differences 
among races, data are limited on associations of race with BKV clearance and 
KTX outcome.
METHODS: Retrospective longitudinal cohort study of all adult solitary KTX 
between 2005-12 that developed BKV, defi ned by at least two positive BK PCRs 
with one >2,000 copies/mL; all from a single lab. Cohorts were divided by race (AA 
vs. non-AA) and analyzed for BKV clearance kinetics and outcomes.
RESULTS: 1,176 patients were eligible for inclusion, 103 (8.8%) developed 
signifi cant BKV. The incidence of BKV was similar between racial cohorts (9.3% AA 
vs 8.1% non-AA, p=0.536). Baseline characteristics were similar between groups; 
except non-AAs had a higher incidence of CV events, re-transplant, and lower HLA 
mismatches (Top Table 1). BK viral clearance kinetics demonstrated a two-phase 
clearance pattern in both cohorts (Figure 1), with AA patients having a more rapid 
initial clearance phase (median BK reduction per month AA: -9,711 vs. non-AA: 
-2,807 copies/mL, p=0.014; middle Table 1) with similar terminal clearance phase 
between groups. Immunosuppression dosing, levels and clinical outcomes were also 
similar across groups (bottom Table 1).
CONCLUSION: The incidence of BKV is similar between AAs and non-AAs; 
AAs display a more pronounced initial BK viral clearance. Terminal clearance 
phase is similar across race. Understanding racial differences in BK viral clearance 
kinetics should allow optimal immunosuppression regimen titration during this 
high-risk time period.
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Abstract# B1014 
Early But Not Late BK Virmeia Is Associated With Worse Graft 
Outcomes After Kidney Transplantation. N. Elfadawy,1 S. Flechner,1 
S. Mossad,2 S. Jesse,3 R. Fatica,1 B. Stephany,1 S. Nurko,1 E. Poggio.1

1The Glickman Urological and Kidney Institute, The Cleveland Clinic, 
Cleveland, OH; 2Department of Infectious Disease of the Medicine 
Institute, The Cleveland Clinic, Cleveland, OH; 3Department of 
Quantitative Health Sciences, The Cleveland Clinic, Cleveland, OH.
BK virus (BKV) reactivation is a serious complication after kidney and kidney-
pancreas transplantation, with the majority of cases occurring during the fi rst 6 
months after transplant. There are limited data on the outcome of early versus late 
BKV reactivation after kidney transplantation.
This study included 609 kidney and kidney-pancreas transplant recipients screened 
for BKV after transplantation using qPCR tests in blood.
163 patients (26.7%) developed BK viremia; of whom 106 patients (65%) were 
within the fi rst 6 months after transplant (early BK viremia) (median3 months, IQR 
1.8-4.2 months), and in 57 patients (35%) were beyond 6 months post-transplant (late 
BK viremia) (median 13 months, IQR 8.6-22 months). Patients who developed early 
BK viremia were more likely to have high BK viral load [ ≥10,000 copies/mL] (RR= 
16.3, 95% CI 7.1-44.3, P<0.001) compared to the late BK viremia group. Moreover, 
early BK viremia was associated with signifi cantly worse graft function; compared 
to the late BK viremia group and patients who did not develop BK viremia - at 1 
year (eGFR 46, 51, and 52 ml/min/1.73 m2, respectively, p=0.01) and 2 years post-
transplant (eGFR 46, 50, and 51 ml/min/1.73 m2, respectively, p=0.02). We also 
found a trend toward higher risk of graft rejection in the early BK viremia group 
compared to the late BK viremia group and patients who did not develop BK viremia 
using Cox time dependent model (14% vs 7% and 8% respectively (RR= 1.8, 95% 

CI 0.97-3.2, p=0.06). Patient and graft survival were comparable in the 3 groups 
using Kaplan Meir analysis (p= 0.1, 0.6 respectively). Early BKV reactivation is 16 
folds more likely to present as high viremia than late BKV reactivation, is associated 
with worse graft function, and a trend to higher risk for graft rejection. In the current 
era of BKV surveillance, BK viremia (early and late) is associated with excellent 
patient and graft survival perhaps secondary to early diagnosis and intervention. 
Overall, the current data supports the role of BKV surveillance; especially within 
the fi rst 6 months post-transplant.

Abstract# B1015 
Treatment of High-Level BK Viremia With Cidofovir Compared to 
Reduction in Immunosuppression Alone. S. Kuten, S. Patel, R. Knight, 
E. Graviss, L. Teeter, A. Gaber. Houston Methodist Hospital, Houston, TX.
While reduced immunosuppression is considered standard therapy for BK viremia 
(BKV) following renal transplantation, data has suggested a role for cidofovir 
(CID), often in the setting of nephropathy (BKVN). Conversely, use of CID for 
high-level BKV (hi-BKV) without BKVN has not been well-described. The 
purpose of this study was to examine the course of BK infection in patients treated 
with CID for hi-BKV (peak PCR  ≥4log10copies/mL) compared to those managed 
with reduction in immunosuppression alone (non-CID). Kidney transplant patients 
with confi rmed BKV detected through routine screening or for-cause from 01/07 
through 06/12 were included. Of 151 patients with BK infection, 32 patients had 
hi-BKV without evidence of BKVN; 17 patients received CID (1 mg/kg IV, then 
0.5 mg/kg IV every 2 weeks) and 15 did not. Recipient and donor demographics 
were similar between groups. Mean time to BKV post-transplant was 4.4 and 7.8 
months in CID and non-CID patients, respectively. There were no differences in 
tacrolimus levels or mycophenolate mofetil doses during the viremic phase. CID 
patients received a mean of 14±10 CID doses. While baseline BKV levels were 
similar, peak BKV was signifi cantly higher in CID patients (Table 1). At a mean 
follow-up of 27 months, BKV cleared in 12 (71%) CID patients versus 14 (93%) 
non-CID patients, with a similar time to clearance. No differences were seen in the 
rate of PCR decline between groups (Figure 1). Graft function was similar in both 
groups and no graft losses occurred. Our data suggests no added benefi t of low-dose 
CID in the setting of hi-BKV without nephropathy. Further studies are warranted to 
determine its utility in BK infection.
Table 1: Course of BK Infection in Hi-BKV 
Patients (n=32)

CID 
(n=17)

Non-CID 
(n=15) p-value

Time to BKV post-transplant (months) 4.4±4.9 7.8±10 0.23
Baseline BKV (log10copies/mL) 4.6±0.8 4.2±0.6 0.10
Peak BKV (log10copies/mL) 5.4±0.7 4.5±0.4 <0.01
BKV clearance, n(%) 12 (71%) 14 (93%) 0.09
Time to BKV clearance (months) 7.5±8.2 8.0±6.8 0.87
Change in eGFR at last follow-up (%) 4.0±6.3 -7.6±6.7 0.22

Abstract# B1016 
A Prospective, Randomized Study of Levofl oxacin Prophylaxis for BK 
Viremia in Kidney Transplant Recipients. K. Galen,1 P. West-Thielke,2 
M. Huber,1 E. Hetterman,1 J. Benken,1 M. Campara,1 M. Johnsen,2 M. 
Satterlee,2 J. Thielke.1 1Pharmacy, University of Illinois at Chicago, 
Chicago, IL; 2Surgery, University of Illinois at Chicago, Chicago, IL.
Background:
BK virus (BKV) is an ubiquitous polyomavirus affecting 10 to 60% of kidney 
transplant recipients (ktx) and can lead to graft loss. The prevalence of BKV viremia 
and polyomavirus-associated nephropathy (PVAN) has steadily increased since 
1995 and management of the ktx patient with BKV viremia remains a challenge. 
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Fluoroquinolones have been studied in the past with limited data, but early results 
suggest it may be an effective prophylactic therapy. The purpose of this study is to 
determine if levofl oxacin can decrease BK viral load in ktx recipients.
Methods:
A prospective, randomized, study of levofl oxacin versus no therapy for prophylaxis 
of BK viremia following ktx is currently enrolling patients. The target enrollment 
is 80 subjects. Pts are randomized to either no prophylactic therapy for BKV, or the 
study arm of levofl oxacin 500mg/ day orally for 6 months. Pts are included if they 
are the recipient of a ktx and received induction with basiliximab or anti-thymocyte 
globulin and maintenance immunosuppression with tacrolimus or cyclosporine plus 
mycophenolate and a 6 day prednisone taper. Primary endpoint is the peak BK viral 
load during the fi rst year after transplant.
Results:
29 pts have been enrolled to date with 28 pts completing the 1 yr follow-up. 15 pts 
have been randomized to the control arm and 14 pts have received levofl oxacin for 
BKV prophylaxis. Of the pts receiving levofl oxacin, 4 pts had detectable BK viral 
load in the blood with no PVAN found on bx. Peak BK viral load in the 4 subjects 
was 149,900 copies/mL. Of the pts in the control arm, 3 had detectable BK viral load 
in the blood with 1 diagnosis of PVAN on bx. Peak BK viral load was >45,000,000 
copies/mL. Immunosuppression therapy was reduced in 2 of the 3 pts in the control 
arm and in 1 of the 4 pts in the levofl oxacin arm (66% vs. 25%). Overall GFR 
between the two groups was 64 mL/min in the control arm and 52.4 mL/min in the 
levofl oxacin group, although the GFR between the two groups in patients who had 
detectable BK viral load was similar (49.4 mL/min vs. 46.9 mL/min).
Conclusions:
At this time, preliminary results of the study suggest that prophylactic therapy with 
levofl oxacin may lower the peak BK viral load. The clinical relevance of this fi nding 
requires longer follow-up in more patients.

Abstract# B1017 
BK Polyoma Virus Drives a Subset of Kidney and Bladder Cancers 
in Solid Organ Transplant Recipients. E. Farkash,1,2 N. Brousades,1 M. 
Farrell,1 T. Della Pelle,1 R. Colvin.1 1Massachusetts General Hospital, 
Boston; 2University of Michigan, Ann Arbor.
Introduction: The ubiquitous BK polyoma virus (BKPyV) is a cause of graft loss 
in renal transplant recipients. While BKPyV can transform cells in vitro, encodes 
a large T antigen (LTA), and is homologous to the MCPyV oncovirus, it has not 
been proven to be an oncovirus in humans. Single case reports have identifi ed rare 
kidney and bladder tumors staining diffusely positive for LTA, but the incidence of 
these malignancies is unknown. We report the fi rst retrospective survey of urologic 
malignancies in transplant recipients, using “non-productive infection” with 
diffuse expression of LTA but not envelope protein VP1, as a marker for malignant 
transformation by BKPyV.
Methods: Electronic medical records, transplantation, and renal pathology databases 
were searched for patients with transplant procedure codes and kidney or bladder 
malignancy diagnoses. Patients with tumors at transplantation were excluded. 
Paraffi n embedded tissue was stained for LTA and VP1. 7 additional cases, some 
previously reported, were obtained from extramural collaborators. Viral sequencing 
was performed for a single tumor.
Results: Of 33 urologic malignancies in recipients of solid organ transplants from 
1993-2013, tissue was obtained from 20 bladder and 7 renal tumors. Of these, 4 stain 
positive for LTA in every cell of the tumor, with no detectible VP1 envelope protein. 
Cases previously reported in the literature show an identifcal pattern. All tumors are 
transitional cell carcinomas: 3 arising in the bladder, and 1 within an allograft kidney. 
The latter tumor harbors BKPyV clade 1a viral sequences. Tumors diffusely positive 
for BKPyV antigens are high grade, identifi ed only in renal transplant recipients, 
and arose after 2010. 2/4 patients had a prior episode of polyoma virus nephropathy.
Discussion: In the fi rst systematic study of BKPyV and malignancy in transplant 
recipients, we fi nd that 15% of urologic malignancies from a single center have 
“non-productive” BKPyV infections, strong circumstantial evidence implicating 
BKPyV as an oncovirus. Renal transplant recipients appear uniquely sensitive to 
BKPyV oncogenesis. The role of polyoma viruses in cancer in transplant recipients 
is likely underrecognized. The recent increased incidence suggests that a change in 
patient management (e.g. immunosuppresive regimen) may contribute to BKPyV 
oncogenesis. Increased surveillance for urologic malignancies may be indicated.

Abstract# B1018 
Level of Viremia Is a Better Predictor of Histological Resolution of 
BK Nephritis in Follow-Up Biopsy, Than The Histological Pattern in 
The Initial Biopsy. C. Drachenberg,1 M. Chaudhry,1 J. Papadimitriou,1 E. 
Ramos,2 A. Haririan,2 D. Klassen,2 R. Ugarte,2 C. Cangro,2 M. Mavanur,2 
N. Costa,2 M. Weir.2 1Pathology, University of Maryland School of 
Medicine, Baltimore, MD; 2Medicine, University of Maryland School of 
Medicine, Baltimore, MD.
Histological patterns of polyomavirus nephropathy(PVN), had been shown to 
correlate with outcome and viremia. Since the earlier studies signifi cant progress 

was made for early diagnosis and intervention, therefore the utility of the originally 
devised histological patterns needs to be reassessed in this more controlled clinical 
environment.
Initial(IBx) and follow-up(FU) biopsies from 44 patients (12 females), mean age 
54.6±12.7years were classifi ed according to histological pattern. IBx were performed 
at a mean of 6.6 months post tx: 23 for cause (mean 5 months ±3.6) and 21 protocolar 
(mean 8.3 months ±8.67). Viremia at IBx ranged from 2,000 to 12,000,000 copies/ml.
Results: PVN in the IBx were as follows: Presumptive 12, pattern A 14, Pattern B(a-c) 
18. PVN evolved in the FU biopsy as follows: Presumptive: 66.6 % progressed to 
A/B and 33.3 % resolved, Pattern A:57% remained the same or worsened and 43% 
resolved. Pattern B:50% remained the same or worsened, 6% became presumptive 
and 44% resolved. Histological fi ndings in the IBx did not correlate with graft 
function (protocol vs. for cause), level of viremia or rate of resolution (statistically 
similar for all patterns). In contrast, the level of viremia (<vs>100,000 copies/ml) 
showed statistical difference of resolution in the FU biopsy (50% vs 21%, p=.05). 
Furthermore, among each histological category, cases showing resolution in the 
FU Bx were associated with a viremia of <100,000 at the time of the IBx (75% up 
to 100%). Time of the IBx or interval between IBx and FU Bx did not correlate 
with the morphological fi ndings in the IBx or with the rate of resolution in the FU 
biopsy, respectively.
Conclusions:These fi ndings refl ect the different clinical setting in which PVN is 
diagnosed currently (i.e. ≤6 months vs  ≥12 months in earlier studies). Additionally, 
the spectrum of disease presentations has markedly expanded. In this context, the 
biopsy fi ndings/histological pattern still represent a useful snapshot of the disease 
but cannot adequately describe the entire pathobiological process, largely due to 
sampling variation. Viremia as expected provides a better global assessment of 
disease severity and resolution potential.

Abstract# B1019 
Isolated JC Viruria Might Be a “Viromarker” of Adequate 
Immunosuppression. A. Rossi,1 K. Anderson,1 T. Horwedel,1 A. 
Edwards,1 D. Wang,2 D. Brennan.1 1Transplant Nephrology, Washington 
University, St. Louis, MO; 2Immunology and Pathology, Washington 
University, St. Louis, MO.
Introduction: While BK polyomavirus infection can cause graft nephropathy, the 
role of JC is less clear but is most concerning for PML. Recently, the prevalence 
of non-diabetic nephropathy in African Americans (AA) with two APOL1 risk 
alleles was lower for those with JC viruria compared to those without (Divers et 
al. Kidney Intl 2013). Our goal was to determine the effects of JC viruria on renal 
allograft outcomes.
Methods: Through analyses of two existing databases, we evaluated recipient 
and donor characteristics for those with and without JC viruria. Kaplan-Meier 
survival curves were used to estimate acute rejection-free survival, graft survival 
and patient survival.
Results: Of 282 renal transplant recipients, 43 had isolated JC viruria without JC 
viremia (JC+), and 239 did not (JC-). No patients developed JC-nephropathy or 
PML. JC+ recipients were older than JC- (52.7 vs 47.2 years, p=0.01). Gender 
(61.7% males), race (79.8% White), donor type (62.4% deceased donors), cause of 
renal disease, HLA mismatch (mean 3.1 ±1.8 mismatches) and immunosuppression 
were similar in both groups. JC+ recipients were less likely to be co-infected with 
BK virus but this did not reach statistical signifi cance (7% for JC+ vs. 14.2% 
for JC-, p=0.2). JC + recipients had lower acute rejection rates compared to JC-, 
(2.3% vs. 13.8%, p=0.04). Kaplan-Meier analysis for acute rejection free survival 
was also favorable for JC+ compared to JC- (Log-rank p=0.05). There was no 
difference for death censored graft survival (p=0.6) and patient survival (p=0.1). In 
the subpopulation where either donor and/or recipient were AA, 54 were JC- and 
7 JC+. AA JC+ recipients tended to have less acute rejection vs. the JC- group 
(14.3% vs. 22.2%, p=1).
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Conclusions: Surprisingly, and counter intuitively, JC viruria was associated with 
lower rates of renal allograft acute rejection. Our fi ndings extend those of Divers 
et al. to the renal transplant population. Further studies are needed to confi rm this 
novel fi nding and determine whether JC viruria could be used as a “viromarker” of 
appropriate immunosuppression.

Abstract# B1020 
Decreased Allograft Survival After BK Viremia: Impact of 
Alloreactive T-Cells On Graft Injury. T. Schachtner,1,2 M. Stein,2 P. 
Reinke.1,2 1Nephrology and Internal Intensive Care, Charite University 
Medicine Berlin, Berlin, Germany; 2Berlin-Brandenburg Center for 
Regenerative Therapies, Charite University Medicine Berlin, Berlin, 
Germany.
The emergence of BKV-associated nephropathy has been attributed to the use of 
potent immunosuppressive drugs. Particular risk factors and long-term outcome, 
however, remain poorly described.
We analyzed all adult kidney transplant recipients (KTRs) at our single transplant 
center transplanted between 2004 and 2012. 103 (11.9%) of 862 KTRs were 
diagnosed with BK viremia, among which 77 patients (74.8%) showed early-onset 
BK viremia within the fi rst 12 months posttransplantation. 24 KTRs (23.3%) showed 
progression to BKV-associated nephropathy with allograft loss in 3 cases (12.5%). 
An age-, gender, and maintenance immunosuppression-matched control group of 
235 KTRs was used for comparison. In addition alloreactive T-cells induced by T 
cell-depleted donor splenocytes or PBMC, were measured using an interferon-γ 
Elispot assay. Samples were collected before transplantation and at +1, +2, and +3 
months posttransplantation.
Upon multivariate analysis CMV reactivation, lymphocyte depletion induction, and 
acute rejection were more frequent in KTRs developing BK viremia (p<0.05). Seven-
year graft survival and estimated GFR were signifi cantly lower in KTRs with BK 
viremia compared to KTRs without BK viremia (p=0.005; p=0.015). Interestingly, no 
differences were observed for seven-year graft survival and estimated GFR between 
KTRs with BKV-associated nephropathy and BK viremia only (p>0.05). Among 
KTRs developing BK viremia MMF dosing of 2000 mg/day was identifi ed as an 
independent risk factor for progression to BKV-associated nephropathy (p=0.004). 
KTRs with BK viremia showed signifi cantly higher alloreactive T-cells compared 
to KTRs without BK viremia (p=0.018).
BKV-associated nephropathy remains a paramount issue in the renal transplant 
population. Our results suggest that BKV infection may have signifi cant effects on 
augmentation of alloreactive T cells. Both cross-reactivity of alloreactive T-cells 
with viral antigens and bystander activation may contribute to allograft injury and 
decreased graft survival in follow-up.Our results suggest the reduction of MMF 
dosing in KTRs with BK viremia.

Abstract# B1021 
Incidence of BK Is Higher in Recipients On Tacrolimus vs. 
Cyclosporine On Rapid Steroid Discontinuation Protocols. S. 
Lankireddy, K. Gillingham, N. Issa, A. Matas, A. Kukla. University of 
Minnesota, Minneapolis.
Background: BK nephropathy is an important cause of kidney allograft failure. Yet , 
little data exists on the risks of individual immunosuppressive drugs, either with or 
without prednisone maintenance therapy. Routine monitoring for BK viremia (BKV) 
began (at our institution) in 2008. We studied incidence of BKV in recipients on 
a rapid discontinuation of prednisone (RDP) protocol including either CSA or FK 
(polyclonal Ab, CNI, MMF, and RDP). Multivariate analysis (MVA) was done to 
determine risk factors for BKV. Variables included in the analysis were: recipient 
race and gender, age>50, DD vs. LD, donor race and gender, dialysis prior the 
transplant, CNI (FK vs CSA) and incident of acute rejection.
Results: Between 2008 and November, 2013, 415 recipients (FK =172; CSA = 287) 
were screened for BKV using BK PCR.
Recipients demographics are shown in table 1: signifi cant differences existed between 
groups in donor source (p=.04) and dialysis prior to tx (p=.02)
parameter FK+MMF CSA+MMF pvalue
Recipient age at transplant 53±13.6 52.3±14.3 0.08
Male gender (%) 63 62 0.6
Caucasian (%) 82 77 0.4
PRA >50% 8.3 8.8 0.8
Deceased donor vs. living donor (%) 45 34 0.04
Dialysis prior the transplant (%) 38 38 0.02
DGF(%) 8.3 8 0.5
Donor age 42.4±13.7 41.1±14 0.24

There were no difference between groups in patient or graft survival or in acute 
rejection rates . A total of 39 recipients (8.4%) developed BKV (TAC, 21; CSA, 
18). Cumulative incidence at 5 years was 13.2 % in TAC and 7.6% in CSA (Figure).
Kaplan-Meier BK free survival curves in recipients on FK+MMF (blue) and 
CSA+MMF (red).

By MVA the only risk factor for BKV was maintenance FK vs. CSA (p=0.03; HR 
1.96, CI 1.0-3.6). Of note, recipients on FK had signifi cant higher MPA levels at 1 
month posttxt (3.0±1.8 vs. 1.7± 1.5, p <0.0001); Addition of 1 month MPA levels 
>3 mcg/ml to the MVA model did not show signifi cance.
5 years graft survival was 86% on CSA +MMF and 83% on FK+MMF (NS).
Conclusion: Recs on RDS protocol receiving FK +MMF combination have higher 
risk for BK. Exposure to MMF is higher in recs on TAC, but did not show to be a 
signifi cant risk factor in MVA.

Abstract# B1022 
The Role of Regulatory T Cells During the Course of BK Viremia 
in Renal Transplant Recipients. Y. Caliskan,1 B. Caliskan,2 B. Kiran,3 
T. Ayna,4 H. Ciftci,4 H. Yazici,1 A. Turkmen,1 M. Sever.1 1Department of 
Internal Medicine, Division of Nephrology, Istanbul University, Istanbul 
Faculty of Medicine, Istanbul, Turkey; 2Department of Pediatrics, 
Division of Pediatric Infectious Diseases, Istanbul Faculty of Medicine, 
Istanbul, Turkey; 3Department of Medical Microbiology, Istanbul Faculty 
of Medicine, Istanbul, Turkey; 4Department of Medical Biology, Istanbul 
Faculty of Medicine, Istanbul, Turkey.
BK virus nephropathy is an important cause of allograft failure in renal transplant (tx) 
recipients. This study monitored T regulatory cell (Treg) functions during the course 
of BK viremia in renal tx recipients. In this study, 20 renal tx recipients (m/f:13/7, 
mean age:41±12years, living tx:15) in whom BK viremia was detected at a mean time 
of 20±20 months after tx were evaluated. Demographic and clinical characteristics 
of patients were recorded. Serum and urine BKVDNA were measured by RT-PCR 
and lymphocyte profi le, CD4(+)CD25(+)FoxP3(+) Tregs were measured by fl ow 
cytometry at baseline, 1. month and 3. month after detection of BK viremia. 17/20 
patients were on CNI based triple therapy during viremia. Mean serum creatinine 
level of patients was 2.2±1.4mg/dL. In order to reduce immunosuppressive dosage, 
FK and CSA was discontinued in 9 patients, sirolimus was started in 3 of them and 
MMF was switched to AZA or the dose was decreased in all patients. During the 
follow up of 3 months, serum and urine BKV DNA were signifi cantly decreased 
by the reduction of immunsupression dose. Tregs and CD8(+)T lymphocytes were 
also signifi cantly decreased during this period (table1). CD4(+) T lymphocytes were 
signifi cantly increased within this period.

Baseline 1. month 3. month p value
CD4 (%) 42.6±6.0 50.7±7.5 50.1±8.2 0.04
CD8 (%) 28.5±26.5 26.5±9.2 25.3±7.0 0.03
CD4 CD25 FOXP3 (TREG) (%) 15.2±5.8 11.2±4.8 10.1±4.4 <0.001
CD4/CD8 1.86±0.73 2.18±0.97 2.18±0.79 0.01
Serum BKV DNA (copy n/mL) 81210±303936 55787±227072 3770±7504 0.26
Urine BKV DNA (million copy n/mL) 28.9±24.1 19.4±21.0 8.5±18.1 0.006

Treg cells may appear to assist in the maintenance of BK viral infection and Treg 
cells may have a role in the delicate balance between clearance of the BK virus and 
immune status of the tx recipients.

Abstract# B1023 
Clinical and Virologic Outcomes of BK Virus Nephropathy (BKVN) 
Treated With Cidofovir. K. Bober, M. Ison. Northwestern Univ Feinberg 
SoM, Chicago.
Background: Successful kidney transplantation requires lifelong immune 
suppression which predisposes to opportunistic infections, including BKVN. Current 
guidelines, recommend treating BK virus replication or BKVN with reduction of IS. 
When replication continues, antiviral drugs, including cidofovir, lefl unomide, and 
quinolone antibiotics are recommended. Outcomes of these treatments in kidney 
transplant recipients induced with alemtuzumab have not been determined.
Methods: After IRB approval, a retrospective electronic chart review of all kidney 
transplant patients (1/1/07 – 2/28/13) that developed BKVN at Northwestern 
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Memorial Hospital was conducted. Data collected included medication received, 
patient/graft survival, serial creatinine levels, and plasma & urine quantitative PCR 
viral loads for BK virus. Basic descriptive statistics were calculated.
Results: 85 patients with BKVN after kidney transplantation were identifi ed 
(Table 1). When replication continued after reduction of immunosuppression, 
antiviral therapy was used in most patients, at the discretion of the patients’ primary 
nephrologist (Figure 1). Treatment with cidofovir associated with a 48% rate of 
clearance of viremia (Figure 2). Average duration of treatment with cidofovir until 
clearance, for those who cleared viremia, was 15 ± 13 wks. Average creatinine 
change was +1.21 ± 3.53 mg/dL at 12 mos following diagnosis. Patient survival 
was 100%, 98% and 92% while graft survival was 100%, 93% and 77% at 1, 3 and 
12 mos following diagnosis, respectively.

Discussion: Cidofovir is associated with slow viral clearance and a 23% rate of 
graft failure at 12 months in this population. Cidofovir therapy was associated with 
clearance rates similar to prior studies, although graft failure was higher. Future 
studies are needed to optimize the management of BKVN among kidney transplant 
recipients induced with alemtuzumab.

Abstract# B1024 
Risk Factors for BK Virus Replication During the First Three 
Months of Kidney Transplantation: Does It Matter to Consider a 
High AUC of Mycophenolic Acid? N. Bouvier,1 T. Lamy,1 J. Dina,2 
V. Chatelet,1 T. Lobbedez,1 M. Ficheux,1 D. Debruyne,3 B. Hurault De 
Ligny.1 1Nephrology Unit, CHRU Clemenceau, Caen, France; 2Virology 
Unit, CHRU Clemenceau, Caen, France; 3Pharmacology Unit, CHRU 
Cote de Nacre, Caen, France.
Introduction: BK virus (BKv) infection is a threat to renal allograft survival. BKv 
nephropathy had largely been described since more potent immunosuppressive drugs 
appeared. An overimmunosuppression is often advocated for risk factor. Therapeutic 
drug monitoring may better assess individual immunosuppression. The aim of this 
study is to seek risk factors for signifi cant BKviruria (> 10^5 copies/ml) because 
there is no BK viremia under this threshold and to determine whether a high AUC 
of mycophenolic acid (MPA) is one of them.
Method: we retrospectively observed 255 kidney recipients with a 1-year follow-
up treated by mycophenolate mofetil between July 2006 and June 2011. BKv was 
regularly sought in blood and urine samples by quantitative PCR. Different risk 
factors were sought between group with signifi cant BK viruria and without.
Results: Fifty recipients (19.9%) had a BK viruria, 38 (14.9%) had a sustained BK 
viruria during the fi rst 3 months and 25 (9.8%) had a BK viremia during the fi rst 

year. Six (2.6%) patients underwent BKv nephropathy. Threshold for signifi cant 
BK viruria was 56 h.mg/L determined by ROC equation. In univariate analysis, 
signifi cant BK viruria occured more frequently in male recipients (81,6 vs 62,6%; 
p=0,02), older (54,6±14,3 vs 49,5±13,3 years; p=0,03) with a greater MPA AUC 
(54,1±21,1 vs 44,6±20,7 hr.mg/L; p=0,02). Nephroangiosclerosis and focal segmental 
glomerular sclerosis were more frequent when signifi cant BK viruria occurred: 18,4 
vs 7,1% (p=0,02) and 13,2 vs 4,3% (p=0,03) respectively.
In multivariate analysis, male gender (relative risk (RR) 3,1; p<0,02) age above 58 
years old (RR 2,6; p<0,02) and MPA AUC greater than 56 h.mg/l (RR 2,8; p<0,001) 
were risk factors for signifi cant BK viruria.
Conclusion: a high MPA AUC (>56 h.mg/l) seems to be a risk factor for signifi cant 
BKviruria as male gender and age. It could be reasonable to not exceed MPA AUC 
> 55 h.mg/l to prevent signifi cant BK viruria and BK viremia.

Abstract# B1025 
Management and Outcome of BK Viremia in Renal Transplant 
Recipients - A Prospective Single Centre Study. T. Aziz, R. Muzaffar, S. 
Akhtar, A. Naqvi, S. Rizvi. Sindh Institute of Urology and Transplantation, 
Karachi, Pakistan.
Purpose:
BK viremia can lead to BK nephropathy which can progress to graft loss. Our 
prospective study shows management and outcome of BK viremia in renal transplant 
recipient.
Methods:
In this study 34 recipients were diagnosed with BK viremia between 2002 to 2012. 
They were followed for at least 5 years. Standard immunosuppressive therapy 
consisted of Steroid, Azathioprine / MMF, Neoral / Tacrolimus was employed. In 
fi ve patients induction was done with either ATG or IL-2 antagonist. Quantifi cation 
of BK virus DNA surveillance in plasma / urine was performed at six and twelve 
months after transplant. Patients with signifi cant viremia (defi ned as > 10,000 viral 
copies / ml) underwent graft biopsy and treated with 30-50% reduction in doses of 
immunosuppression without antiviral therapy. Target CNI level were lowered in the 
signifi cant viremia group while it was unchanged for all other patients.
Results:
2726 renal transplants were carried out between 2002 to 2012. Out of these 34 (8.0%) 
developed signifi cant BK viremia. Eleven patients (39%) developed BK nephropathy, 
while 23 (61%) presented with viremia without evidence of BK nephropathy on 
graft biopsy. Mean plasma level of BK virus DNA declined by 98% at 1 yr after 
peak viremia. In all 13 patients (26%) developed acute rejection and all of them 
responded to either Solumedrol or ATG.
Conclusion: Reduction in immunosuppression alone resulted in the successful 
resolution of viremia with preservation of graft function.

Abstract# B1026 
BK Virus Screening and Management: A Provider Survey. A. 
Hodowanec, D. Simon. Infectious Diseases, Rush University Medical 
Center, Chicago, IL.
Introduction: Routine BK virus (BKV) screening is recommended for all renal 
transplant recipients and reduces rates of allograft dysfunction and loss due to BKV 
nephropathy. The optimal approach to BKV surveillance remains controversial. We 
hypothesize that BKV screening and management practices vary signifi cantly across 
transplant centers. Methods: Using the United Network for Organ Sharing (UNOS) 
website, all US transplant centers that performed 50 or more renal transplants in 2011 
were identifi ed (N = 110). We sent a 10-question, multiple-choice, web-based survey 
on BKV screening and management practices to a transplant surgeon, nephrologist, 
and infectious disease (ID) physician at each institution. Results: We received survey 
responses from 48 providers from 43/110 (39%) centers. 47.9% of respondents 
were nephrologists, 31.3% surgeons, and 20.8% ID physicians. Reported method 
of BKV screening was blood PCR only (41.7%), urine and blood PCR (37.5%), 
urine PCR only (16.7%), urine cytology (2.1%), and no screening (2.1%). Reported 
timing of BKV screening during the fi rst year post-transplant was monthly for the 
fi rst 3 months, then at months 6 and 12 (33.3%), monthly for 6 months, then at 
months 9 and 12 (25.0%), monthly (25.0%), and every 3 months (16.7%). 100% 
of respondents reduce immunosuppression in response to BKV reactivation. In 
addition, some respondents reported utilization of lefl unomide (45.8%), cidofovir 
(20.8%), a quinolone (14.6%), and IVIG (8.3%). The criteria for intervention varied 
between institutions, with the most commonly reported indications being any BK 
viremia (52.1%) and BK viremia > 10,000 copies/mL (39.6%). Interestingly, among 
the 5 centers for which there was more than one respondent, different screening 
and management practices were reported by respondents from the same center. 
Conclusions: BKV screening and management practices vary greatly between 
and perhaps within transplant centers. Unfortunately, this survey did not capture 
the impact of these differing practices on patient outcomes. Additional data on the 
effi cacy of various BKV screening protocols and interventions could lead to the 
development of a standardized, simplifi ed, and more cost-effective approach to 
BKV management among renal transplant recipients.
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Abstract# B1027 
Screening for BK- & CMV-Virus Reactivation After Renal 
Transplantation - Is It Worthwhile? B. Oqvist. Dpt of Nephrology and 
Transplantation, Skane University Hospital, Lund, Sweden.
Background
Reactivation of BK virus (BKV) and cytomegalovirus (CMV) after renal 
transplantation (tp) represents a potential threat, both to the patient and to the graft. 
Relying on clinical suspicion only of BK virus reactivation may delay diagnosis and 
lead to a permanent deterioration of graft function and even graft loss.
Patients and methods
In 2006 we introduced monthly screening with qPCR of plasma for BK viremia for 
the fi rst six months after renal tp and then at month 9 and 12. Since 2011 screening 
for CMV viremia is done at the same interval. Previously, only seronegative (CMV-) 
recipients having a graft from a seropositive (CMV+) donor were checked for viremia 
and seroconversion by month 3 after tp.
Immunosuppression (IS) comprised mycophenolate mofetil (MMF), tacrolimus and 
steroids and all patients had induction therapy with an IL-2R antibody. All CMV- 
patients having a graft from a CMV+ donor had prophylaxis with valganciclovir 
(VG) for at least 3-6 months.
When BK virus copies exceeded 104/mL calculation of AUC for MMF was 
performed. A renal biopsy was done when a signifi cant rise in serum creatinine was 
observed. 33/145 patients were CMV- and had prophylaxis with VG for a median 
of 6,9 months (3,5-15,7).
Results
145 patients completed 12-month follow-up. Of these, 36 patients were also screened 
for CMV reactivation. 18/33 CMV- patients seroconverted after a median of 7,9 
(3,0-32) months, 15/33 patients had not converted at last follow-up. No patients 
developed CMV-disease while on prophylaxis with VG. 2 patients developed 
CMV-disease after discontinuation of prophylaxis. 29 patients who were primarily 
CMV+ showed reactivation of CMV after a median of 3,0 months. Two of these 
patients were diagnosed on clinical suspicion of CMV-disease and not as part of 
the screening programme.
33/145 had BK-viremia on at at least one occasion. Of these, 11 patients at some 
point had virus copies >104/mL. 8 of these patients required changes in IS. All 
patients eventually cleared the virus, but 2 patients demonstrated a permanent 
deterioration of graft function.
Discussion
Screening for BKV after renal tp has clearly reduced the number of graft losses 
due to BK nephritis. The impact of screening for CMV reactivation is less clear 
and needs further investigation. Virus reactivation might be a surrogate marker of 
immunosuppressive pressure, but in what extent this correlates to clinical outcomes 
needs further study. Severe virus reactivation implies an obvious threat but with 
low-grade viremia the case is much less clear.
DISCLOSURES: Oqvist, B.: Speaker’s Bureau, Lectures for Astra-Zeneca Sweden, 
Lecture for PharmaCosmos Sweden.

Abstract# B1028 
Outcomes of Kidney Transplant Tourism and Risk Factors for De 
Novo Urothelial Carcinoma. H. Tsai,1 J. Chang.2 1Surgery, Taipei 
Veterans General Hospital, Taipei, Taiwan; 2Pediatrics, Taipei Veterans 
General Hospital, Taipei, Taiwan.
Background. To date, the outcomes of transplant tourism have not been reported 
extensively. In addition, data about the accuracy of urine cytology for the detection 
and the role of the BK virus (BKV) in the carcinogenesis of urothelial carcinoma 
(UC) post-renal transplantation are lacking.
Methods. Three hundred and seven patients who received deceased donor kidney 
transplants between January 2003 and December 2009 were retrospectively studied. 
The clinical parameters and outcomes between the domestic group and tourist 
group were compared. We also investigated the risk factors and role of BKV in the 
carcinogenesis of de novo UC by quantitative real-time PCR.
Results: The subjects in the tourist group were older at transplantation and had a 
shorter dialysis time before transplantation. There were signifi cantly higher incidence 
rates of BKV viruria, Pneumocystis jiroveci pneumonia and malignancy in the tourist 
group. Graft and patient survival were superior in the domestic group. A total of 
43 cancers were identifi ed, and the most common type of malignancy was UC (23 
patients, 53.5%). The tourist group had a signifi cantly higher incidence of tumors. 
The sensitivity and specifi city of urine cytology for detecting UC were 73.9% and 
94.7%, respectively. Independent predictors of UC included female gender, use of 
Chinese herbal medicine, and transplant tourism. Only 2 patients (8.7%) with UC 
had detectable BKV.
Conclusions: Transplant tourism was a risk factor for infection and de novo 
malignancy. UC was the most common malignancy following kidney transplantation. 
Regular screening for the early detection of UC by urine cytology or periodic 
sonographic surveys is mandatory, especially for those at high risk.

Abstract# B1029 
The Impact of HMG-CoA Reductase Inhibitor Therapy On the 
Incidence of Polyomavirus-Associated Nephropathy in Renal 
Transplant Recipients With BK Viremia. S. Gabardi,1,2 S. Ramasamy,1 
M. Kim,1 R. Klasek,1 M. Mackenzie,3 C. Tan.2,3 1Brigham and Women’s 
Hospital, Boston, MA; 2Harvard Medical School, Boston, MA; 3Beth Israel 
Deaconess Medical Center, Boston, MA.
Introduction:  It has been estimated that after renal transplantation up to 20% of 
patients will develop BK viremia. Literature suggests that BK viremia appears to be a 
pre-requisite for the development of polyomavirus-associated nephropathy (PyVAN). 
There is a correlation between an increased incidence of BK virus infections in renal 
transplant recipients and an increased degree of immunosuppression. Currently, the 
only effi cient therapy against PyVAN is a reduction in immunosuppression, but this 
may increase the inherent risk of rejection. In vitro data has shown that the HMG-CoA 
reductase inhibitor (statin), pravastatin, dramatically decreased caveolin-1 expression 
in human renal proximal tubular epithelial cells and repressed BK virus infection 
in these cells. Based on this data, it can be postulated that statin therapy may be 
effective at preventing the progression from BK viremia to PyVAN.
Methods: A multicenter, retrospective study was conducted of adult renal transplant 
recipients between July 2005 and March 2012. All patients transplanted during this 
time period with documented sustained BK viremia (viral load > 500 copies/ml on 
two consecutive tests) were included in the analysis. Patients were divided into two 
groups. Group I consisted of patients that were on a statin prior to the diagnosis of 
BK viremia (n=32). Group II had no exposure to a statin before or after the diagnosis 
of BK viremia (n=36). The primary endpoint was the incidence of PyVAN.
Results: All demographic data and transplant characteristics were similar between the 
groups, with the exception of more patients in Group I having a history of diabetes. 
There was also no difference in the degree of immunosuppression (i.e. induction and 
maintenance therapies, treatment of rejection) administered to the two groups. The 
incidence of PyVAN was not statistically different between the two groups (Group 
I = 28.1% vs. Group II = 41.7%; p=0.312).
Conclusions: Despite the proven in vitro effectiveness of statins in the prevention 
of PyVAN, statins, at doses maximized for cholesterol lowering, in renal transplant 
recipients with BK viremia did not prevent progression to PyVAN.

Abstract# B1030 
Everolimus Conversion to Treat BK Virus Infection in Renal 
Transplant Recipients: Interim Analysis of a Pilot Study. D. 
Wojciechowski, A. Webber, S. Chandran, R. Hirose, F. Vincenti. UCSF, 
San Francisco.
Introduction
mTOR inhibitors reduce BK virus (BKV) large T antigen expression in vitro and 
have been associated with lower rates of BKV infection in clinical studies. We 
are investigating a novel treatment for BKV infection consisting of everolimus 
conversion from MMF.
Methods
Interim analysis of the fi rst 20 patients to fi nish a 3 month pilot protocol in a single 
center, randomized, open-label trial comparing the safety and effi cacy of MMF 
discontinuation with the addition of everolimus (Group 1; n=10) vs a 50% reduction 
of MMF (Group 2; n=10) in patients with new BK viruria >1 million copies/mL 
and/or viremia >500 copies/mL. Eligible baseline maintenance IS consisted of 
tacrolimus, MMF, and corticosteroids. Study tacrolimus trough goals were 3-6 and 
4-10 ng/mL for Groups 1 and 2, respectively. Everolimus trough goal was 3-8 ng/
mL; prednisone dose was unaltered. Primary endpoint was a >50% reduction of BK 
viruia and/or clearance of viremia at 3-months post-randomization.
Results
Baseline demographics and transplant characteristics including rates of rATG 
induction were similar between the 2 groups. Drug doses and levels, eGFR and 
BKV levels are listed in the Table.

Group 1 Group 2 P Value
ENROLLMENT
eGFR, mean (SD) 55.7 (20.2) 69 (18) 0.14
Tacrolimus mean trough (SD) 8.7 (2.4) 8.7 (2.1) 1.0
MMF mean dose (SD) 1950 (283.8) 1675 (527.7) 0.16
BK viruria, mean copies/mL 352 X10e6 1750 X10e6 0.18
BK viremia, mean copies/mL 20835 3107 0.19
FOLLOW UP
M3 eGFR, mean (SD) 60.1 (21) 67.1 (19.6) 0.45
M1 tacrolimus mean trough (SD) 5.2 (1.5) 8.4 (1.6) 0.0002
M3 tacrolimus mean trough (SD) 5.3 (1.9) 7.4 (1.6) 0.02
M1 MMF mean dose (SD) 975 (79)
M3 MMF mean dose (SD) 916 (176.8)
M1 Everolimus mean trough (SD) 3.6 (1.3)
M3 Everolimus mean trough (SD) 4.5 (2.4)
M3 BK viruria, mean copies/mL 118 X10e6 111 X10e6 .095
M3 BK viremia, mean copies/mL 12253 4034 0.33

Four and 2 patients in Groups 1 and 2 met the primary end point, respectively 
(P=0.63). Lipids remained stable and no patients developed new onset proteinuria. 
Two patients in Group 1 were converted back to MMF for elevated LFTs (1) and 
GI intolerance (1). There was no acute rejection or graft loss but 2 patients in each 
group had BKVAN on a 6-month protocol biopsy.
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Conclusion
Although early results of MMF to everolimus conversion for the treatment of BKV 
infection are promising, expansion of this study to its powered number of 60 is 
necessary to further defi ne the effi cacy and safety of novel strategy.
DISCLOSURES: Wojciechowski, D.: Grant/Research Support, Novartis. Webber, 
A.: Grant/Research Support, Novartis. Chandran, S.: Grant/Research Support, 
Novartis. Hirose, R.: Grant/Research Support, Novartis. Vincenti, F.: Grant/Research 
Support, Novartis.

Abstract# B1031 
Evaluating the Impact of Recurrent BK Viremia Compared to 
Sustained Viremia in Renal Transplant Recipients. S. Gabardi,1,2 
S. Ramasamy,1 R. Klasek,1 M. Kim.1 1Brigham and Women’s Hospital, 
Boston, MA; 2Harvard Medical School, Boston, MA.
Introduction:  It has been estimated that after renal transplantation up to 20% of 
patients will develop BK viremia. Literature suggests that BK viremia appears to 
be a pre-requisite for the development of polyomavirus-associated nephropathy 
(PyVAN). It has been reported that sustained, high BK viral loads may increase 
the risk for PyVAN. However, the impact of recurrent BK viremia in a patient who 
had previously cleared the virus has not been evaluated. Hereinto, we evaluate 
the impact that recurrent BK viremia has on transplant-related outcomes in renal 
transplant recipients
Methods: A retrospective study was conducted of adult renal transplant recipients 
between July 2005 and December 2011. All patients transplanted during this time 
period with documented sustained BK viremia (viral load > 500 copies/ml on two 
consecutive tests) were included in the analysis. Patients were divided into two 
groups. Group I consisted of patients that cleared their BK viremia, defi ned as at 
least two consecutive negative BK virals loads done at least 1 month apart (n=11). 
Group II had sustained BK viremia and no cases of recurrent viremia (n=31). The 
primary endpoints were the incidence of PyVAN and renal function. 
Results: All demographic data and transplant characteristics were similar between 
the groups. There was also no difference in the degree of immunosuppression (i.e. 
induction and maintenance therapies, treatment of rejection) administered to the 
two groups. The incidence of PyVAN was not statistically different between the two 
groups (Group I = 36.4% vs. Group II = 32.3%; p = 1.000). Renal function, assessed 
by measured serum creatinine, was also similar between the two groups (Group I = 
2.2 + 1.1 ng/dl vs. Group II = 2.2 + 1.6 ng/dl; p = 0.999)
Conclusions: Recurrent BK viremia does not appear to infl uence the incidence of 
PyVAN or have any adverse impact on graft function compared to those patients 
that have sustained BK viremia.

Abstract# B1032 
BK Viral Infection in Kidney Transplantation: The Role of Induction 
Therapy. B. Fischbach,1 S. Gonzalez,1 A. Yango,1 A. Chandrakantan,2 
A. Rajagopal,2 L. Melton,2 K. Rice,2 Y. Barri,2 M. Saim,1 S. Allam,1 J. 
DiNubila,1 M. Levy,1 G. Klintmalm.2 1Simmons Transplant Institute, 
Baylor All Saint Medical Center, Fort Worth, TX; 2Simmons Transplant 
Institute, Baylor University Medical Center, Dallas, TX.
Background:
BK viral nephropathy occurs in up to 10% of kidney allograft recipients. The rate 
of allograft failure, in affected individuals, ranges from 10-50%. To examine the 
role of induction therapy, in the development of BK viral disease, we performed a 
retrospective review of our renal transplant database.
Methods:
All renal transplant recipients over a 36 month period were included. BK viral 
infection was defi ned as a plasma BK quantitative PCR > 3,000 copies/ml, and/
or a renal allograft biopsy demonstrating BK nephropathy. Statistical analysis was 
performed on only those allograft recipients with BK studies available.
Results:
BK infection data was available in 247 patients. The rate of BK infection was 41/247 
(16.6%). Baseline immunosuppression, consisting of tacrolimus, mycophenolate 
sodium, and corticosteroids, was similar for all patients.
The incidence of BK infection based on the type of induction agent was: BK 
infection was more common in patients who received alemtuzumab (13/40, 32.5%) 
versus basiliximab (2/21, 9.5%), and anti-thymocyte globulin (7/59, 11.9%), 
or no induction therapy (19/127, 15%; p=0.04). The increased incidence of BK 
infection observed with alemtuzumab induction was independent of acute cellular 
rejection or requirement of high-dose corticosteroids, anti-thymocyte globulin, or 
monoclonal anti-CD3 therapy during the fi rst year post-transplant (OR 3.62, CI 
1.35-9.76; p=0.01).
Conclusion:
In comparison to other induction agents, alemtuzumab is associated with a 
signifi cantly higher incidence of BK viral infection. Thymoglobulin and basiliximab 
induction are not associated with a higher incidence of BK viral infection, when 
compared to patients that do not receive induction therapy.

Abstract# B1033 
Ureteral Stent May Not Be Associated With The Development of 
Signifi cant BK Viruria and/or Viremia. M. Narayanan, M. Hernandez, 
G. Jaffers. Divisions of Nephrology & Transplant Surgery, Scott & White 
Healthcare, Temple, TX.
Background: In recent years, the incidence of Polyoma BK virus infection has 
increased in renal transplant recipients. Several risk factors have been proposed 
including intensity of immunosuppression, higher HLA mismatch, pediatric status, 
BK virus mismatch between donor and recipient, immunosuppressant drugs, and 
most recently ureteral stent placement. Some studies have suggested a potential 
role of ureteral trauma in the pathogenesis of BK virus infection. No studies have 
found an association of ureteral stent duration with signifi cant BK viruria (BKU), 
BK viremia (BKV), or BK nephropathy (BKN).
Objective: We aimed to determine if ureteral stent placement is an independent risk 
factor for BK virus infection and to evaluate different risk factors for BKU and BKV 
adjusted for presence or absence and duration of stent placement.
Methods: 93 consecutive kidney transplant recipients treated by 2 surgeons during 
Sep 2010 to July 2012 followed for more than 1 year were included in this analysis. 
Multiple variables including blood type, donor type, race, gender, induction 
regimen, DM status, and presence of ureteral stent were evaluated. All patients 
had documented negative BK virus in urine and blood before transplantation. 
Maintenance immunosuppression consisting of tacrolimus, mycophenolate sodium 
and corticosteroids were used in all patients.
Results: Surgeon A who does not place an ureteral stent performed 48 (52%) cases 
and Surgeon B who routinely places an ureteral stent performed 45 (48%) cases. 
Basiliximab induction was used in 66 patients (71%) and rabbit anti-thymocyte 
globulin in 27 patients (29%). The stent was removed at a median (minimum-
maximum) time of 94 (9-964) days from the transplant. The overall incidence of 
BKU and BKV was 42.2% and 26.8% of tested patients respectively. A signifi cant 
difference was detected between those with and without BKU in race distribution, 
with more Hispanics (p=0.041) in the positive BKU group. There was also a 
signifi cant association with male gender and BKV (p=0.03). There was no signifi cant 
difference between subjects with and without ureteral stent placement in BKU (p= 
0.72) or BKV (p= 0.97), or for duration of stent in BKU (p= 0.56) or BKV (p= 0.85).
Conclusions: Our study would suggest that placement of ureteral stent in and of 
itself would not confer additional risk for BK virus infection.

Abstract# B1034 
Mycophenolate Loading in the First Week Post Renal Transplantation 
Increases the Risk of BK Viremia. D. Langsford, R. Masterson, P. 
Hughes. Royal Melbourne Hospital, Melbourne, Australia.
Background: BK virus infection is a common cause of renal allograft damage and 
loss. BK viremia and nephropathy have been associated with higher degrees of 
immunosuppression. We observed an increase in BK viremia following a protocol 
increase in fi rst week MMF dosing from 2gm to 3gm daily.
Hypothesis: MMF loading contributes to BK viremia post renal transplantation.
Methods: A retrospective comparative analysis of BK viremia incidence rates in two 
groups of patients (2gm v 3gm daily) was conducted. Group 1 (n=340) transplanted 
between January 2005 and June 2009. Group 2 (n=414) transplanted between July 
2009 and June 2013. All patients received protocol immunosuppression based on 
basiliximab, tacrolimus, MMF and prednisolone. Immunosuppression was weaned 
according to the centre’s protocol and transplant physician judgement. Patient 
demographics, cause of renal disease, HLA typing, episodes of rejection, doses and 
levels of immunosuppression, peak and timing of BK viral loads were recorded.
Results: No signifi cant differences in demographics, mean tacrolimus levels or 
prednisolone doses. At 3 months, mean daily MMF dose Group 1 v. Group 2 was 
1353 v. 1715 (p=0.0001). BK viremia incidence rates Group 1 v Group 2 were 8.5% 
v. 21.3% (OR 2.9 (1.9-4.5) p=0.0001): the number needed to harm was 8. In Group 
1, 5.8% had BK viremia > 10000 copies/ml compared to 6.5% in Group 2. There 
was no increase risk for higher viral loads analysed categorically (>10000 copies/
ml, >100000 copies/ml, >1million copies/ml). There was no difference in timing of 
BK viremia; Group 1 v. Group 2, 45% v. 48% within 3 months. There was a trend 
to higher rates of BK viremia in older Group 2 patients. In Group 1, 9 grafts were 
lost (1 BK nephropathy) compared to 6 graft losses (2 BK nephropathy). In Group 
1, 22.3% had an episode of biopsy proven acute rejection (within 1 year) compared 
to 15.4% (OR 0.64 (0.42-0.96) p=0.04): the number needed to treat was 14.5.
Conclusion: Early MMF loading contributed to a signifi cant increase rates of BK 
viremia and a decrease in acute rejection rates. As the benefi t attained with MMF 
loading in reducing in acute rejection rates may be offset by increased BK viremia 
rates, further study of the utility of MMF therapeutic drug monitoring is warranted.

Abstract# B1035 
Preemptive Intervention Strategy Prevents Polyoma Virus Induced 
End-Organ Disease in Treatment-Naïve Renal Transplant Patients. H. 
Sharma, V. Siddaganiah, C. Wong, D. Ridgway, A. Sharma, A. Hammad, 
S. Mehra. Transplant Surgery, Royal Liverpool Hospital, Liverpool, 
United Kingdom.

© The Authors. Compilation © The American Society of Transplant Surgeons, The Transplantation Society and the American Society of Transplantation



560

Introduction: Polyoma Virus induced End-Organ Disease is an Achilles heel 
in transplant population. Liverpool Polyoma Virus Screening protocol suggests 
intervention after observing the increasing viral titres > 10000 gm/Eq copies. We 
presented our data last year in American Transplant Congress showing that polyoma 
virus screening protocol helps in reducing the incidence of End-Organ Disease 
(EOD). Still 4-5% patients developed EOD and 1-2% patients ended up with graft 
loss despite treatment. This prompted to start intervention pre-emptively.
Aim: To assess if pre-emptive treatment introduced at the fi rst positive viral titre 
prevents progression of disease in Treatment-Naïve renal transplant population.
Methods: 102 consecutive renal transplant patients were screened as per Liverpool 
Polyoma Virus Screening protocol. Mycophenolate Mofetil was stopped and FK506 
doses were reduced at the fi rst positive Polyoma Virus PCR. The FK 506 plasma 
levels were subsequently aimed between 4-6 ng/ml. Renal function pre and post 
reduction in immunosuppression, median Plasma FK 506 levels and number of FK 
506 dose changes were statistically analyzed by MedCalc 18.1
Results: 11/102 patients developed polyoma viremia and with reduction of 
immunosuppression alone, all had reduction in Polyoma viral load. There was no 
incidence of Polyoma virus induced EOD. None of the patients developed any 
episode of acute rejection. The Median FK 506 level and median creatinine level pre 
polyoma viremia were 8.4 ± 1.5 ng/ml and 210 ± 18 μmol/L respectively. Median FK 
506 dose change required to reduce viral titers were 2.0 ± 0.4. The Median FK 506 
level and median creatinine level posts polyoma viremia were 4.8 ± 0.6 ng/ml and 
128 ± 14 μmol/L respectively. Number of FK 506 dose changes had a statistically 
signifi cant correlation with Polyoma viral titers (p <0.001).
Conclusion: The initial date suggests that pre-emptive intervention strategy of 
reducing immunosuppression helps in reducing the Polyoma Virus titres thus 
reducing the EOD eventually. We aim to continue the current practice in order to 
augment our evidence with bigger sample size.

Abstract# B1036 
The Clinical Impact of BK Virus Surveillance On Outcomes in Kidney 
Transplant Recipients. S. Park, J. Lee, E. Kwon, H. Kim, J. Seo, H. Jung, 
J. Choi, J. Cho, Y. Kim, C. Kim. Division of Nephrology and Department 
of Internal Medicine, Kyungpook National University Hospital, Daegu, 
Korea, Republic of.
Purpose: The objective of this study was to investigate the clinical impact of BK virus 
surveillance to prevent BK virus-associated graft injury in kidney transplantation. 
Methods: We evaluated the prevalence of BK viremia using plasma quantitative 
polymerase chain reaction (PCR) and BK virus associated nephropathy (BKVAN) 
and the clinical impact of BK viremia on graft outcomes in the kidney transplant 
recipients between January 2008 and June 2013. Results: In this study, 1136 tests 
from 423 kidney transplant recipients were performed. The prevalence of BK 
viremia and high BK viremia (>1X104 copies/mL) were 60.3% (255/423) and 13.5% 
(57/423) respectively. Nine cases were fi nally diagnosed as BKVAN by allograft 
biopsy. Although low BK viremia (<1X104 copies/mL) group had comparable 
creatinine levels after transplantation, high BK viremia group showed signifi cantly 
higher creatinine levels at 6, 12 and 18 months after transplantation when compared 
with no viremia group. In receiver operating characteristic curve analysis, area 
under the curve of peak BK viremia for the diagnosis of BKVAN was 0.986. We 
found 92,850 copies/mL was signifi cant cut-off level to predict BKVAN with 89% 
sensitivity and 97% specifi city. Conclusion: High BK viremia was associated with 
poor graft function after kidney transplantation. The serial monitoring of BK viremia 
in kidney transplant recipients was helpful to predict BKVAN and might prevent 
further progression.

Abstract# B1037 
Adjuvant Ciprofl oxacin Therapy for Refractory BK Polyomavirus 
Infection in Kidney Transplant Recipients. S. Chandran,1 D. Arroyo,2 
P. Vagefi ,3 D. Wojciechowski.1 1Nephrology, UCSF, San Francisco, CA; 
2Nephrology, Hospital General Universitario Gregorio Maranon, Madrid, 
Spain; 3Transplant Surgery, Massachusetts General Hospital/Harvard 
Medical School, Boston, MA.
Purpose:
BK virus (BKV) infection is a signifi cant cause of graft dysfunction in kidney 
transplant recipients. Reduction of immunosuppression (IS) is the cornerstone of 
treatment. Fluoroquinolones may protect against the development of BKV infection 
but there are only limited data on their effi cacy as treatment agents. We examined 
our experience with ciprofl oxacin therapy for refractory BKV infection.
Methods: 
Single center retrospective analyis of the effect of a 30-day ciprofl oxacin course in 
kidney transplant recipients with refractory BKV infection, i.e., BK viruria  ≥106 
copies/mL and viremia  ≥ 500 copies/mL at diagnosis and in whom the infection did 
not resolve after IS reduction and/or other adjuvant therapy. BKV load in plasma 
and urine was examined prior to and at 3 months following ciprofl oxacin treatment.
Results:
Nine kidney transplant recipients received ciprofl oxacin 250 mg twice daily for 
30 days. Patient characteristics and BKV levels pre and post-treatment are listed 
in Table 1.

Patient Age/sex IS Management Pre-
Cipro

Time from BKV 
Diagnosis to Cipro 
(days)

Pre-Cipro 
BKV plasma
Pre-Cipro 
BKV urine
(PCR copies/
ml)

Month 3 BKV 
plasma
Month 3 BKV 
urine
(PCR copies/ml)

1 66 F MMF lowered, Tac 
converted to CsA 59 830

2 X106
0
1015

2 49 M MMF off, cidofovir 77 500 
4600 X106

0
30 X106

3 49 M MMF off, CsA lowered, 
cidofovir, IVIg 130 5400

110 X106
0
7 X106

4 74 M MMF lowered, Tac 
lowered, cidofovir 217 13700

14 X106
1600
9 X106

5 62 F
MMF off, Tac converted 
to CsA, cidofovir, IVIg, 
lefl unomide

175 63000
1300 X106

167000
3100 X106

6 27 M MMF off, cidofovir 199 93900
>500 X106

41100
>500 X106

7 43 F MMF off, cidofovir 91 8500
160 X106

4000
357 X106

8 71 M MMF lowered, Tac 
lowered, cidofovir, IVIg 65 10700

170 X106
7300
330 X106

9 55 F MMF off, cidofovir, 
IVIg, lefl unomide 379 500

2 X106
3700
44 X106

All patients had detectable viremia and 4 had biopsy-proven BKV nephropathy prior 
to treatment. Three patients had resolution of viremia, and another 3 had a  ≥50% 
decrease in viremia following treatment. No serious adverse events secondary to 
ciprofl oxacin were reported. There were no cases of graft loss due to BKV.
Conclusion: 
Ciprofl oxacin may be a useful therapeutic tool for BKV infection refractory to 
conventional treatment. Larger controlled studies are needed to fully evaluate its 
potential benefi t and safety.

Abstract# B1038 
A Comparison of High and Low Level BK Viremia in Renal 
Transplant Recipients. L. Miko,1 J. Chheda,3 B. Lukens,1 V. Delaney,1 
Z. Ebcioglu,1 V. Sehgal,1 M. Goldstein,2 V. Nair.1 1Mount Sinai Medical 
Center, New York, NY; 2Jackson Memorial Hospital, Miami, FL; 3Nyack 
Hospital, Nyack, NY.
Introduction: BK viremia is associated with allograft dysfunction and failure in 
renal transplant (RT) recipients. Little is known on the differences between patients 
that develop high level versus low level viremia.
Methods: A retrospective, single-center, descriptive study of adult RT patients 
diagnosed with BK viremia from 1/1/2010- 12/31/2011 was performed. Patients were 
divided into 2 groups; peak viremia > 10,000 copies/ml (high level) and peak viremia 
< 10,000 copies/ml (low level). Patients with a history of multi-organ transplant, 
prior BK viremia, or < 1 year of follow up were excluded. Characteristics, treatment 
modalities and outcomes between both groups are described.
Results: Of 391 patients transplanted, 20 had high level viremia and 10 had low 
level. The high level group had a trend towards induction therapy with rabbit anti-
thymocyte globulin (95% vs. 70% p = ns (0.09)), a longer time from transplant to 
viremia (143 days vs. 87 days), and a higher initial positive PCR (19,300 vs. 800 
copies/ml). The incidence of BK virus associated nephropathy was 20% in the high 
level group and 10% in the low level group. Patients with high level viremia were 
managed with a more aggressive reduction in immunosuppression as seen in Table 1.

Peak PCR < 10,000 
(n=10) Peak PCR > 10,000 (n=20)

Prior to Peak PCR
Mean tacrolimus trough 11.9 ng/ml 11.8 ng/ml
Mean mycophenolate mofetil 
dose/day 1800 mg 1775 mg
After Peak PCR
Mean tacrolimus trough 10.2 ng/ml 8.7 ng/ml
< 5ng/ml 0 12.5%
5-8ng/ml 87.5% 81%
>8ng/ml 12.5% 6%
Mean mycophenolate mofetil 
dose/day 1050 mg 375 mg
Lefl unomide use (%) 0 30%

Resolution of BK viremia by 1 year post diagnosis was more likely in the low level 
group (90% vs. 25% p=0.001). Of the 16 patients without resolution, the median 
PCR 1 year post-diagnosis was 700 copies/ml. One year post-diagnosis, the overall 
rate of biopsy proven acute rejection was 6.7% with 100% graft survival.
Conclusions: Our fi ndings suggest that patients with high level viremia develop 
viremia further from transplant, with a higher initial positive PCR, and are less 
likely to completely clear viremia at 1 year. Larger studies with longer follow up 
are needed to further understand the differences between patients with high and 
low level viremia.

Abstract# B1039 
Lower Incidence Rate of BK Virus Nephropathy, as Detected By 
PCR Screening, Associated With Lower Doses of Tac/MMF at Tokyo 
Women’s Medical University. D. Toki, H. Ishida, M. Okumi, M. Inui, 
T. Nozaki, K. Omoto, T. Shimizu, K. Tanabe. Urology, Tokyo Women’s 
Medical University, Tokyo, Japan.
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Background; The risk factors for BK nephropathy include FK/MMF combination 
induction therapy. As compared to the doses used in many other institutions, we 
have been using a lower-dose tacrolimus/lower-dose-mycophenoplate mofetil 
protocol at our institution since 2000. We examined the incidence rate of BK virus 
infection by screening tests, including PCR in the serum and urine during the fi rst 
two-year period after Tx.
Materials and methods; The subjects included 132 recipients of living related 
kidney allografts within two years after Tx. All the recipients were maintained on 
a triple immunosuppressive regimen including low-dose Tac/low-dose MMF. The 
tacrolimus trough level was maintained at 4 to 6 ng/ml, and that of MMF at 2 to 3 
ng/ml during the fi rst 6 months after the transplantation. In this study, we examined 
the incidence rate of BK nephropathy by BK virus screening tests, including for 
detection of decoy cells, PCR-urine assay, PCR-serum assay and graft biopsies.
Results; Among the 132 recipients, 10 recipients showed decoy cells repeatedly 
(10/132, 7.6%). The urine PCR test was positive in 5 recipients (5/132, 3.7%).The 
viral load in the urine was 4 x 104, on average. All the 5 recipients also showed decoy 
cells on cytology. The serum PCR test was positive in 2 recipients (2/132, 1.5%). 
The viral load in the serum was 5 x 103, on average. These 2 recipients also showed 
urine PCR positivity and decoy cells on cytology. One of the 2 recipients (1/150, 
0.7%) with a positive serum PCR assay showed positive staining for SV40, which 
is considered as indicative of BK nephropathy (Banff criteria stage A).
Conclusion; Use of the low-dose Tac/low-dose MMF induction therapy at our 
institution resulted in a lower incidence rate of BK viral infection as compared to 
previous reports. Moreover, the viral load in patients with positive serum or/and 
urine PCR tests was signifi cantly lower than that reported previously.

Abstract# B1040 
Kidney Transplant Survival After BK Virus Associated Nephropathy 
and BK Virus Associated Nephropathy and Acute Rejection. L. 
Mesa,1 M. Valderrama,2 N. Pinto,2 A. Arrunategui,3 E. Manzi,2 C. Duran,1 
J. Schweineberg,1 J. Posada,1 G. Echeverri,1 J. Villegas,1 L. Caicedo.1 
1Transplant Unit, Fundacion Valle del Lili, Cali, Valle del Cauca, 
Colombia; 2Clinical Research Center, Fundacion Valle del Lili, Cali, Valle 
del Cauca, Colombia; 3Clinical Laboratory and Pathology, Fundacion 
Valle del Lili, Cali, Valle del Cauca, Colombia.
Introduction. BK virus-associated nephropathy (BKVAN) is one of the major causes 
of renal allograft dysfunction and graft loss in kidney transplant (KT) patients. Few 
data are available from developing countries regarding its prognosis. Purpose To 
describe the prevalence, ocurrence of acute rejection and graft survival of BKVAN 
in kidney transplant. Methods: We retrospectively analyzed KT patients with biopsy 
- proven BKVAN from 2002 to 2012 from a single trasplant center. Graft survival 
analysis was done by Kaplan Meier. Results: Among 497 biopsies from 993 patients, 
biopsy-proven BKVAN was found in 28 patients, 18 patients had BKVAN alone, 
while 10 patients had both BKVAN and acute cellular rejection. Prevalence of both, 
BKVAN and BKVAN and acute rejection was 5,6% and 2,0% respectively. Two 
patients with BKVAN were transplanted from the same donor. Histological grade 
was Border line 2 patients; Banff type IA 3 patients; Banff IB 3 patients and Banff 
2A 2 patients. The median time of BKVAN after transplant was 5 months (IQ 2,5-
7.7). The median time of graft loss after BKVAN was 18 months (IQ 5.7 – 42). Five 
years graft survival was 87% for patients without BKVAN and 67% in patients with 
BKVAN (p=0.0001). There was a non statistical trend toward higher BK viral load 
and BKVAN with rejection. Five years graft survival after BKVAN diagnosis was 
57% vs 64% in patients with BKVAN/AR and BKVAN alone respectively (p=0.67). 
Conclusions: We found a low prevalence of BKVAN in our patients , although more 
than one third were related with acute rejection. BKVAN and BKVAN with rejection 
diagnosis affects negatively 5 years graft survival.
DISCLOSURES: Valderrama, M.: Grant/Research Support, Novartis de Colombia. 
Pinto, N.: Grant/Research Support, Novartis de Colombia. Caicedo, L.: Grant/
Research Support, Novartis de Colombia.

Abstract# B1041 
Monitoring of Polyomavirus BK Replication and Impact of Pre-
Emptive Immunosuppression Reduction in Renal-Transplant 
Recipients in China: A 5-Year Single-Center Analysis. G. Huang,1 
C. Wang,1 L. Zhang,2 J. Fei,1 S. Deng,1 J. Qiu,1 J. Li,1 G. Chen,1 Q. Fu,1 
L. Chen.1 1Department of Organ Transplantation, The First Affi liated 
Hospital, Sun Yat-sen University, Guangzhou, Guangdong, China; 
2Department of Kidney Transplantation, The Second Affi liated Hospital 
of Guangzhou Medical University, Guangzhou, Guangdong, China.
Background:A 1-year, single-center trial demonstrated that monitoring and 
preemptive of immunosuppression reduction were associated with resolution of 
viremia.Our 5-year prospective subsequent study was conducted to determine the 
long-term patient/graft survival and outcome of BK viremia and BK virus-associated 
nephropathy (BKVAN) in renal transplant recipients under the impact of intensive 
monitoring and reduction of maintenance immunosuppression.
Methods:Quantitative BK virus (BKV) DNA surveillance in plasma/urine 
and cytological test in urine were performed at 1, 3, 6, 9, and 12 months after 

transplantation in 229 kidney recipients.Patients with BK viremia and BKVAN 
treated with 30% to 50% reduction in doses of tacrolimus (Tac) or/and mycophenolate 
mofetil(MMF) without antiviral therapy and were monitored for BKV every 3-6 
months. All the patients were followed for 5 years.
Results:Overall 5-year patient survival was 95.6% and graft survival was 92.1%. 
There were no differences in patient/graft survival, renal function, and rejection rate 
by presence of decoy cells, BK-viruria, viremia, or BKVAN. Multivariate analysis 
showed that Tac(OR, 2.9; P=0.032)and deceased kidney donation(OR, 2.1; P=0.071) 
were risk factors for BK viremia. After reduction of immunosuppression, viremia 
(n=38) resolved in 100%, without increased acute rejection. In the duration of 
follow-up 2-5 posttransplant years, BK viremia was not observed again in the BK 
viremic patients (n=30) without BKVAN. BKVAN was diagnosed in 7 cases(3.1%). 
The treatment of immunosuppression reduction was effective. All the BKVAN 
patients cleared viremia with a mean time of 5.9 months (range 1–15 months). 
Three of 7 BKVAN patients cleared viruria. A repeated renal biopsy was performed 
in two patients and revealed resolving BKVAN. There was no decline in estimated 
glomerular fi ltration rate over time from1 month(53.1mL/min) to 5 years(58.5mL/
min) after transplantation (P=0.960).
Conclusions:Monitoring and preemptive of immunosuppression reduction resulted 
in the successful resolution of BK viremia, showed effective in BKVAN recipients 
at the early stage with excellent graft survival and renal function at 5-years.

Abstract# B1042 
Factors Infl uencing Viral Clearance and Graft Outcomes Following 
Diagnosis of Polyomavirus BK-Associated Nephropathy After Renal 
Transplantation. G. Huang,1 J. Qiu,1 S. Yang,2 Y. Dong,2 C. Wang,1 J. 
Fei,1 S. Deng,1 J. Li,1 G. Chen,1 Q. Fu,1 R. Deng,1 L. Chen.1 1Department 
of Organ Transplantation, The First Affi liated Hospital, Sun Yat-sen 
University, Guangzhou, Guangdong, China; 2Department of Pathology, 
The First Affiliated Hospital, Sun Yat-sen University, Guangzhou, 
Guangdong, China.
Purpose:The aim of this study is to identify factors infl uencing BK viral clearance 
and graft outcomes for Polyomavirus BK-associated nephropathy (BKVAN). 
Methods:Between 2006 and 2013, we diagnosed BKVAN in 39 (7.9%) of 491 
patients with transplant biopsies by simian virus 40 (SV40) staining and quantitative 
polymerase chain reaction(PCR) assay for BKV DNA load in urine and plasma and 
quantitative assay of urine cytology. At diagnosis, we either reduced cyclosporine 
A by 30%(n=1), or reduced tacrolimus(Tac) by 30%-50%(n=22), or switched from 
Tac to cyclosporine A (n=13), or switched from Tac to Rapamycin(n=3). Data 
from these 39 patients were analyzed for graft functional decline, graft loss, graft 
survival rate, the time for viral PCR reduction in plasma by 1 log(90%) (≤7weeks 
or >7weeks), and infl uence factors. Results:During 28.5 ± 25.3 months follow-up, 
the frequencies of any short-term(3 months after diagnosis) functional decline, 
any long-term functional decline, and graft loss were 25.6%, 33.3%, and 25.6% 
respectively.The 1-, 3-, 5- graft survival rate were 100%, 77.4%, and 61.2%. More 
extensive interstitial infl ammation(OR 9.020, p=0.027), but not viral load in blood 
and urine, nor the creatinine at diagnosis correlated with worse creatinine at 3 
months. Viral reduction by 1 log was rapid in 51.4% (≤7 weeks) and slow in 48.6% 
(>7 weeks). On long-term follow-up, rapid viral reduction was associated with 
stable graft function(94.7%), compared with slow viral reduction (44.4%, p=0.001). 
Tac treatment had a negative infl uence on viral reduction time(OR 8.20, p=0.023). 
Defi ning 1-log viral load reduction as an event, Tac compared with non- Tac was 
associated with slow viral reduction (P=0.044).Multivariate analysis showed that 
extensive interstitial infl ammation (HR 19.0, p=0.020) at diagnosis and slow viral 
reduction(HR 30.3, p=0.009) were associated with long-term functional decline.
Clearance of viremia(78.4%) was associated with better graft survival at 3 years 
(89.2% versus 15.0%, p<0.001).Conclusions:Tac treatment prolongs BK viral 
reduction time. The extent of interstitial infl ammation and viral reduction time 
infl uence short and long-term graft outcomes in patients with BKVAN.

Abstract# B1043 
Correlates of Clinical Course of Polyomavirus BK Infection With 
BK Virus -Associated Nephropathy in Renal Transplant Patients. G. 
Huang, J. Qiu, C. Wang, J. Fei, S. Deng, J. Li, G. Chen, Q. Fu, R. Deng, L. 
Chen. Department of Organ Transplantation, The First Affi liated Hospital, 
Sun Yat-sen University, Guangzhou, Guangdong, China.
Background: Identifi cation of risk factors for BK virus (BKV) replication and BKV 
-associated nephropathy(BKVAN) may improve renal transplant outcome. We 
investigated risk factors for different type of BKV infection and BKVAN through 
observation of clinical course of BKV infection.
Methods: Between 2006 and 2013, renal transplant graft biopsies combined with 
BKV screening were performed in 491 patients. A total of 39 (7.9%) cases of 
BKVAN were diagnosed by simian virus 40 (SV40) staining and quantitative 
PCR assay for BKV DNA load in urine and plasma and quantitative assay of urine 
cytology by light microscopy or electron microscopy.39 patients with BKVAN and 
30 patients with BKV infection were treated with immunosuppression reduction 
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and were monitored for BKV every 1-4 weeks. Potential variables were compared 
and analyzed by Logistic regression model multivariate analysis to assess and rank 
the BKV infection related factors.
Results: Multivariate analysis showed that Tac, high Tac trough level(>6.5ng/ml), 
and severe pneumonia early after transplant were risk factors for BK decoy cells, 
BK viruria, viremia, and BKVAN respectively. During 7(1-84) months follow-up 
after immunosuppression reduction, the rates of BK viruria clearance were higher in 
non-BKVAN group(93.3%) than that in BKVAN group(32.4%, p<0.001). BKVAN 
patients had longer BK viruria(16.4 vs 2.4 months, p=0.002) and viremia(3.9 vs 0.5 
months, p=0.001) clearance time, compared with non-BKVAN patients. Defi ning BK 
viruria clearance as an event, BKVAN compared with non- BKVAN was associated 
with slow viral reduction (P<0.001).The renal function in the patients with non-
BKVAN remained stable at the end of follow-up.
Conclusions: Tac and high Tac trough level are independent risk factors for BKV 
infection and BKVAN. BKVAN is inclined to the patient with longer BKV clearance 
time despite of immunosuppression reduction.
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Abstract# C1731 
Histological Assessment of 164 ABO Incompatible Renal Transplant 
Biopsies. H. de Kort,1 R. Charif,2 P. Brookes,2 A. McLean,2 D. 
Kanigicherla,3 E. Santos-Nunez,2 D. Taube,2 H. Cook,2 J. Galliford,2 
C. Roufosse.2 1Academic Medical Center, Amsterdam, Netherlands; 
2Hammersmith Hospital, Imperial College Healthcare NHS Trust, London, 
United Kingdom; 3Royal Infi rmary, Manchester, United Kingdom.
Since 2006, approximately 1.5% of all live donor renal transplantations are ABO 
incompatible (ABOi) in the USA. In-depth, longitudinal studies on histology in this 
group of renal transplant recipients are few in number. We retrospectively assessed 
164 biopsies (122 indication, 30 surveillance, 12 unknown) taken from 57 ABOi renal 
transplant patients at our centre, which has 1, 3 and 5 yr censored allograft survival 
of 98.6, 96.9 and 90.7% respectively. All biopsies were Banff ‘09 classifi ed. Median 
time to biopsy was 12.5 months (range 0.2-68). T-cell mediated rejection was present 
in 14 (9%) biopsies and borderline changes in 22 (13%). Histological features of 
antibody-mediated rejection (AMR) (omitting C4d staining as a diagnostic criteria) 
were present in 61/164 (37%) biopsies: with acute histological features of AMR in 
49/61 (80%) biopsies at median time of 4.5 months (0.2-39) and with histological 
features of chronic AMR in 12/61 (20%) biopsies at median time of 24 months (6.3-
47) posttransplantation. Anti-HLA donor-specifi c antibodies (DSA) were present in 
27/61 (44%) biopsies with histological features of AMR. In the early posttransplant 
period, interstitial hemorrhage was observed in 14 biopsies (9%) at median time of 
0.7 months (range 0.3-47) posttransplantation. Interstitial hemorrhage seemed to 
coincide with the presence of anti-HLA DSA in 6/14 (43%) cases, and was queried 
to coincide with anti-AB antibodies in 6/14 (43%) cases. In 3/14 (21%) cases, no 
antibody of either type was suspected, while both were suspected in 1/14 (7%) of 
cases. Glomerular and/or arteriolar thrombi were found in 14/164 (9%) cases at 
median time of 5.5 months (range 0.2-26) posttransplantation and never coincided 
with presumed anti-AB antibodies. In 2/14 (14%) of cases, thrombi did coincide with 
anti-HLA DSA. In the total biopsy cohort, 32/164 (20%) biopsies with diagnostic 
microvascular infl ammation (glomerulitis+peritubular capillaritis= ≥2) were found 
at median time of 12.3 months (range 0.3-46) posttransplantation. When MI was 
present it was associated with the presence of anti-HLA DSA in 20/32 (63%) cases 

and with a query for anti-AB antibodies in 8/32 (25%) cases (6 biopsies with both 
anti-HLA and anti-AB). Histological fi ndings of AMR in particular are varied in 
ABOi transplantation and warrant further investigation.

Abstract# C1732 
Risk Factors of Postoperative Bleeding in ABO-Incompatible Kidney 
Transplantation. M. Kim,1 K. Jun,1 J. Hwang,1 S. Kim,2 M. Lee,1 J. Kim,1 
I. Moon.1 1Department of Surgery, The Catholic University of Korea, 
Seoul, Korea, Republic of; 2Department of internal Medicine, The Catholic 
University of Korea, Seoul, Korea, Republic of.
Introduction Postoperative bleeding is one of the most serious complications of 
ABO-incompatible kidney transplantation (ABOi KT), nevertheless, what increases 
the risk of bleeding has never been reported. Maybe this is the fi rst report to analyze 
the risk factor of postoperative bleeding in ABOi KT.
Methods Between May 2009 and October 2013, we performed 70 ABOi KT and 
in 9 ABOi KT (12.8%), postoperative bleeding occurred. Patient characteristics 
divided into 3 category; general, immunologic, and hematologic and analyzed in 
bleeding group and non-bleeding group. The immunosuppressant regimens were 
identical, and any anticoagulation therapy was not performed in both groups during 
transplant surgery.
Results On univariate logistic regression analysis, the number of preemptive 
transplantation, fi nal ABO antibody titer after completion of therapeutic plasma 
exchange (TPE), the number of patient whose platelet count was lower than 100,000/
m3 after TPE, prolongation of activated partial thromboplastin time, and abnormal 
result of platelet function test was signifi cantly high in bleeding group.
Chracteristics Bleeding group Non-beeding group p-value 
General (n=9) (n=61)
Male 5 (55.5%) 38 (62.3%) 0.7258
Age 47 44.4 0.491
Non-related donor 6 (66.6%) 26 (42.6%) 0.2833
Preemptive transplantation 6 (66.6%) 26 (42.6%) 0.0176
Immunologic
PRA positivity 4 (44.4%) 28 (45.9%) 0.6755
Crossmatching positivity 1 (11.1%) 16 (26.2%) 1
Initial ABO antibody titer (median) 128 64 0.3948
Final ABO antibody titer (median) 16 4 0.0226
No. of TPE 9 5.8 0.1058
Hematologic
History of anticoagulation 3 (33.3%) 17 (27.9%) 0.7082
Post-TPE platelet count (/m3) 132,000 148,900 0.2683
Post-TPE platelet < 100,000/m3) 4 (44.4%) 7 (11.4%) 0.0289
PT (INR) 1.138 1.09 0.3349
aPTT (sec) 45 33.3 0.0073
Plstelet function test (sec) 221.3 173.9 0.0274

Initial ABO antibody titer before TPE and the number of TPE, however, was not 
associated with the risk of postoperative bleeding.
Conclusion Final ABO antibody titer was associated with the risk of postoperative 
bleeding, in the contrast to initial ABO antibody titer or the number of TPE was not. 
The proper preoperative management to lower the ABO antibody titer is crucial. 
Preoperative hematologic factors can give a clue to estimate the risk of bleeding 
and can be used as a tool to determine the high risk group of postoperative bleeding.

Abstract# C1733 
Timing and Persistence of Pre Transplant Donor Specifi c Antibodies 
(DSA) and Impact On Renal Allograft Outcomes. O. Adebiyi, J. Gralla, 
A. Wiseman, K. Patrick, J. Cooper. Renal Disease and Hypertension 
Division, University of Colorado, Aurora, CO.
Background: Presence of low-level HLA donor specifi c antibodies pre-transplant 
(pre-tx DSA) often wanes prior to and following transplant. The frequency of 
this occurrence, and its relationship to graft-specifi c outcomes has not been fully 
described. Specifi cally, few if any studies have evaluated the timing of pre-tx DSA 
detection and their persistence post-transplant on graft outcomes. 
Methods: 547 consecutive recipients of a fi rst kidney or kidney/pancreas transplant 
with a negative pre-transplant FCXM between September 2007 and August 2012 at 
our center were included in the analysis. All patients underwent cell-based FCXM 
and SAB analysis (LABScreen beads, One Lambda Inc.) on current and historic 
sera up to transplant and post-transplant.
Results: Of 547 patients with a negative FCXM, 196 had DSA (DSA+, MFI  ≥ 
500) detected at any point prior to transplant by SAB analysis. 70 out of 196 did 
not have detectable DSA post-transplant. Patients with pre-tx DSA that persisted 
post-transplant have similar acute rejection (AR) rates compared to those with pre-tx 
DSA only and those with no DSA (17% versus 11% versus 11%, p=0.21). Pre-tx 
DSA that persisted post-transplant was associated with higher AR rates if it was 
mixed versus class I or class II alone (33% vs. 12% vs. 15%, p=0.02). Incidence of 
AR was 18% when DSA was present at transplant compared to 12% for those with 
historic DSA (p=0.39). Overall, 1 year AR and 3 year graft survival were similar in 
in DSA+ /FCXM- vs. DSA- patients under a median follow-up period of 2.3 years. 
Presence, timing of pre-tx DSA and its persistence post-transplant did not correlate 
with graft survival (p=0.81, p= 0.99 and p=0.52 respectively).
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Conclusion: We present the fi rst study to our knowledge evaluating the impact 
of timing and post-transplant persistence of pre-DSA on renal allograft outcomes. 
Compared to historic DSA, DSA present at the time of transplant correlates with 
a modestly increased incidence of AR. However, neither the timing of detection 
of pre-tx DSA nor post-transplant persistence of pre-tx DSA impacts long term 
graft survival.

Abstract# C1734 
Poor HLA Matching and Post-Operative Blood Transfusions Are 
Associated With the Development of De Novo DSA Post Renal 
Transplantation. M. Willicombe,1 P. Brookes,2 E. Santos-Nunez,2 J. 
Galliford,1 A. McLean,1 D. Taube.1 1Renal, Imperial College Kidney and 
Transplant Centre, London, United Kingdom; 2H&I, Imperial College 
Kidney and Transplant Centre, London, United Kingdom.
Introduction. De novo donor specifi c antibodies [dnDSA] are associated with 
antibody mediated rejection and allograft loss. In the fi rst study of its kind, we 
have undertaken a detailed multivariate analysis of pre- and post- transplant factors 
associated with the development of dnDSA.
Methods. We retrospectively analysed 871 ABO/HLA compatible renal transplant 
recipients who received a tacrolimus based immunosuppressive protocol with 
monoclonal antibody induction.
Results. 159/871[18.3%] patients developed dnDSA. Pre-transplant factors 
associated with dnDSA on univariate analysis were the presence of HLA Abs [OR: 
1.48(1.0-2.17), p=0.049], being mismatched (MM) at both the class I and II HLA 
loci [OR: 3.84(2.52-6.36), p<0.01] and having a DQ HLA MM [OR: 2.96(1.92-
4.54), p<0.01].
Post-transplant factors analysed included blood transfusion [OR: 2.15(1.33-
3.49),p=0.002], delayed graft function [OR: 1.25(0.8-1.95),p=0.33], culture positive 
infection [OR: 0.95(0.63-1.42),p=0.80], non-compliance (assessed by the coeffi cient 
of variance of tacrolimus levels) [OR: 1.29(0.9-1.84), p=0.17] and biopsy proven 
rejection [OR: 1.81(1.16-2.84),p=0.01]. On multivariate analysis, factors found to 
be independently associated with dnDSA are shown below.
Variable Timing OR (95% CI) p value
Live transplant Pre-transplant 0.63 (0.42-0.96) 0.03
Primary Allograft Pre-transplant 1.77 (0.92-3.43) 0.09
Sensitisation Pre-transplant 1.58 (0.97-2.59) 0.07
Not MM at CI+CII Pre-transplant 0.35 (0.19-0.64) 0.0007
DQ matched Pre-transplant 0.55 (0.33-0.93) 0.026
No transfusion Post-transplant 0.44 (0.26-0.76) 0.0032
REjection Post-transplant 1.76 (1.10-2.81) 0.018

Conclusion. Poor HLA mismatching and post-operative blood transfusions are 
strongly associated with dnDSA and are therefore potentially avoidable.

Abstract# C1735 
Sensitization and Anatomic Features of Late Renal Allograft Failure: 
Radiologic and Pathologic Findings of Quiescent and Symptomatic 
Failed Grafts. P. Singh, R. Feld, B. Colombe, J. Farber, J. Herman, 
R. Gulati, W. Maley, A. Frank. Department of Medicine, Radiology, 
Pathology and Surgery, Thomas Jefferson University, Philadelphia, PA.
Purpose: Late allograft failure (LAF) is a common cause of end stage renal disease 
(ESRD). These ESRD patients face unique challenges regarding Graft Intolerance 
Syndrome (GIS) and Sensitization. This retrospective study reports the imaging, 
pathologic and sensitization fi ndings of LAFs.
Methods: 33 patients who had CT scans after LAF were divided into GIS group 
comprising of 22 patients while 11 had Retained Quiescent (RQ) allografts. 
Information on dimensions, renal volume and fl uid collections were compared 
between the two groups. Sensitization data and Histopathologic data of renal 
explants were also collected.

Results: The CT scans of GIS group revealed swollen allografts with signifi cantly 
larger renal volumes in comparison to eleven quiescent allografts which were 
shrunken and atrophic.

Fourteen patients in the GIS group underwent transplant nephrectomy which 
revealed grade II or higher acute cellular rejection on a background of grade 3 
chronic active T cell mediated rejection with fi ndings of hemorrhage and infarction. 
The renal volumes on imaging and weight of explants nearly matched and did have 
some correlation with operative blood loss. All explants were C4d negative. An 
overall trend towards increased sensitization over time was seen in both groups. 
GIS patients experienced a major upswing in sensitization at, or prior to, the time 
of their symptomatic presentation.
Conclusions: There are salient radiographic differences between GIS and RQ 
allografts and the CT scan fi ndings can be used as a surrogate marker for expected 
pathological fi ndings. Our work supports that sensitization has already occurred at 
GIS presentation. Future studies should focus on interventions to avoid sensitization 
and GIS.

Abstract# C1736 
A Comparison of Estimated Glomerular Filtration Rate (eGFR) 
Based On Serum Creatinine and Cystatin C in Kidney Transplant 
(KT) Patients. C. Mombelli,1 M. Giordani,1  S. Groppa,1 M. Bedini,1  J. 
Munoz Zambrano,1 C. Schreck,1 G. Jimenez,2 N. Imperiali,1 G. Rosa Diez.1 
1Nephrology, Hospital Italiano de Buenos Aires, Buenos Aires, Argentina; 
2Central Lab, Hospital Italiano de Buenos Aires, Buenos Aires, Argentina.
Background: eGFR based on serum creatinine (SCr) is imprecise but routinely 
used. Such imprecision can potentially affect chronic kidney disease (CKD) stage 
classifi cation. Cystatin C is an alternative endogenous marker of GFR. Currently, 
there is scarce data regarding the usefulness of eGFR based on cystatin C in KT 
patients.
Aim: to compare the Chronic Kidney Disease Epidemiology Colaboration 
(CKD-EPI) SCr and CKD-EPI cystatin C for estimation of GFR and CKD stage 
classifi cation in KT patients.
Methods: GFR was estimated using SCr and cystatin C based CKD-EPI equations 
in 58 KT patients beyond 6 months post-KT (ages 19-73, male 67%, cadaveric 
donor 74%). Patients were classifi ed in CKD stages according to National Kidney 
Foundation guidelines based on the eGFR obtained from these equations. Data are 
expressed as:median, range.
Results: SCr (mg/dl) and cystatin C were 1.32, 0.55-5.2 and 1.72, 0.79-4.3 
respectively. Overall eGFR (ml/min/1.73 m2) was signifi cantly different between 
SCr and cystatin C based equations (55, 13-122 and 41.5, 12-128 respectively) 
(p<0.0012). No signifi cant differences were found in CKD stage classifi cation 
except in stage IV, 6.9% vs 25.9% patients according to SCr and cystatin C CKD-
EPI(p<0.005). Correlation between both equations was good (r2=0.88) (fi g. 1). The 
Bland-Altman graph shows most values are within 1.96 SD from the mean (fi g.2).
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Conclusion: eGFR from SCr based CKD-EPI is different from cystatin C based 
CKD-EPI in the population studied. Both methods require further efforts to establish 
their utility as GFR estimates in KT patients.

Abstract# C1737 
Estimated Protein Excretion Rate From Second Morning Spot Urine 
Protein-Creatinine Ratio: A Diagnostic Study in Kidney Transplant 
Recipients. M. Mrevlje,1 J. Lindic,1 G. Mlinsek,1 A. Kandus,1,2 M. Arnol.1,2 
1Department of Nephrology, University Medical Centre, Ljubljana, 
Slovenia; 2Faculty of Medicine, University of Ljubljana, Ljubljana, 
Slovenia.
Background. Protein-creatinine ratio (PCR) in spot urine samples is recommended 
for proteinuria screening instead of measured 24-hr protein excretion. A second 
morning urine sample is more convenient to collect than the first one. We 
hypothesized that estimated protein excretion rate (ePER) using second morning 
spot PCR and estimated creatinine excretion rate (eCER) accurately predicts 24-hr 
protein excretion in kidney transplant recipients.
Methods. Second morning spot PCR was measured in 572 prevalent transplant 
recipients at least 3 months post-transplant. Proteinuria (PCR>20 mg/mmol) was 
present in 190 patients (33%). PCR and 24-hr urine protein excretion were measured 
in 161 recipients who consented for the study. ePER was calculated as the product 
of PCR and eCER. Percent bias ([measured–estimated value/measured value]x100), 
precision (standard deviation of the mean bias), and accuracy (within 30% of 24-
hr collection) were calculated for the following values of 24-hr protein excretion: 
150–299, 300–499, 500–999 and  ≥1000 mg/d. Receiver operator characteristic 
curves were used to obtain the best sensitivity and specifi city of ePER at the 
selected cutoff values.
Results. Mean age was 55 years, mean 24-hr creatinine clearance was 53 ml/min, 
median PCR 52 mg/mmol, median ePER 457 mg/d, and median 24-hr protein 
excretion 480 mg. The ePER tended to overestimate 24-hr protein excretion, and 
relative overestimation was greatest with the smallest amount of proteinuria.
24-hr protein excretion, 
mg/d

Percent bias (95% 
CI), %

Precision (95% CI), 
mg/d Accuracy, %

150-299 (n=42) -72 (-107−-37) 195 (165−226) 45
300-499 (n=41) -4 (-12−14) 235 (198−272) 54
500-999 (n=45) -1 (-15−13) 343 (292−394) 53
≥ 1000 (n=33) -12 (-44−20) 1154 (901−1407) 64

The ePER had good discriminatory ability to predict 24-hr protein excretion >300, 
>500, and >1000 mg with area under the curve of 0.94, 0.97, and 0.98, respectively. 
ePER cutoff values of 350, 650, and 1100 mg/d had the highest sensitivity and 
specifi city to predict proteinuria >300, >500, and >1000 mg/d (90% and 78%, 90% 
and 92%, and 92% and 98%, respectively).
Conclusion. In kidney transplant recipients, ePER in second morning spot urine 
accurately predicts 24-hr protein excretion >300 mg. However, ePER >1000 mg/d is 
less precise and 24-hr urine collection should be considered before clinical decisions.

Abstract# C1738 
Prognostic Value of Post-Transplantation Proteinuria for 
Cardiovascular Outcomes in Kidney Transplant Recipients. H. Jeon,1 
J. Hwang,1 H. Kim,3 S. Park,3 K. Joo,1 C. Lim,2 Y. Oh,2 C. Ahn,1 Y. Kim,1 
J. Lee.2 1Department of Internal Medicine, Seoul National University 
College of Medicine, Seoul, Korea, Republic of; 2Department of Internal 
Medicine, Seoul National University Boramae Medical Center, Seoul, 
Korea, Republic of; 3Department of Internal Medicine, Ulsan University 
College of Medicine, Seoul, Korea, Republic of.
Background: Proteinuria has been shown to be associated with mortality, progression 
to kidney failure, and cardiovascular disease events in general population. Herein, 
we have analyzed the effect of proteinuria on cardiovascular outcomes, graft loss, 
and mortality in kidney transplant recipients (KTRs).
Methods: We performed a retrospective multi-center study to evaluate the effect of 
post-transplantation proteinuria on cardiovascular outcomes, graft loss, and patients’ 
survival. This study enrolled a total of 2052 KTRs in Seoul National University 
Hospital and Asan Medical Center, and patients were classifi ed into three groups 
according to the amount of proteinuria (<150mg/day [group 1] vs. 150-1500mg/day 
[group 2] vs. >1500mg/day [group 3]). The primary endpoint was major adverse 
cardiac events (MACE), defi ned as composite cardiac death, nonfatal myocardial 
infarction, or coronary revascularization.
Results: The mean age of the recipients was 43.6 ± 11.4 years, and 58.6% were 
male. During a median 55.3-month follow-up, there were 38 (1.9%) cases of MACE, 
71 (3.5%) graft loss, and 44 (2.1%) deaths. In a Cox model adjusted with multiple 
covariates, proteinuria was signifi cantly associated with MACE (group 1 [reference] 
vs. group 2 [HR 3.29, CI 1.02-10.60, P = 0.046] vs. group 3 [HR 5.81, CI 1.28-
26.31, P = 0.022]). KTRs with higher proteinuria showed signifi cantly higher graft 
loss rate than those without proteinuria (group 1 [reference] vs. group 3 [HR 3.97, 
CI 1.65-9.56, P = 0.002]). However, there was no signifi cant association between 
proteinuria and all-cause mortality. KTRs with proteinuria showed a greater number 
of acute rejection episodes (10.5% [group 1] vs. 20.5% [group 2] vs. 37.1% [group 
3], P < 0.001)
Conclusion: Post-transplantation proteinuria is a strong prognostic factor for 
cardiovascular outcomes among KTRs. Therefore, evaluation and management of 
proteinuria should be considered to improve graft and patients outcomes.

Abstract# C1739 
NGAL as an Early Predictor of Delayed Graft Function. J. Nieto, L. 
Serna, G. Zuluaga, C. Ocampo, A. Aristizabal, C. Velez, J. Vanegas, A. 
Bedoya, S. Lopera, N. Giraldo. Hospital Pablo Tobon Uribe, Medellin, 
Colombia.
Delayed graft function (DGF) occurs in 20-50% of renal transplants and is a 
complication that can affect graft survival. The creatinine reduction ratio (CRR) has 
been the gold standard for defi ning DGF. Urinary neutrophil gelatinase-associated 
lipocalin (NGALu) is an early marker of acute kidney injury. The aims of this 
study were to describe the behavior of NGALu in deceased-donor renal transplant 
recipients and to compare this indicator with the CRR for the early detection of DGF. 
Methodology:This was a prospective cohort study, in which NGALu levels were 
assessed at 1, 12, 24 and 48 hours after renal transplantation and compared with the 
daily CRR. Descriptive statistics and nonparametric tests were performed. The best 
cutoff points and the optimal assessment times for both markers were explored; a 
comparison of the receiver operating characteristic (ROC) curves for the NGALu 
level and the CRR was carried out to diagnose DGF.Results:Sixty-one patients were 
included in the study, 54.8% male and 91.9% fi rst transplant recipients, with a median 
age of 36.5 years and a median cold ischemia time of 15 hours. DGF occurred in 
12 patients and 4 patients required dialysis in the fi rst week. NGALu levels at all 
the cut-off points were higher in patients with DGF (p=0.49, p=0.0321, p=0.0421 
and p=0.0035, respectively). NGALu>120 ng/ml at 48 hours predicted DGF with 
a sensitivity of 75% and specifi city of 67.8%. A CRR of 59% best discriminated 
DGF, with a sensitivity of 91 % and specifi city of 83% at 48 hours. In comparing 
the ROC curves for the NGALu level and the CRR, the CRR was a better marker.
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The cut-offs that were chosen to categorize NGALu and the CRR were 500 ng/ml 
and 50%, respectively. Using a logistic regression for the adjusted DGF, the odds 
ratio (OR) of having a positive value was 6.77 for NGALu [CI 1.10 to 41.69] and 
18.88 for the CRR (CI 3.33 to 107.08). Conclusion: NGALu levels measured at 48 
hours after renal transplantation predict DGF and need for dialysis; however, this 
marker was not superior to the CRR for early detection.

Abstract# C1740 
Molecular Composition and Function of High-Density Lipoprotein 
Is Uniquely Altered After Kidney Transplantation. C. Kopecky,1 H. 
Michael,1 R. Birner-Gruenberger,2 K. Christopher,1 M. Gunther,3 H. 
Michael,3 M. Saemann.1  1Department of Internal Medicine III, Division 
of Nephriology and Dialysis, Medical University of Vienna, Vienna, 
Austria; 2Proteomics Core Facility, Medical Research Centre, Medical 
Unversity of Graz, Graz, Austria; 3Institute for Clinical and Experimental 
Pharmacology, Medical University of Graz, Graz, Austria.
Background: Renal transplant recipients experience increased cardiovascular 
morbidity and mortality, largely unaffected by therapeutic measures such as 
statins: here we studied molecular composition and functionality of High-Density 
Lipoprotein (HDL) to explore a potential mechanism of this excessive cardiovascular 
risk.
Methods: HDL from fresh human plasma of stable renal transplant (CKD I-IV) 
and end-stage renal disease (ESRD) patients as well as matched healthy controls 
was isolated by one-step density gradient ultracentrifugation. Protein composition 
was analyzed by shotgun proteomics and confi rmed by immunoblot. Functional 
HDL modifi cations were determined by measurement of cholesterol-effl ux, the 
membrane cholesterol concentration in peripheral blood mononuclear cells and 
paraoxonase-1 activity.
Results: We found that distinct proteins like surfactant protein B, serum amyloid A, 
pigment epithelium-derived factor and alpha-1 microglobulin/bikunin precursor were 
enriched in HDL of renal transplant patients similar to ESRD patients indicating 
a characteristic disease-specifi c HDL proteome. Of note, alterations of HDL were 
virtually identical between patients with CKD I-II and III-IV and independent of 
transplant vintage. Furthermore, transplant HDL displayed decreased cholesterol 
acceptor capacity, but substantially increased free cholesterol within patient 
leukocytes. Finally, impaired anti-oxidative HDL function was demonstrated by 
decreased paraoxonase-1 activity in all transplant groups.
Conclusion: We demonstrate unique alterations of HDL from renal transplant 
recipients at the molecular and functional level. Importantly, remodeling of HDL 
including enrichment of distinct proteins previously identifi ed from uremic HDL was 
also observed in patients with excellent graft function independent of the transplant 
vintage. These data may therefore not only help to unravel the causes of the excessive 
cardiovascular risk in renal transplant patients, but may also pave the way for novel 
diagnostic and innovative therapeutic directions.

Abstract# C1741 
Signifi cant Proteinuria in Post Renal Transplant Recipients Who 
Received Kidney From Living Donors: Analysis of Risk Factors and 
Study of Allograft Histopathology. S. Ramanarayanan,1 S. Gupta,2 
S. Agarwal,3 S. Vutharulu.4 1Nephrology, Institute of Liver and Biliary 
Sciences, Delhi, India; 2Nephrology, All India Institute of Medical 
Sciences, Delhi, India.

Background: There is a paucity of data on risk factors associated with signifi cant 
proteinuria in kidney transplant recipients. Hence, we carried out this study to 
examine the independent risk factors for signifi cant proteinuria in kidney transplant 
recipients who received kidneys from living donors. We also aimed at studying the 
allograft biopsy spectrum of these patients.
 Methods: We screened 300 adult ( ≥18 years age) kidney transplant recipients 
from living donors for signifi cant proteinuria. Patients who satisfi ed the criteria 
of signifi cant proteinuria were categorized as group I and those who did not have 
signifi cant proteinuria were categorized as group II. The clinical, demographic and 
various laboratory variables were compared between the two groups by uni and 
multivariate analysis. We performed allograft biopsy in those patients who had 
signifi cant proteinuria (Group I) and classifi ed them based on their histological 
characteristics. The allograft pathology was defi ned according to the Banff 2009 
update.
Results: Reccurent/Denovo glomerular disease was the most common allograft 
pathology (51.5% of all allograft biopsies). On multivariate analysis the variables 
independently associated with signifi cant proteinuria were - male recipient ( OR 2.73; 
C.I : 1.05 – 7.1), new onset diabetes after transplant (NODAT) ( Absence of NODAT 
is protective - OR 0.5, C.I : 0.3 – 1.1), history of acute cellular rejection (OR 2.8, 
C.I :1.2 – 6.6), history of antibody mediated rejection, recipient age more than 50.
Conclusions
1. Male recipients, patients with new onset diabetes after transplant, high recipient 
age, acute cellular and antibody mediated rejections and high recipient age are 
independent risk factors for proteinuria among renal transplant recipients who receive 
kidney from living donors. Hence, these group of patients need to be screened more 
frequently for proteinuria.
2. Reccurent/Denovo glomerular disease is the most common glomerular pathology 
in post renal transplant patients with signifi cant proteinuria

Abstract# C1742 
Bioimpedance Analysis Reveals Graft Function in Renal Transplant 
Recipients. S. Sezer,1 B. Demirci,1 O. Guliyev,1 T. Colak,1 C. Sayin,1 
M. Haberal.2 1Baskent University Faculty of Medicine Nephrology 
Department, Ankara, Turkey; 2Baskent University Faculty of Medicine 
General Surgery Department, Ankara, Turkey.
Introduction:
Renal transplantation (RT) is the best treatment of choice for patients with end-stage 
renal disease. Despite improving of renal dysfunction, patients are at risk for existing 
or new onset of conditions as hypertension and dyslipidemia after transplantation. In 
present study, we aimed to determine the hydration status by bioimpedance analysis 
(BIA) in RT recipients and to analyse the association of body fl uid status, graft 
function, biochemical parameters and echocardiographic measurements.
Methods:
Eighty two (58 male, mean age: 38.7± 11.5 years) RT recipients being followed in 
our centre who were using at least one anti-hypertensive treatment were enrolled into 
the study. Biochemical parameters as lipid profi le (total, HDL and LDL cholesterol, 
triglyseride), parathyroid hormone, 24 hour urinary protein loss, estimated glomerular 
fi ltration rate (eGFR); transthorasic echocardiography, bioimpedance analysis (BCM, 
Fresenius) as systolic blood pressure, total body weight (TBW), lean tissue index 
(LTI), extracellular volume (ECW), intracellular volume (ICW), lean tissue mass 
(LTM) and phase angle (phi50) levels and renal resistive index (RRI) were evaluated.
Results:
TBW and ECW were signifi cantly correlated with RRI and systolic blood pressure 
(p:0.001). Patients with <70 ml/min of eGFR values were divided into fi ve groups 
according to each 10 ml/min decline in eGFR. RRI, urinary protein loss, pulmonary 
artery pressure, frequency of over-hydration, systolic blood pressure, TBW, LTI, 
ECW,ICW, LTM and phi50 values were signifi cantly higher in patients with 15-50 
ml/min (p:0.000), however similar in patients with 50-70 ml/min (p:0.648).
Conclusion: Hypertensive RT recipients have increased TBW, LTI, ICW, FTI, 
LTM and phi50 values. Graft function is positively correlated with systolic blood 
pressure, RRI and BIA parameters. Thus, hypertensive RT recipients should be 
closely follow-up with RRI and BIA for an early diagnosis of loss of graft function.

Abstract# C1743 
Prediction of Renal Allograft Function at POD 7 With Pre/Peri-
Operative Clinical Data. K. Iwadoh, Y. Ogawa, M. Soeno, K. Miki, K. 
Kai, A. Sannomiya, T. Murakami, I. Koyama, K. Kitajima, I. Nakajima, 
S. Fuchinoue. Surgery III, Tokyo Women’s Medical University, Shinjuku 
ward, Tokyo, Japan.
(Background) Serum creatinine (s-Cr) level reaches its nadir around POD 7 after 
renal transplant. Although it is an important marker of allograft function, systematic 
formula to predict it is lacking.
(Method) We retrospectively analyzed a correlation of recipient’s s-Cr with clinical 
data of a donor and a recipient through symbolic regression. We used 176 pairs of 
live renal transplantations (LRTx) that showed eventless peri/post-operative courses 
as a training set to construct a prediction formula of recipient’s s-Cr at POD 7. Then 
we took other 70 pairs of LRTx that also had uncomplicated courses as a future set 
to validate the effi cacy of the formula.
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(Results) In the course of constructing a formula, body weight, gender, age were 
signifi cant factors in the prediction. A donor’s s-Cr/2hr-Cr clearance, ischemic time 
and graft weight were also signifi cant. ABO-incompatibility, HLA mismatch, dialysis 
period, immunosuppression protocol and blood pressure were not. Average error of 
absolute values between observed s-Cr and predicted one using the training set was 
0.18±0.16mg/dl. 61.9% of such errors were <0.2mg/dl and 91.4% were <0.4mg/dl. 
The same formula was applied to the future set and average error was 0.22±0.19mg/
dl while in 78.6% of them the predicted level was higher than the observed one.

Then 11 cases (15.7%) showed prediction errors of >0.4mg/dl and their background 
revealed signifi cantly lighter body/graft weight of a donor and heavier body weight 
of a recipient than the rest.
(Conclusion) We conclude that it was possible to predict the POD7 s-Cr of a recipient 
with an error of 0.22±0.19mg/dl as long as the clinical course was uneventful. It 
was also revealed that s-Cr was not affected so much in uneventful cases by ABO-
incompatibility, HLA mismatch, regimen and blood pressure as by age, body weigh, 
graft weight, donor’s renal function and ischemic time. Since in 78.6% of the future 
cases predicted s-Cr was nearly equal or higher than the observed one, it could be 
used as an upper threshold of s-Cr for standard renal graft function.

Abstract# C1744 
Serum Copeptin Concentration Predicts a Rapid Decrease of 
Overhydration After Kidney Transplantation. A. Kolonko,1 J. 
Chudek,1,2 A. Kujawa-Szewieczek,1 B. Czerwienska,1 A. Wiecek.1 
1Dept of Nephrology, Endocrinology and Metabolic Diseases, Medical 
University of Silesia, Katowice, Poland; 2Dept of Pathophysiology, 
Medical University of Silesia, Katowice, Poland.
Background:The assessment of proper hydration status in hemodialysis patients is 
diffi cult. None of the currently available markers or measures is clinically relevant. 
Recently, a human pre-pro-vasopressin (1-164) split product (copeptin) - a new 
surrogate marker of hydration status - was introduced. The aim of the study was to 
analyze body weight changes in the early posttransplant period in relation to plasma 
copeptin (CPP) levels before kidney transplantation.
Methods:Plasma CPP and N-terminal prohormone for brain natriuretic peptide 
(NT-proBNP) concentrations and osmolality were measured in 130 kidney recipients 
directly prior to transplantation and, additionally, in 78 of them at the 14th day 
posttransplant. Hydration status at transplantation was calculated from the difference 
in patient’s body weight before transplantation and at the discharge.
Results:During the posttransplant hospitalization, the average weight change was 
minus 1.6 kg, varying from 10.5 kg loss to weight gain of 5 kg. The overall weight 
loss was signifi cantly related to pretransplant serum concentration of CPP (r=0.238), 
but not of NT-proBNP or osmolality. Patients with the lowest initial CPP level (fi rst 
tertile) had smaller posttransplant weight loss. The multivariate regression model 
revealed that the variability of posttransplant weight loss is explained by the number 
of antihypertensive drugs used prior to transplantation [β=0.213 (0.049-0.377)] and 
pretransplant CPP values [β=0.233 (0.069-0.397)].
Conclusions: Elevated serum copeptin level predicts a rapid weight loss after kidney 
transplantation and seems to characterize the subgroup of patients with greatest 
overhydration. These results suggest the dysregulation of physiological mechanisms 
of copeptin secretion in hemodialysis patients.

Abstract# C1745 
Collaborative Care Between Transplant Nephrologists and Primary 
Care Physicians: A Gap Analysis. O. Famure,1 M. Caballero,1 A. Li,1 R. 
Tang,1 J. Schiff,1 L. Adcock,2 S. Kim.1 1Division of Nephrology and the 
Kidney Transplant Program, Toronto General Hospital, University Health 
Network, Toronto, ON, Canada; 2Family Health Team, Toronto Western 
Hospital, University Health Network, Toronto, ON, Canada.
Background: Collaborative care between transplant centres and primary care 
physicians (PCP) is imperative for chronic disease management in kidney transplant 

recipients (KTR), but little training or guidelines has been developed specifi cally 
for PCP. There is a need to assess the quality and barriers to optimal delivery of 
primary care provided to KTR.
Methods: Two self-administered questionnaires on the primary care management 
of KTR were developed and implemented. One survey investigated the perspectives 
of KTRs at an urban transplant centre on PCP performance, comfort level with their 
PCP, support received for self-management, and barriers to ideal care. The second 
survey targeted PCP of KTR assessing their attitudes and practice patterns towards 
similar domains in addition to their communication with transplant centres.
Results: A total of 502 patients and 209 PCP completed the survey (response rate 
of 77% and 22%, respectively). The majority (76%) of patients indicated that a PCP 
was involved in their care. Patients felt comfortable receiving care for non-transplant 
related issues, vaccinations, and periodic health examinations from their PCP. 
Similarly, PCP felt comfortable providing such care. While only 23% of patients 
felt uncomfortable with their PCP managing their immunosuppressive medication, 
the majority (75.3%) of PCP felt uncomfortable. 73% of PCP responded that they 
were currently providing care to KTR. The majority of PCP specifi ed that they rarely 
(57%) or never (20%) communicate with transplant centres. The most commonly 
stated barriers by PCP to delivering optimal care to KTR were insuffi cient guidelines 
provided by the transplant centre (68.9%) and lack of knowledge in managing KTR 
(58.8%). The resources suggested by PCP to improve their comfort level in managing 
KTR were written guidelines and continuing medical educational activities related 
to transplantation.
Conclusions: Our results suggest that there is insuffi cient communication between 
the transplant centres, PCP, and patients. The methods for optimally providing such 
resources require further study.
DISCLOSURES: Kim, S.: Grant/Research Support, Astellas Pharma Canada, 
Novartis Pharma Canada, Genzyme Canada.

Abstract# C1746 
The Impact of Nocturia Was Not Noted On Quality of Life After 
Renal Transplantation. M. Takenaka,1 M. Kusaka,1 N. Fukami,1 T. Ito,2 
H. Sasaki,1 R. Shiroki,1 T. Kenmochi,2 K. Hoshinaga.1 1Urology, Fujita 
Health University, Toyoake, Aichi, Japan; 2Organ Transplant Surgery, 
Fujita Health University, Toyoake, Aichi, Japan.
Objective
Nocturia is associated with impaired health and deterioration of sleep as well as 
deterioration of quality of life (QOL). However, the relationship between nocturia 
and QOL, sleep have not investigated in patients who underwent RTx. Therefore, 
we investigated the relationship between nocturia and their impact on QOL, sleep 
in patients with RTx.
Patients and Methods
This study included 40 patients who underwent RTx from DCD donors between 
October 1990 and April 2013 at our institute. Median age of the patients was 47 years 
(range, 26 to 63), and 70% were male. Median period of the dialysis before RTx 
was 154 months (13 to 252). Median time after RTx was 209 months (81 to 311) .
They were stratifi ed into 2 groups : 20 patients needed to void 2 times and less (Gp1) 
and 20 patients needed to void 3 times and more at night (Gp2). QOL index, Athens 
Insomnia scale (AIS) and King’s Health Questionnaire (KHQ) were used for the 
assessment of nocturia related QOL.
Results
Median age of the patients at RTx and period of the dialysis before RTx were 
signifi cantly lower in Gp1 (41.4 years in Gp1 vs 49.8 years in Gp2, p=0.0018 
and 95 months vs 171 months, p<0.0001), respectively. Median time after RTx 
was signifi cantly longer in Gp1 (225 months vs 167 months, p=0.0213). Median 
nocturnal urine volume was signifi cantly lower in Gp1 (871ml vs 1472 ml, p<0.001). 
Median brain natriuretic peptide (BNP) was signifi cantly lower in Gp1 (22.5 pg/
ml vs 68.1 pg/ml, p=0.019).

However, QOL index, AIS and KHQ were not signifi cantly different.

© The Authors. Compilation © The American Society of Transplant Surgeons, The Transplantation Society and the American Society of Transplantation



567

Conclusion
Nocturia in patients with RTx was caused by nocturnal polyuria.
Nocturia did not affected QOL and sleep in RTx paitients.

Abstract# C1747 
De Novo Focal Segmental Glomerulosclerosis in Renal Allograft- 
Histological Presentation and Clinical Correlation- Single Centre 
Experience. R. Patel, A. Vanikar, K. Suthar, K. Kanodia, M. Gumber, H. 
Patel, P. Shah, H. Trivedi. Department of Pathology, Laboratory Medicine, 
G. R. Doshi and K. M. Mehta Institute of Kidney Disease, Ahmedabad, 
Gujarat, India.
Purpose: Focal segmental glomerulosclerosis (FSGS) is a devastating lesion of 
the renal allograft. De novo FSGS is uncommon compared to recurrent FSGS. 
We evaluated de novo FSGS in renal allograft biopsies in our center to study their 
natural history.
Material and method: Retrospective evaluation of renal allograft biopsies performed 
between 2007 and 2012 was carried out. Patient demographics including original 
disease, maintenance dialysis, third party infusions, donor data, time of occurrence, 
serum creatinine (SCr), clinicopathological presentation, histopathological variants 
and association with other immune injuries were evaluated.
Biopsies were evaluated by light microscopy and immunohistochemistry, and 
diagnosed as per modifi ed Banff criteria. Morphological evaluation was carried 
out using hematoxylin and eosin, periodic acid Schiff, Jones’ silver methaneamine 
and Gomori’s trichrome stains on 3 μ paraffi n sections. C4d antibodies were tested 
using polyvalent antihuman C4d antiserum (Biomedica Gruppe, Beckman Coulter, 
Germany).
Result: Twenty two biopsies comprising 1.5% of total graft biopsies were diagnosed 
as de novo FSGS. Majority (20) patients were males, with mean age 35 years. Original 
disease was unexplained(16), diabetic nephropathy (2), and refl ux nephropathy, 
sarcoidosis, lupus nephritis, autosomal dominant polycystic kidney disease (1 
each). Donors were mainly females (16), related (20), and 2 were deceased donors. 
Mean donor age was 42.9 years. Mean dialysis procedures were 42.9 and mean 
transfusions were 3.9. Lesions occurred at mean 30.5 months posttransplant with 
proteinuria of 3.25 gm/day and mean SCr of 2.5 mg/dL. All patients were on CNI 
based maintenance immunosuppression.
Histological variants were classical (45.4%), collapsing (36.4%), and cellular 
(18.2%). Two patients with classical variant and one with collapsing FSGS had 
associated chronic active T +B -cell mediated rejections, and 1 patient with classical 
FSGS had acute T +B-cell mediated rejection.
Conclusion: De novo FSGS can occur any time in renal allograft recipients in their 
30s with more probability around 30 months posttransplant. Chances of occurrence 
increase with living donors and male gender. FSGS also can be associated with 
immune injuries.
Keywords:
de novo lesions, focal segmental glomerulosclerosis, allograft biopsy, renal 
transplantation

Abstract# C1748 
Histopathologic Correlates of Progression of Transplant 
Glomerulopathy (TG). J. Kahwaji,1 S. Jordan,1 A. Vo,1 R. Villicana,1 
A. Peng,1 M. Haas.2 1Comprehensive Transplant Center, Cedars-Sinai 
Medical Center, Los Angeles, CA; 2Pathology, Cedars-Sinai Medical 
Center, Los Angeles, CA.
Introduction TG has a poor prognosis and treatments have not been established. 
Pathological correlates of TG progression are not well defi ned and may help identify 
those at risk for progression.
Methods We included all patients diagnosed with TG who also had a subsequent 
indication biopsy. The biopsies were reviewed by the pathologist and assigned 
microvascular injury scores (g+ptc), and chronic tubulointerstitial injury scores 
(ci+ct). Chronic glomerulopathy scores (cg) were also assigned. Change in the 
(g+ptc), (ci+ct), and cg scores were measured. A serum creatinine (Cr) increase of 

< 20% was considered stable. Changes in pathological scoring were compared in 
patients with and without a stable creatinine. Treatment with rituximab and changes 
in donor specifi c Ab (DSA) were also evaluated.
Results Thirteen patients were evaluated. Average follow-up was 731 days from the 
index biopsy. The mean Δ(g+ptc) was -1.5, Δ(ci+ct) 1.7, and Δcg 0.8. There was a 
similar decrease in the g+ptc score in those with a stable Cr vs. unstable Cr (-1.6 vs. 
-1.5). Those was a stable Cr had less chronic change [Δ(ci+ct) 1.2 vs. 2.0) and less 
chronic glomerular changes (Δcg 0.4 vs. 1). Patients treated with rituximab had a 
better Δ(g+ptc) and Δ(ci+ct) scores but no differences in cg [Δ(g+ptc) -2.5 vs. -0.7, 
Δ(ci+ct) 0.83 vs. 2.4, Δcg 0.86 vs. 0.86). Rituximab treated patients also had an 
improvement in the DSA relative intensity score, a measure that takes into account 
the number and strength of DSAs. Finally, those with a stable Cr who also received 
rituximab did the best in regards to changes in ci+ct scores while those who did not 
receive rituximab tended toward worse scores (table 1)
Conclusion Changes in (g+ptc) scores in patients with TG did not seem to correlate 
with clinical stability, but changes in (ci+ct) scores did. Rituximab seemed to 
improve microvascular infl ammation while slowing down progression of chronic 
tubulointerstitial injury. It is possible that the effect of rituximab on DSA plays a role 
in slowing down the development of chronic tubulointerstitial changes.

Abstract# C1749 
Post-Transplant and Native Kidney Clinicopathologic Characteristics 
of Collapsing Focal Segmental Glomerulosclerosis. H. Hatoum,1 A. 
Gasim,2 K. True,1 E. Fuller,1 P. Nachman,1 H. Singh,2 N. Nickeleit,2 R. 
Detwiler.1 1Department of Nephrology and Hypertension, University 
of North Carolina, Chapel Hill, NC; 2Department of Pathology and 
Laboratory Medicine, University of North Carolina, Chapel Hill, NC.
Background: Collapsing FSGS (cFSGS) affects both native and transplanted kidneys, 
often with poor outcomes. This study describes and compares the clinicopathologic 
characteristics of cFSGS in these patient populations. Methods: We performed a 
retrospective analysis of all patients with biopsy proven cFSGS at our institution 
between Jan 1990 and Feb 2013. We calculated the mean of all continuous variables 
while categorical data was described as a percentage. We then compared patients with 
post-transplant cFSGS to those with native kidney disease. Results: We identifi ed 71 
patients with biopsy proven cFSGS. 25 patients developed cFSGS post-transplant 
and 46 patients had cFSGS in their native kidneys. There was no difference in age, 
race, creatinine, proteinuria, or albumin at the time of diagnosis between the two 
groups. Compared to native kidney cFSGS transplant patients with cFSGS were 
predominantly male (72% vs. 35%, p=0.0027), had lower GFR at diagnosis (28.4 + 
13.8 vs. 50.8 + 29.1, p=0.001) were less likely to be treated with steroids (24% vs. 
65%, p=<0.001), and a majority had been treated with plasmapheresis. There were 
more complete remissions in those with native kidney cFSGS (14 vs. 2, p=0.03), 
while partial/no response and time to dialysis were similar in both groups. Acute 
rejection was documented in 9 of 24 patients (7 acute cellular rejection, 2 mixed 
cellular and antibody mediated rejection). DSA were noted in 2 of 16 patients tested 
at the time of biopsy. Transplant cFSGS was diagnosed a median of 20.2 months 
(Range=0-86 months) post-transplant. Of the 9 patients that carried a pre-transplant 
diagnosis of FSGS, just one had cFSGS (5/9 were undetermined). Information on 
donor race was available for 16 patients, and of those 12/16 were AA. Recipient 
race was predominantly AA (76%). Conclusion: Transplant patients with cFSGS 
have nephrotic range proteinuria, allograft dysfunction, and are predominantly AA. 
Compared to native kidney cFSGS, transplant cFSGS patients have a lower GFR at 
diagnosis and are less likely to undergo complete remission when compared to those 
with native kidney cFSGS. Though donor race was not available for all patients, 
12/16 donors were AA, suggesting donor race may infl uence the occurrence of 
post-transplant FSGS.

Abstract# C1750 
Incidence and Predictors of Biopsy Proven Acute Interstitial Nephritis 
(BPAIN) Post-Kidney Transplant. J. Hagopian,1 T. Horwedel,1 L. 
Bowman,1 R. Delos Santos,2 D. Brennan,2 C. Klein.2 1Barnes-Jewish 
Hospital, St. Louis; 2Washington University School of Medicine, St. Louis.
Background: Acute interstitial nephritis (AIN) is associated with poor outcomes 
following kidney transplant (KT). AIN has been attributed to drug exposure in the 
general population, although drug-induced AIN in the KT population has not been 
well characterized.
Methods: This was a retrospective case-control study aimed to identify drug 
exposure associated with biopsy proven AIN (BPAIN) in KT recipients. Patients 
transplanted between 1/1/1999 and 9/30/2013 were included. Cases of BPAIN 
were identifi ed by biopsy records, with biopsy date serving as incident date and 
the remaining patients served as controls. Drug exposure was identifi ed through 
electronic records using a list of drugs associated with AIN. In those with BPAIN, 
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exposure was manually verifi ed to ensure exposure occurred prior to incident date. 
All other drug exposure was analyzed and defi ned as one or more days of drug use 
within the fi rst post-transplant year.
Results: A total of 2671 patients were included. Demographic characteristics were 
well matched between groups with regards to sex, race, and age at transplant. A total 
of 18 patients experienced BPAIN at a median of 83 days post-transplant. Allopurinol, 
PPIs, H2RAs, NSAIDs, PCNs, cephalosporins, carbapenems, fl uoroquinolones, and 
sulfa drugs were included in the initial analysis. All 18 cases included exposure to at 
least one of these drugs. Only allopurinol was associated with a signifi cantly higher 
rate of exposure in the BPAIN group, with 33% of AIN patients receiving allopurinol 
compared with only 12.9% of controls, p = 0.02. Risk of graft loss for those with 
BPAIN was signifi cantly increased, HR 3.48 (95% CI 1.65 – 7.35).g y ( )

Conclusion: AIN confers a signifi cant risk of graft failure, and associated drugs 
should be avoided whenever possible. Allopurinol use was seen in more cases of 
BPAIN than controls, and may present an increased AIN risk in KT recipients.

Abstract# C1751 
Ten Year Probability of Re-Listing or Re-Transplantation Following 
Primary Kidney Transplantation. J. Schold, E. Heaphy, L. Buccini, S. 
Flechner, E. Poggio, M. Askar, R. Fatica, D. Goldfarb. Cleveland Clinic, 
Cleveland, OH.
Introduction
For many primary kidney transplant recipients, there is reasonable likelihood for a 
re-transplant in their lifetime. Decisions to pursue retransplant may be associated 
with a variety of factors including psychosocial and clinical condition as well as 
access to care. Knowledge of estimated probability for requiring a retransplant may 
improve patient awareness and provide important insights regarding care planning, 
including the potential need for future living donors.
Methods
Using national SRTR data, we evaluated the probability of re-listing or re-
transplant(Re-TXLIST) within 10-years of receiving a primary kidney transplant 
between 1998-2001(n=46,613) based on known information at the time of initial 
transplant. We generated a prediction model for estimating the likelihood of Re-
TXLIST using a ReListTransplant Score(RLTS) and validated the model on the 
cohort of primary recipients(1996-97).
Results
Overall, 8.9% of primary transplant recipients were relisted(7.5%) or received living 
donor transplants prior to relisting(1.4%) within 10 years. The proportion of RE-
TXLIST was higher among pediatric recipients(15%), Blacks(11%), highly sensitized 
recipients(16%) and preemptively-transplanted patients(14%). Associations 
were consistent in the adjusted model including Blacks(AOR=1.36,1.24-1.49), 
PRA>30%(AOR=2.64,2.41-2.89) and pediatric recipients ages 6-11(AOR=1.31,1.10-
1.56). In addition, Medicare insured recipients(AOR=1.24,1.09-1.41) had higher 
likelihood of Re-TXLIST. The predictive value of the model was relatively high 
(c-statistic=0.76) and the likelihood of RE-TXLIST was signifi cantly correlated 
with RLTS in the validation sample(Figure).

Conclusions
Results indicate that the probability of relisting or retransplant are strongly associated 
with recipient characteristics but not exclusively factors typically associated with 
higher risk of post-transplant graft loss and death. Given relatively stable rates of 
long-term graft survival over time, and a relatively high predictive value of RLTS, 
this score could be used as a tool for prospective patients and caregivers.

Abstract# C1752 
High Prevalence of Cognitive Disorders and Neuroradiological 
Changes in Patients With Chronic Renal Failure at The Time of 
Transplant. N. Brochero,1 F. Roca,1 J. De La Fuente,1 C. Chiurchiu,1 
J. De Arteaga,1 W. Douthat,1 C. Lucero,1 P. Massari.1 1Neurology, 
Private Hospital Medical Center of Cordoba, Cordoba, Argentina; 
2Neuroradiology, , Cordoba, Argentina; 3Nephrology, , Cordoba, 
Argentina; 4Nephrology, , Cordoba, Argentina; 5Nephrology, , Cordoba, 
Argentina; 6Nephrology, , Cordoba, Argentina; 7Neurology, , Cordoba, 
Argentina; 8Nephrology, , Cordoba, Argentina.
Background:End-stage renal disease (ESRD) can cause failure at cognitive level 
and brain structural alterations, determining deterioration in the quality of life and 
increased use of health resources.
Objectives: To assess general and specifi c aspects of cognition and characteristics 
of magnetic resonance imaging (MRI) of the brain in patients with ESRD at the 
time of renal transplantation, analyzing the results of the cognitive tests according 
to the fi ndings in neuroimaging.
Material and Methods: Prospective evaluation of 55 patients with ESRD on 
HD, with MRI of the brain and subsequent cognitive tests: Mini MentalTest 
(MMSE), Addenbrooke’s Cognitive Examination (ACE), Scale Wechsler Logical 
Memory(WMS), Rey Auditory learning (AAR), Trail Making A and B (TMA and 
TMB), Span digit(SD), phonological and semantic verbal fl uencies (FVF, FVS), Rey 
complex Figure (RCF) and Beck Depression Inventory(IDB) analyzed the fi ndings 
regarding cognitive neuroimaging.
Results: non amnestic MCI was present in the 83.63% of the patients and the 
pathological neuroimaging 80.43% (37/46) was identified. The cases with 
white matter hyperintensities moderate/severe degree had lower scores on 
WMS delayed(p=0.01), AAR(p=0.03), Learning Recognition Rey (P =0.02), 
TMA(P<0.0001), FCR (p=0.05)and Rey Figure Delayed(p<0.0001). Severe 
dilatation of cortical furrows was associated witha lower score on ACE(p=0.01), FVF 
(p=0.02), digits backward (p =0.02), TMB (P=0.03), FCR (p=0.0004) and Delayed 
Figure king(p=0.002). Moderate dilatation of ventricles, was associated with lower 
MMSE score(P =0.03) and delayed WMS(P=0.03) and hippocampal atrophy score 
lower on the test Delayed FCR(p=0.04)
Conclusions:The prevalence of cognitive impairment is elevated in patients with 
ESRD at the moment of renal transplantation and they are often associated with 
silent structural abnormalities identifi ed by MRI of the brain.

Abstract# C1753 
Delisting From the Kidney Transplant Wait-List: Native Americans 
Are the Most Disadvantaged. S. Stith,1 A. Oaris,2 F. Barrantes.3 
1Economics, University of New Mexico, Albuquerque, NM; 2Internal 
Medicine, Presbyterian Health Care Services, Albuquerque, NM; 3Renal 
Medicine Associates/Presbyterian Transplant Center, Albuquerque, NM.
Background: Wait-listed Native Americans (NA) have lower rates of kidney 
transplantation than other ethnic groups. This disparity is hypothesized to arise from 
various medical and socioeconomic factors. The objective of this study is to evaluate 
the causes of delisting among Native American wait-listed patients.
Methods: Using data from the Organ Procurement and Transplantation Network 
we evaluated the reasons for removal from the national wait-list, comparing NA 
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populations with other ethnic groups from 1987 to 2010. To establish our initial 
results, we use a linear probability model, controlling for time invariant factors 
affecting all patients wait-listed at a given center (center fi xed effects) and time-
varying factors affecting all transplant centers in a given year (year fi xed effects). 
(Standard errors are clustered at the center level to account for heteroskedasticity 
and spatial correlation among patients in a given center.)
Results: Of the 492,866 registered patients removed from the wait-list during study 
period, 60% received an allograft (47% deceased donor and 13% live donor), 14 
% died, 5% were deemed “too sick for transplant” and 1% were determined to be 
“medically unsuitable”. Regression analysis indicate that, relative to whites, being 
NA is associated with a 6 percentage point increase in the probability of dying on 
the wait-list(P<0.01),a 3.3 percentage point increase in the probability of being 
deemed too sick for transplant (P<0.01), and a 0.8 percentage point increase in the 
probability of being determined medically unsuitable for transplant (P<0.05). For 
these three wait-list outcomes, the magnitude of the differences between NA and 
whites exceed those between whites and African-Americans, Hispanics, or Asians.
Conclusions: After controlling for year and center fi xed effects, we found that, 
relative to other ethnic groups, wait-listed Native Americans are the most likely to die 
on the wait-list, be deemed medically unsuitable for transplant or be determined too 
sick to receive a transplant. Further research exploring the causes of this documented 
disparity, including behavioral, medical, and socioeconomic, will identify potential 
interventions, which could increase the rate of transplantation among wait-listed NA.

Abstract# C1754 
Eligibility for the Kidney Transplant Wait List: A Model for 
Conceptualizing Risk. B. Kiberd, K. Tennankore, K. West. Medicine, 
Dalhousie University, Halifax, NS, Canada.
Determining eligibility is one of the most important decisions facing nephrologists. 
It is assumed that the harm of kidney transplantation is minimal and most benefi t. 
Some confusion has been generated by the belief that since all patient groups that are 
transplanted have a net benefi t in life years gained (even age 70+ yrs), transplantation 
is being denied to many that would benefi t.
This study quantifi es the probability of ‘no benefi t’ as defi ned by death on the wait 
list, ‘harm’ defi ned by the probability that a transplanted patient would live less 
than the average wait listed patient, and ‘benefi t’ for the probability a transplanted 
patient would outlive the average wait listed patient (fi gure).

The model assumed 3 periods of risk for the recipient compared to the wait listed 
cohort (increased, equivalent and reduced). All patients wait 2 years. With higher 
wait list mortality rates (Table) the proportion of patients who benefi t falls. Patients 
with an annual mortality rate of >22 deaths per 100 pt yrs were more likely to be 
harmed (live less than the average wait listed patient) than benefi t. At 25 deaths per 
100 pt yrs subjects were 1.3 times more likely to have their life shortened than to 
achieve a longer life and 39% would die on the list.
Mortality Rate per 100 patient yrs No Benefi t % Harm % Benefi t % Harm/Benefi t ratio
15 26 29 45 0.63
20 33 32 35 0.93
25 39 34 26 1.3
30 45 35 20 1.8
35 50 35 15 2.4

Longer wait times >2 years increase the proportion that do not benefi t and further 
reduce benefi t.
Although there is always a group of patients that dervive net benefi t, patients with 
high mortality rates are more likely to have no benefi t or have a slight reducion 
in overall survival after withstanding the trauma of surgery than benefi t. There is 
wisdom in limiting kidney transplantation to patients with life expectancies >5 years 
(mortality rates of <20 deaths per 100 pt yrs).

Abstract# C1755 
How Should Elderly Candidates for Renal Tranplantation Be 
Evaluated? D. Mandelbrot,1 J. Rodrigue,1 A. Fleishman,1 S. Norman,2 F. 
Luan,2 M. Samaniego.2 1Beth Israel Deaconess Medical Center, Boston; 
2University of Michigan, Ann Arbor.
In recent decades, increasing numbers of elderly patients with CKD have been 
evaluated for and have received a kidney transplant. However, little data exists to 

guide the evaluation of older candidates. As a step toward developing protocols in 
this area, we surveyed U.S. transplant centers regarding their current practices in 
the evaluation of older transplant candidates.
We obtained from UNOS a list of medical and surgical directors from 222 transplant 
programs. After removing 30 pediatric programs, we were able to obtain email 
addresses for 190 programs. We emailed the survey 3 times between 5/3/13 and 
6/19/13.
We received responses from 59 programs (31.1%). The reported percentage of listed 
transplant candidates  ≥ 65 years old ranged from 7.5% to 50% (mean 25%). Only 
21.3% of programs reported specifi c age cut-offs for listing, ranging from 70-90 
(mean 79.2). 77.0% of respondents have no upper age cut-off for listing, but 12.5% 
of these respondents do have cut-offs for candidates with heart disease. 47.5% of 
programs have cut-offs regarding expected life expectancy to list candidates, ranging 
from 2-10 years (mean 4.5). Once older candidates are listed, only 9.8% of programs 
have age cut-offs to delist them, ranging from 75-85 (mean 78.7). New conditions 
that may lead to delisting of candidates include heart disease, vascular disease, 
declining functional status and neuro-degenerative disease. Delisting criteria are 
not infl uenced by patient gender or race. Most respondents (61.7%) will list patients 
expected to have improved quality of life, even if transplantation is not expected to 
prolong life. 46.7% will sometimes list nursing home residents, while 40.0% will 
not list such patients. Practices regarding cognitive and functional assessments of 
potential candidates, as well as acceptance of live donors for older candidates, also 
vary among centers. We did not fi nd any statistically signifi cant associations between 
answers and the respondent’s age, program size, specialty (nephrologist vs surgeon) 
or percentage of elderly patients.
We fi nd signifi cant variation among transplant centers in practices in the evaluation 
of older transplant candidates. It appears that most programs do not follow rigid age 
criteria in their evaluations, but use age as one of many predictors of increased risk. 
This data should help guide the future studies that are required to determine which 
practices are associated with best outcomes.

Abstract# C1756 
Thrombophilia Is Associated With Kidney Graft Loss But Not With 
Sensitization. J. Reusing Junior,1 R. Silva,1 G. Ebaid,1 E. D’Amico,2 E. 
David-Neto.1 1Renal Transplant Service, Hospital das Clinicas, University 
of Sao Paulo School of Medicine, Sao Paulo, SP, Brazil; 2Hematology 
Service, Hospital das Clinicas, University of Sao Paulo School of 
Medicine, Sao Paulo, SP, Brazil.
Introduction. Thrombophilia has been related to kidney graft thrombosis and acute 
rejection in some but not all studies. It has not been proven that screening before 
transplantation aiming anticoagulation can prevent thrombosis or reduce graft 
failure. Our objective is to defi ne whether thrombophilia detected pre-transplant 
in kidney transplant receptors (KTR) with a high risk for thrombosis is associated 
with major events post-transplant and sensitization. Methods. All candidates for 
kidney transplant were prospectively evaluated if they presented: previous deep 
venous thrombosis, pulmonary embolii, multiple A-V fi stulae, vascular access 
failure or lupus. They were tested for: antiphospholipids (anti-β2-glycoprotein I, 
anti-cardiolipins and lupus anticoagulant), proteins S and C and anti-thrombin III 
defi ciency, mutations in prothrombin and V Leiden factor. Revelant clinical data 
and records were reviewed. Results. 93 renal transplanted patients were included 
in the analysis. 54 (58.1%) had a positive thrombophilia test pre-tx (38(70%) with 
antiphospholipid antibodies) and in 39 patients no thrombophilic abnormality 
could be found. Both groups were similar regarding gender, age, time on dialysis, 
sensitization, type of induction therapy, number of previous transplants and blood 
transfusions. Median follow-up time after tx was 293 days (0-995). Thrombophilic 
patients had lower 1 year graft survival (78.1% vs 91.2%, p=0.03). Causes of graft 
loss in the thrombophilic group were: death (n=7), kidney graft thrombosis (n=4), 
rejection (n=3), other (n=1). In the group without positive thrombophilia test graft 
losses were due to death (n=1), graft thrombosis (n=1) and others (n=2). Occurence 
of acute rejection, bleeding and death was statistically not different between groups. 
By univariate Cox regression model, thrombophilic patients showed relative risk of 
3.18 (IC95% 1.12-10.14) for graft loss.
Conclusion: Thrombophilia, detected prior to kidney transplant in “at-risk” 
candidates, is associated with lower graft survival. It is yet to be defi ned whether or 
not prevention strategies can improve outcome in this group.

Abstract# C1757 
Kidney Transplantation in Patients With Sickle Cell Disease: A French 
Multicenter Study. A. Duquesne, A. Habibi, V. Audard, K. Dahan. 
Nephrology, Bicetre Hospital, Kremlin Bicetre, France; Hematology, 
Mondor Hospital, Creteil, France; Nephrology, Mondor Hospital, Creteil, 
France; Nephrology, Tenon Hospital, Paris, France.
The increased lifespan of sickle cell patients comes at a cost of augmentation of 
incidence of chronic renal failure. However, data on sickle cell patients with end 
stage renal disease necessitating kidney transplantation remain limited worldwide 
and inexistent in France.
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We performed a French multicenter observational retrospective study recruiting 
all homozygotes (SS) sickle cell patients who underwent kidney transplantation 
between January 2001 and May 2010.
We included 13 patients in 33 French transplantation centers. Age of onset of chronic 
kidney disease was 22 years old (yo) (12-43). Mean age at transplantation was 32 
yo (16-52).three grafts belonged to living donors. Using pannel reactive antibodies 
detection, only 3/12 patients were considered immunized though all patients had 
undergone numerous transfusions. One year survival was 77 %. Only one death 
was linked with sickle cell disease (severe pulmonary hypertension). At last follow 
up [44 months (2 days-121 months)], patient survival was 69 %. Mean GFR at one 
year was 64 ml/min (34-102). At last follow up, mean GFR was 52 ml/min (10-97).
10/13 patients had at least one episode of opportunist or bacterial infection. After 
transplantation 9/13 patients had sickle cell crisis recurrence requiring phlebotomy 
therapy. Thirteen thrombosis events occurred in fi ve patients after transplantation 
(arteriovenous fi stula thrombus, phlebitis, renal venous thrombus). Hemoglobin rate 
increased in all patients after transplantation. Mean hemoglobin baseline was 6.4 g/ 
dl. It reached 9.4 g/ dl and 9 g/ dl at 3 and 6 months.
Though we had a small sample population, our study confi rmed an important 
mortality rate in transplanted sickle cell patients. Our patients who received 
numerous transfusions were not hyperimmunized and they did not have increased 
rate of infection. An important difference was the occurrence of erythrocytosis, 
thrombosis events and recurrence of sickle cell crisis. To prevent these complications, 
we advise that sickle cell patients undergo preoperative exchange transfusion for 
target hemoglobin at 10g/dl and HbS < 30 %. We also recommend maintenance of 
regular exchange transfusion. Clinicians should also be aware of the enhancement 
of incidence of thrombosis in the management of transplanted sickle cell patients.

Abstract# C1758 
Use of Erythropoietin Stimulating Agents (ESA) for the Treatment 
of Anemia in the Early Post-Transplant Period. M. Moss,1 R. Dupuis,1 
J. Deyo,1 T. Kozlowski,2 R. Lee.1 1Pharmacy, UNC, Chapel Hill, NC; 
2Surgery, UNC, Chapel Hill, NC.
Post-transplant anemia (PTA) is highly prevalent in kidney transplant recipients 
(KTR) and is associated with increased mortality, cardiovascular disease, and graft 
loss. In the early post-transplant (Tx) period, risk for a severe anemia is amplifi ed by 
infl ammatory status, recovering graft function and immunosuppressive medications. 
ESA are effective in the treatment of the anemia of patients (pts) with CKD and use 
has been adapted for the treatment of PTA. The purpose of this study is to investigate 
the effect of ESA on the correction of PTA in KTR within the fi rst month post-Tx.
Methods
Retrospective analysis evaluating 114 KTRs for the incidence and management of 
anemia immediately post-Tx. Data was analyzed by comparing pts who received 
ESA therapy during the fi rst month following Tx with pts who did not receive 
ESA. Hemoglobin (Hgb) values were collected for 3 month post-Tx to evaluate 
resolution of anemia (Hgb 12 – 13 g/dL). ESA doses were collected for one month 
from the time of Tx. All pts received induction therapy in addition to tacrolimus 
and mycophenolate therapy. 
Results
Demographic and Tx characteristics were comparable in both groups. Of the 114 
pts, 19 (17%) KTR received ESA vs 95 (83%) that did not receive ESA. Mean 
cumulative ESA doses of erythropoietin and darbepoetin were 575 units/kg and 1.6 
mcg/kg, respectively. No difference in baseline Hgb was observed, ESA 9.5 mg/dL 
vs non-ESA 10 mg/dL (p=0.06). At 3 months, Hgb was higher in the non-ESA group 
(11 g/dL) vs ESA group (10 g/dL, p=0.01). Pts achieving Hgb goal of 12–13 g/dL in 
the non-ESA vs ESA group was 23% and 21% (p=1.0), respectively. Incidence of 
blood transfusions were similar between ESA and non-ESA groups (55% and 63%, 
p=0.98). Scr was similar between groups. ESA group was more likely to return to 
dialysis and experience rejection.
Conclusion
Dosing consistent with the management of anemia in CKD appears to be 
ineffective when applied to KTR with post-Tx anemia, particularly in the setting 
of myelosuppressive medications. This data suggests that factors other than 
erythropoietin defi ciency or resistance may contribute to PTA. As ESA continues to be 
used in current practice, further studies are warranted to investigate appropriateness 
of CKD dosing in PTA or the need for alternative dosing strategies.

Abstract# C1759 
Hyperviscosity in Renal Transplantation Recipients. E. Tutal,1 M. 
Erkmen Uyar,1 S. Uyanik,2 Z. Bal,1 O. Guliyev,1 S. Toprak,3 O. Ilhan,3 S. 
Sezer,1 M. Haberal.4 1Nephrology, Baskent University, Faculty of Medicine, 
Ankara, Turkey; 2Internal Medicine, Baskent University, Faculty of 
Medicine, Ankara, Turkey; 3Hematology, Ankara University, Faculty of 
Medicine, Ankara, Turkey; 4General and Transplantation Surgery, Baskent 
University, Faculty of Medicine, Ankara, Turkey.
Objective:The resistance of blood against blood fl ow is called plasma viscosity. 
Elevated plasma viscosity results in a high incidence of circulatory complications. 
Increased blood and plasma viscosity has been described in patients with coronary 
and peripheral arterial disease. In this study, we evaluated the infl uence of clinical 

and laboratory fi ndings on plasma viscosity in renal transplant recipients.
Method:Eighty one kidney transplant recipients (27 female, 37.8±11.3 years, 
50.38±16.8 months post-transplantation period) with normal graft functions 
were enrolled. The biochemical and clinical parameters in the fi rst year of post 
transplantation period were retrospectively recorded and graft function is evaluated 
with the yearly decline in eGFR. Plasma viscosity was measured at 37°C in a 
Brookfi eld DV-II + Clone Plate Viscometer and searched for the association with 
cross-sectionally analyzed cardiovascular parameters including body composition 
analyses, ambulatory blood pressure monitoring data (ABPM), pulse wave velocity 
(Pwv).
Results: Patients were divided into two groups according to the median value of 
serum viscosity level. Patients with high viscosity had higher serum LDL (p:0.042) 
and CRP (p:0.046) levels than lower viscosity group. In ABPM overall (p:0.048), 
day-time (p:0.047) and offi ce systolic BP (p:0.046) levels and left ventricular mass 
index (p:0.012) were signifi cantly higher in patients with hyperviscosity than patients 
with low viscosity levels. Patients with high viscosity had higher hip circumference 
(p:0.038) and fat mass (p:0.048) than patients with low viscosity levels. Patients with 
highest serum Hb levels (Hb>16 g/dL, n: 8) had signifi cantly higher serum viscosity 
levels (p:0.0001) than patients with lower Hb levels. eGFR decline was signifi cantly 
higher (91.39 to 77.31 ml/min/1.73 m2 , p:.0001) in hyperviscous patients than 
patients with low viscosity levels (11.3% vs 15.4%) at two years follow-up.
Conclusion: We suggest that the hyperviscous state of the renal transplant recipients 
may arise from the infl ammatory state, hypertension, and increased fat mass and 
increased LVMI of patients. Hyperviscosity is also closely related with renal 
allograft dysfunction.

Abstract# C1760 
Incidence of Thrombophilia in Autoimmune Versus Anatomic Causes 
of Pediatric End Stage Renal Disease Patients. P. Sindhwani, M. Shaw. 
University of Oklahoma Health Science Center, Oklahoma City, OK.
INTRODUCTION: In the pediatric renal transplant population, unidentified 
thrombophilic states can lead to catastrophic vascular complications resulting in loss 
of allograft due to clotting. Literature for pre-transplant thrombophilia incidence in 
this patient population is sparse with no data examining the thrombophilia incidence 
across different ESRD etiologies. Our study aims to compare thrombophilia incidence 
between urologic / anatomic (group U) and autoimmune / non-anatomic (group AI) 
ESRD categories and to examine outcomes. Our hypothesis is that thrombophilia 
will be more prevalent in AI patients with worse graft outcomes due to underlying 
autoimmune etiologies.
METHODS: A retrospective analysis was done on patients referred for 
transplantation. Since 2005 universal thrombophilia screening was performed 
on all pediatric ESRD patients referred for evaluation for kidney transplantation. 
Urologic (group U) causes of renal failure identifi ed were congenital dysplasia, 
hydronephrosis, refl ux nephropathy, valve or exstrophy bladder, and uretero-pelvic 
junction obstruction. The incidence of thrombophilia and outcomes in this group 
were compared to patients with ESRD secondary to autoimmune (group AI) 
etiologies (e.g., glomerulonephritidis and atypical HUS). Patients were managed post 
operatively with anticoagulation according to the coagulation risk profi le assigned 
to them preoperatively. The incidences, thrombophilia types, and graft outcomes 
were compared between these two groups.
RESULTS: 62 patients were analyzed. 24/62 patients had one or more thrombophilia 
risk factors. 36 patients were in group U, 21 patients in group AI, and 5 patients 
had an unknown ESRD cause. 12/21 in group AI, 10/36 in group U (p<0.05), and 
2/5 in the unknown group had thrombophilia. No differences in outcomes were 
noticed between groups U and AI or those with and without thrombophilia. The most 
common thrombophilic defect in group AI was lupus anticoagulant/antiphospholipid 
syndrome and MTHFR gene mutation in group U.
CONCLUSIONS: Compared to the general population, there is a higher incidence 
of undetected thrombophilia in our pediatric ESRD population. This risk is higher 
in patients with ESRD of AI etiology with a relatively higher prevalence of lupus 
anticoagulant/antiphospholipid syndrome. By identifying and using postoperative 
anticoagulation based on pre-transplant thrombophilia screening, there are equivalent 
transplant outcomes in these two populations.

Abstract# C1761 
Comparison of Two Different Schemes of Preemptive Anticoagulation 
for Patients With High Risk for Allograft Thrombosis in Renal 
Transplantation: A Single-Center Experience. A. Piovesan, H. Andrade, 
A. Bull, G. Messi, G. Ebaid, H. Kanashiro, R. Falci, I. Antonopoulos, W. 
Nahas. Renal Transplantation Division, Clinicas Hospital of University 
of Sao Paulo, Sao Paulo, Brazil.
Introduction: Since January 2007, we have actively investigated thrombophilic 
disorders in patients who presented with prior venous thromboembolism events, 
multiplus catheter or shunt thrombosis. Although the incidence of graft thrombosis is 
relatively low, it is expected to be much higher in this particular group. We routinely 
start anticoagulation therapy with these patients on the fi rst day of the post operatory 
period. The aim of this study is to compare the effectiveness and the complications 
related to two different schemes of anticoagulation: prophylactic anticoagulation 
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(PA) – 15,000 IU low-molecular-weight heparin (LMWH) subcutaneous (sc) 
per day; and systemic anticoagulation (SA) – 30,000 IU LMWH continuously 
intravenous (iv) per day.
Methods: From January 2007 until September 2013, 1405 patients underwent renal 
transplantation in our center. Preemptive anticoagulation was indicated in 22 patients. 
Thirteen (59%) had identifi able thrombophilic disorders. For the other 9 patients, 
we either did not have time to conclude the investigation prior to transplantation, 
or the investigation yielded no diagnosis. Ten of these patients were prioritized due 
to precarious vascular access for dialysis.
Results: Patients in the SA group had a higher incidence of clinically important 
bleeding. These patients required more transfusions (4.7 ± 1.9 vs. 0.53 ± 0.92, 
p<0.001), and there were higher incidences of hemorrhagic shock (71.4% vs. 0.0%, 
p<0.001), hematoma (85.7% vs. 6.7%, p<0.01) and surgical re-intervention (71.4% 
vs. 13.3%, p=0.017). There was one graft loss in the PA group (14.3%) and two 
in the SA group (20%). This difference was not statistically signifi cant (p=0.9).
Conclusion: Systemic anticoagulation led to great increases in hemorrhagic 
complications and was not more effective in preventing graft loss when compared 
to prophylactic anticoagulation.

Abstract# C1762 
VTE Prophylaxis, Outcomes and Bleeding Risks in Adult Kidney 
Transplant Recipients. C. Bull, N. Raison, S. Turner, I. Loukopoulos, 
M. Drage, F. Calder, J. Taylor, G. Koffman, N. Mamode, C. Callaghan, J. 
Olsburgh, N. Kessaris. Transplant Unit, Guy’s and St Thomas’ Hospital, 
London, United Kingdom.
Introduction A lack of national guidelines for venous thromboembolism (VTE) 
prophylaxis in renal transplant (RT) recipients refl ects the unique complexities 
and confl icting evidence base of RT patients and concerns regarding post RT 
bleeding. Our local protocol, for patients without high VTE risk factors, is 
graduated compression elasticated stockings, intraoperative intermittent pneumatic 
compression devices and aspirin.
Methods A retrospective audit of 90 day post op VTE incidence, VTE prescribing 
practice between January 2012 and October 2013. VTE episodes were recorded from 
hospital electronic notes. Follow-up data was requested from referring hospitals. 
For a subgroup of patients, the prescribing practice was noted with reasons for 
protocol deviation. A second subgroup was assessed for post transplant bleeding 
events. In addition we performed a national survey of VTE prophylaxis practice in 
UK transplant centres.
Results 395 renal transplants were performed. 4 patients died (2 cardiac, 2 sepsis). 
8 patients (2.0%) had a VTE; 4 lower limb DVTs (1 prolonged immobility in 
nursing home, 1 at site of previous DVT, 1 line-related, 1 unexplained), 1 upper 
limb line-related DVT and 3 renal vein thromboses (all right kidneys with technical 
factors +- post transplant identifi ed pro-thrombotic factors). 82% received planned 
RT VTE protocol. 18% received additional pharmacoprophylaxis mainly low dose 
subcut unfractionated heparin for pre-existing risk factors (n=6), surgical concerns 
(n=4), prolonged stay (1) and unknown (n=2). Overall there was an average post-RT 
haemoglobin drop of 3.7g/dl (range 1.2-9.4). Major post-RT bleeding complication 
rate (return to theatre and/or blood transfusion) was 19% markedly worse in non 
heart beating donors. Nationally 93% of centres used routine pharmacological 
thromboprophylaxis while 38% used additional antiplatelet medication. 53% used 
a specifi c kidney transplant VTE prophylaxis protocol. 35.7% of centres had 30 day 
VTE rates of less than 2.5%
Discussion Our 2% VTE rate is comparable to national and international standards. 
Combined with our bleeding rate, these results support the attention to mechanical 
VTE prophylaxis but question the status quo of routine pharmacoprophylaxis in 
RT patients.

Abstract# C1763 
Risk Factors of Preterm Delivery at Less Than 35 Weeks in Patients 
With Kidney Transplantation. H. Shirakawa,1,2 H. Ishida,1 T. Nozaki,1 
T. Shimizu,1 K. Omoto,1 Y. Makino,3 H. Matsui,3 K. Tanabe.1 1Urology, 
Tokyo Women’s Medical University, Tokyo, Japan; 2Urology, Ohkubo 
Hospital, Tokyo, Japan; 3Obsterics and Gynecology, Tokyo Women’s 
Medical University, Tokyo, Japan.
BACKGROUND: Pregnancy outcomes in a kidney transplant recipients have not 
been well documented. We retrospectively evaluated pregnancy outcomes within 
the kidney transplant recipients.
METHODS: Fifty-one pregnancies in 50 kidney transplant recipients at a single 
center from 2001 to 2013 was analyzed to identify prenatal events associated 
with preterm delivery at less than 35 weeks of gestation. Preterm delivery cases 
(n=18) at less than 35 weeks of gestation were compared with the controls (n=33). 
The immunosuppressive protocol was consisting of tacrolimus, azathioprine and 
methylprednisolone.
RESULTS: Preterm delivery at less than 35 weeks of gestation occurred in 18 
cases (35.3%). Hypertension (> or =140/90 mmHg) prior to pregnancy (odds ratio 
(OR) 4.6, 95% confi dence interval (CI) 1.1-18.9) and proteinuria (> or =30mg/dl) 
prior to delivery (OR 9.7, CI 2.6-36.4) were signifi cantly associated with increased 

risk of preterm delivery. Serum creatinine (> or =1.5mg/dl) prior to delivery (OR 
1.7, CI 0.4-6.7) was not signifi cant. Perinatal or neonatal deaths and fetal anomaly 
were not found.
CONCLUSION: In this study, hypertension prior to pregnancy and proteinuria prior 
to delivery were related to the occurrence of preterm delivery at less than 35 weeks 
in kidney transplant pregnancies.

Abstract# C1764 
Unplanned Pregnancies in Kidney Transplanted Patients Treated 
With Everolimus. P. Carta, M. Zanazzi, E. Buti, G. Antognoli, L. Di 
Maria, L. Moscarelli, E. Minetti. Nephrology Unit, Careggi University 
Hospital, Florence, Italy.
The use of mammalian Target of Rapamicine inhibitors (mTOR-i) is not 
recommended during pregnancy.We report three unplanned pregnancies in two 
recipients of kidney transplant treated with everolimus. Table 1 shows the main 
charachteristics of the patients, data of renal function before and after the pregnancy 
and the outcome of the newborn.

parameter case 1
case 2 (second 
pregnancy of 
patient of case 1)

case 3

cause of ESRD Lupus nephritis Lupus nephritis Unknow
Age at transplantation 28 35 26
Immunosuppressive 
regimen

Ciclosporin, 
Everolimus, 
steroids

Ciclosporin, 
Everolimus, 
steroids

Ciclosporin,Everolimus, 
Steroid

serum creatinine (mg/dl) 0.6 0.69 0.68
creatinine clearance 
(ml/min) 105 114 117
Proteinuria (mg/24hh) 112 198 62
serum creatinine after 
pregnancy (mg/dl) 0.6 0.88 0.7
creatinine clearance after 
pregnancy (ml/min) 151 98 133
proteinuria after 
pregnancy (mg/24hh) 255 189 192
Though cyclosporine 
range (ng/ml) 20-93 24-92 28-144
Peak cyclosporine range 
(ng/ml) 81-478 161-754 187-626
Everolimus range (ng/ml) 2.7-7.8 1.8-5.3 1.5-4.6
Apgar score at birth 9 10 8/9
Weight at birth (gr) 3020 2980 1800
lenght at birth (cm) nd 48 46

All the pregnancies were unplanned despite the recommendetion of a valid 
contraception while on mTOR-I. We were informed of the pregnancy at the end 
of the fi rst trimester. At that time the recipients decided to continue the pregnancy, 
although aware of the potential risk for developing congenital abnormalities related 
to the exposure to everolimus. The follow up program included a weekly examination 
in collaboration with a gynaecologist who performed foetal ultrasound. They 
received low molecular weight heparin throughout the pregnancy. We observed an 
expected reduction in the blood levels of cyclosporine and everolimus. The dose 
of Cyclosporine was adjusted to maintain a C2 of about 500ng/ml. The dose of 
everolimus was intentionally not adjusted despite very low blood trough levels. To 
our knowledge there is only one case reported in literature of a pregnancy under 
everolimus therapy. Although our cases had a favorable outcome for the mother and 
the foetus, more data are needed to defi ne whether mTOR-I are safe during pregnancy.

Abstract# C1765 
Renal Resistance Indices After Kidney Transplantation. M. Boran,1 M. 
Tola,2 M. Boran,3 E. Boran.4 1Hemodialysis and Transplantation, Turkiye 
Higher Education Hospital, Ankara, Turkey; 2Radiology, Turkiye Higher 
Education Hospital, Ankara, Turkey; 3Duzce University, Duzce, Turkey; 
4Anesthesiology, Duzce University, Duzce, Turkey.
Background: Renal Doppler ultrasound(DUSG) intrarenal resistive index(RI) 
and pulsatility index(PI) are non-invasive DUSG markers to determine kidney 
allograft function and have been used mainly for diagnosing allograft dysfunction 
during early post-transplantation periods. Little is known about the stability of 
RI and PI in allograft recipients receiving Cyclosporine A (CyA)-, Tacrolimus 
(TAC)-, or Sirolimus (SRL)- based immunosuppressive(IS) regimens long-term 
after kidney transplantation.Methods:We assessed RI and PI by DUSG in 155 
kidney allograft recipients between July 2012 and March 2013. The period from 
kidney transplantation to performance of allografts DUSG was between 23 and 231 
months in the TAC group(n=75),21 and 261 months in the CyA group(n=25) and 
21 and 210 months in the SRL group(n=55).Results:Univariate logistic regression 
analysis(ULRA) revealed no correlation between resistance indices and eGFR, 
proteinuria, cholesterol, triglyceride, graft and patient survival, HLA mismatches 
and creatinine. There was no signifi cant difference between the TAC, CyA, and 
SRL treatment groups in terms of resistance indices(RI and PI) (p= 0.193, p=0.216, 
respectively). ULRA revealed that RI and PI values correlated with the recipients’ 
ages (p<0.001), but not with donor age. The results of multivariate logistic regression 
analysis also revealed correlation between recipients’ ages and RI (p<0.001) and 
PI (p<0.001) values.Conclusion: Intrarenal resistance indices remained stable 
over time in allograft recipients after transplantation and there was no signifi cant 
difference between Calcineurin Inhibitor-based and Calcineurin Inhibitor-free 
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IS treatment groups.Only recipients’ ages showed a positive correlation with RI 
and PI values. Long-term allograft and patient survival were both excellentand 
assotiated with RI<0.75.

Abstract# C1766 
Does Pregnancy After Renal Transplantation Affect Their Allograft 
and Pregnancy Outcomes? J. Choi, D. Choi, O. Kwon. Surgery, Hanyang 
University, College of Medicine, Seoul, Korea, Republic of.
Background : The number of pregnancies in renal transplant recipients has increased. 
Many studies show that pregnancy increases the risk of graft, fetal, and maternal 
complications but does not affect the long-term outcome of the graft. We assessed 
the incidence of pregnancy after renal transplantation and examined graft, fetal, 
and maternal outcomes. Materials and methods : Our study involved 145 women 
recipients of child-bearing age (15-45years) in our center from January 1990 to 
December 2011. The women were divided into two groups: pregnancy (n=17) and 
control (n=128). The 26 pregnancies in the 17 recipients were categorized as live 
births (n=10) or no-live births (n=16). These were analyzed to evaluate pregnancy 
outcomes, graft function and long-term graft survival. Results:  The pregnancy and 
control group had similar graft function and graft survival rates 5- and 10-years after 
renal transplantation. Outcomes of pregnancy were 10 live births, 8 therapeutic 
abortions, 7 spontaneous abortions, and 1 stillbirth. The mean serum creatinine 
levels of the pregnant recipients diminished during the fi rst trimester (1.14±0.37 
mg/dL) and increased slightly during the third trimester(1.18±0.37 mg/dL) to levels 
nearer the baseline (1.23±0.37 mg/dL). These ranges were stable. The mean time 
from transplantation to pregnancy was 20.73±3.57 months. Live birth rates were 
associated with the time from transplantation to pregnancy(71.78±37.75months 
for live births and 19.38±12.71months for no-live births, p=0.000). There were no 
signifi cant differences in graft function, graft failure rates and survivals. Conclusion :  
Pregnancy does not appear to have an adverse effect on graft function and the long-
term outcomes of renal transplantation. If recipients who want to become pregnant 
have a stable renal function, they can have successful pregnancies

Abstract# C1767 
Tales of the Unexpected: Monogenetic Autoinfl ammatory Syndromes 
and Kidney Transplantation. K. Hohenstein-Scheibenecker, A. Schmidt. 
Department of Internal Medicine III, Medical University of Vienna, 
Vienna, Austria.
Background
The identifi cation of genes involved in the modulation of infl ammatory processes 
have allowed the delineation of a new group of diseases called “monogenetic 
autoinfl ammatory syndromes – MAISs”. These disorders of innate immunity 
characterized by episodes of fever and systemic infl ammatory symptoms affect 
for instance the serosal surfaces and bear the risk of developing reactive systemic 
(AA) amyloidosis due to excessive production of serum amyloid-A (SAA). SAA is 
deposited in various organs, particularly the kidneys, with the consequent progressive 
development of kidney failure.
Case 1
A 54-year old dialysis patient with atrophic kidneys (reason unknown) underwent 
renal transplant in October 2012. A few days after discharge a fever of unknown origin 
occurred with an increase of c-reactive protein (CRP), creatinin, severe abdominal 
pain and diarrhoea without detection of pathogens. As familial Mediterranean fever 
(FMF) was suspected patient underwent a colchicin therapy. The creatinin, CRP 
and SAA value decreased at normal range within 6 weeks of treatment. To confi rm 
the diagnosed FMF, a mutation analysis was carried out. We found a heterocygous 
mutation in the MEFV gene, which confi rms the FMF diagnosis.
Case 2
We report a now 26-year old patient, who was fi rst admitted aged 5 months due 
to periodic fever. Additional patient’s history included polyarthritis, uveitis and a 
worsening of renal function over the years due to histological signs of sarcoidosis 
in the kidney. Different immunosuppressive treatments with steroids, azathioprin, 
methotrexat and cyclosporin did not prevent renal failure requiring dialysis in 
2005. In 2010 our patient underwent renal transplantation. Despite standard triple 
immunosuppression patient’s symptoms, especially uveitis, occurred even after 
transplantation whenever steroids were reduced. The initial diagnosis “juvenile 
sarcoidosis” was corrected to “Blau syndrom” due to mutation analysis carried out 
in April 2012 (mutation on NOD2 gene). Thanks to treatment with adalimumab 
since 2012, uveitis and polyarthritis are under control. Kidney function has remained 
stable with creatinin values within normal range up to this day.
Conclusion
Monogenetic autoinfl ammatory syndromes are rare causes of kidney failure causing 
consecutive renal transplantation. The detection by means of mutation analysis 
allowed a disease-specifi c therapy with stabilization of serum creatinin and SAA in 
addition to reduced disease-specifi c symptoms after renal transplantation.

Abstract# C1768 
Percutaneous Transluminar Angioplasty and Stenting of Post 
Transplant Renal Artery Stenosis(TRAS): Monocentric Experience. 
P. Carta,1 E. Dattolo,2 E. Buti,1 M. Zanazzi,1 D. Villari,2 L. Di Maria,1 E. 
Minetti,1 G. Santoro,3 V. Li Marzi,2 G. Nicita.2 1Nephrology Unit, Careggi 
University Hospital, Florence, Italy; 2Urology II, Careggi University 
Hospital, Florence, Italy; 3Interventistic Diagnostic Unit, Careggi 
University Hospital, Florence, Italy.
Introduction
We retrospectively evaluated the occurrence of post transplant renal artery stenosis 
(TRAS) in 808 recipients of a cadaveric renal transplantation performed in our unit 
between 1991 and 2013 and the outcome after a percutaneous revascularization.
Materials
TRAS was diagnosed when a Peak systolic Velocity(PSV) > 2.5 m/sec was found 
in the graft renal artery by Doppler ultrasound. Subsequently an angiography 
and eventually a percutaneus transluminal angioplasty (PTA) with stenting was 
performed. We compared renal function, blood hypertension, PSV and Resistive 
index (RI) at the time of the diagnosis of TRAS with the values collected at the 
last follow up visit.
Results
We found 74 (8.9%) TRAS of whom 18 due to a kinking of the artery or a non 
hemodinamic stenosis (defi ned as PSV between 2.0 and 2.5 m/sec) that didn’t 
require angiography. 56 patients underwent an angiography. In 4 cases the stenosis 
was not confi rmed, 51 were treated with PTA with stenting and one only with PTA 
without stenting. The median of the time between the diagnosis of TRAS and the 
renal transplantation was 70 days (range 2-3347 days). TRAS occurred near the 
anastomosis in 60% of the cases. We observed 1 hemorragic complication during 
the procedure (1.9%) that required an urgent nephrectomy. A restenosis was found 
in 8 cases (17%) treated again with a PTA in 4 patients, PTA and stenting in 2, and 
with medical therapy in 2. With a mean follow up of 5±4 years we confi rmed the 
reduction of PSV, blood pressure and serum creatinine and an increase of RI and 
GFR as show in table 1.

Parameter T0 (Time of diagnosis of 
TRAS)

T1 (Last visit after 
PTA) p Value

Peak Systolic Velocity (m/sec) 3.36±0.8 1.59±0.59 <0.05
Resistive Index 0.61±0.09 0.71±0.08 <0.05
Systolic Blood Pressure 
(mm/Hg) 152±17 134.4±17.2 <0.05
Dyastolic Blood Pressure 
(mm/Hg) 88±11 80±9 <0.05
Serum Creatinine (mg/dl) 1.98±1.27 1.56±0.59 0.087
eGFR (ml/min) 49±23 59±27 0.12

Conclusions
TRAS was found in 8.9% of our cohort of transplanted patients. The angiography 
is useful to confi rm the diagnosis made by doppler examination and eventually 
treat the lesion

Abstract# C1769 
Benign Prostatic Hypertropy After Renal Transplantation. M. 
Lubetzky, M. Ajaimy, L. Kamal, A. Gupta, G. Deboccardo, M. 
Kinkhabwala, S. Greenstein, E. Akalin, L. Kayler. Transplantation, 
Montefi ore Medical Center, Bronx, NY.
Background: It is estimated that more than half of males over 50 have benign prostatic 
hypertrophy (BPH). As most patients with ESRD are anuric, BPH is under diagnosed 
in this population. BPH, if diagnosed late, may increase complications following 
kidney transplantation (KTX).
Methods: A single center retrospective cohort review of consecutive male patients 
over 50 years of age transplanted from Jan. 1, 2010 until Sept. 30, 2013 was 
performed to assess outcomes between patients with and without BPH and between 
patients diagnosed with BPH pre-KTX and on medical therapy versus delayed BPH 
diagnosis post-KTX. Urinary tract complications assessed were: (1) urinary retention 
(UR) during the KTX admission, (2) discharge with Foley catheter, (3) UR related 
re-admission, and (4) urinary tract infection (UTI).
Results: Of 147 patients, BPH was diagnosed in 34.2%, 15.1% prior to KTX and 
19.1% after KTX. Mean follow-up was 673.9± 394.8 days and was not different 
between those with and without BPH (p=0.37). Compared to those without BPH, 
BPH was signifi cantly associated with discharge with Foley catheter, re-admission 
for UR, and UTI after KTX.

No BPH (n=94) BPH (n=53) P Value
Mean Follow up (days) 653.9±402.7 709.5±381.5 0.37
Age 61.0±6.7 64.6±6.7 <0.01
Race (AA) 23.4% 18.9% 0.52
Induction (r-ATG) 80.1% 73.6% 0.31
Pre-KTX PSA 1.16±0.86 2.40±2.9 <0.01
Most Recent Cr 1.8±1.4 1.7±1.0 0.95
Double J Ureteral Stent 42.6% 41.5% 0.9
Graft Loss 3.3% 0% 0.18
Patient Survival 98.9% 96.2% 0.26
Urinary retention after transplant 0% 26.4% <0.01
Discharge with Foley catheter 0% 13.2% <0.01
Re-admission for Urinary retention 0% 28.3% <0.01
UTI (within 1 year) 18% 45.2% <0.01
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Post-KTX/delayed BPH diagnosis was also signifi cantly associated with the 4 urinary 
tract complications assessed.

Pre-KTX BPH 
diagnosis

Post-KTX BPH 
diagnosis P Value

Mean Follow up (days) 652.2±421.6 760.7±341.3 0.29
Urinary retention after 
transplant 4% 46.4% <0.01
Discharge with Foley 4% 21.4% 0.06
Re-admission for urinary 
retention 8% 46.4% <0.01
UTI (within 1 year) 24% 57.1% 0.01

There were no differences in graft function or graft/patient loss between the groups.
Conclusions: Following KTX, urinary tract complications are common in patients 
with BPH. Being started on medical therapy for BPH prior to KTX signifi cantly 
diminishes the incidence of these complications. This data points to the need for 
earlier diagnosis of BPH in this subset of transplant patients.

Abstract# C1770 
Longest Known Survival of a Kidney Transplant Recipient After 
Donor Transmission of Balamuthia Mandrillaris. F. Butt,1 K. Kokko.2 
1Surgery, University of Mississippi Medical Center, Jackson, MS; 
2Medicine, University of Mississippi Medical Center, Jackson, MS.
In November 2009, a pediatric patient with acute disseminated encephalomyelitis 
was declared dead by neurologic criteria. The kidneys, heart and liver were recovered 
and transplanted into 4 recipients at 3 different hospitals. Three weeks later, the two 
kidney recipients presented with similar neurologic symptoms: seizures, altered 
mental status and headaches. A thorough investigation was conducted, particularly 
to identify an infectious etiology. This included histopathologic examination of brain 
tissue from the donor and from biopsy of a ring-enhancing lesion found on brain 
MRI in one recipient. The diagnosis of donor-transmitted Balamuthia mandrillaris 
was established and confi rmed in the second kidney recipient by culture of a CSF 
specimen and polymerase chain reaction (PCR). Both kidney recipients were 
treated with pentamidine, sulfadiazine, fl ucytosine, fl uconazole, azithromycin and 
miltefosine. One kidney recipient died 75 days post-transplant. The second kidney 
recipient has survived, 4 years to date, after a prolonged hospital course and intensive 
rehabilitation. He has been off amoebicidal therapy for over 2 years and remains on 
minimal immunosuppression with excellent allograft function (serum creatinine = 
1.2 mg/dL, eGFR >60 ml/min/1.73m²). Residual neurologic sequelae include right-
sided upper and lower extremity weakness and visual impairment. B.mandrillaris 
is a free-living amoeba that causes granulomatous amoebic encephalitis (GAE) 
with a reported case fatality rate > 98% (Matin et al. Clin Microbiol Rev 2008). 
The diagnosis is usually established post-mortem. We conclude that in deceased 
donors with progressive neurologic deterioration without an identifi able etiology, 
the possibility of B. mandrillaris infection should be suspected. If the donor is 
diagnosed with B. mandrillaris after the organs have already been transplanted, a 
prophylactic, multi-drug regimen should be initiated immediately in an attempt to 
minimize morbidity and mortality.

Abstract# C1771 
Unconventional Complications of Commercial Renal Transplantation 
(CRT): The Tragic Consequences of Failed Professionalism and Gross 
Disregard For The Selection Criteria. R. Fadhil, Y. Almaslamani, A. 
Alansari, O. Ali. Qatar Center for Organ Transplantation, Hamad Medical 
Corporation, Doha, Qatar.
Background : Lack of Organ Donors in Qatar has compelled many patients to seek 
commercial kidney providers abroad .post transplant course was complicated by 
numerous surgical and/ or medical complications and high mortality .many of these 
complications were unconventional .Qatar Center for Organ transplantation is the 
only transplant center in the Country; therefore we have the medical records of all 
patients with their preoperative workup and post-transplant follow up. The aim of 
this study is to analyze the correlation between the preoperative adverse factors and 
the postoperative surgical complications.
Methods : We reviewed the preoperative and the postoperative medical records of 
114 kidney transplant recipients (31 females & 83 males; age range 22-66 y) who 
were transplanted between January 2008 –December 2013 inclusive in; China(28) 
,Egypt(34),Philippine(17),India(10),Pakistan(8) and Others(17).
Results: the review showed that the overall postoperative complication rate was 57%; 
including those attributable to disregard of the recipients’ preoperative adverse factors 
:iliac vessels disease leading to steal-syndrome of transplanted kidney(n=1) or poor 
perfusion(n=2),small low compliance high pressure bladder(n=2), Genitourinary 
TB(n=1),morbid obesity(n=6),active TB(n=2),malignant tumor in the native kidney 
(n=1),mental retardation(n=1),double incontinence & dementia(n=2). or those caused 
by unhealthy graft or unhygienic surgery; Tuberculosis of the graft (n=1),Fungal 
infection of the graft (n=3) leading to rupture of the vascular anastomosis(n=2),stag-
horn stone in the graft (n=1),Mycobacterial wound infection(n=6),in addition 
to high incidence of other conventional complications like lymphoceles,ureteric 
complications,and incisional hernia. After one year of the CRT 19 patients returned 
back to dialysis (16.6 %) and 12 lost their life (10.5%).
Conclusion: Besides the high incidence of conventional complications of CRT ,this 
study has shown that the disregard of the preoperative risk factors of recipients and 

defi cient investigation of the donors have resulted in many serious unconventional 
surgical complications that has a disastrous impact on the graft function and patient 
survival .

Abstract# C1772 
Fibromyalgia and Its Clinical Relevance in Renal Transplant 
Recipients. M. Erkmen Uyar,1 S. Sezer,1 Z. Bal,1 O. Guliyev,1 E. Tutal,1 B. 
Gurlek Demirci,1 M. Haberal.2 1Nephrology, Baskent University, Faculty 
of Medicine, Ankara, Turkey; 2General and Transplantation Surgery, 
Baskent University, Faculty of Medicine, Ankara, Turkey.
Objective: Fibromyalgia (FM) syndrome was associated with various 
pathophysiologic mechanisms including oxidative stress, infl ammation, coronary 
heart disease, left ventricular function and endothelial dysfunction. Our aim was to 
determine the prevalence of FM in renal transplant recipients and to identify possible 
links between FS and various clinical and laboratory parameters.
Methods:Ninety nine kidney transplant recipients with normal graft functions 
(37.1±10.8 yrs, 67 male, 51.98±16.3 months post-transplantation period) were 
enrolled. All subjects completed the Fibromyalgia Impact Questionnaire (FIQ) and 
patients were evaluated with the total FIQ score and their physical impairmant score 
(PIS:0-10) and stiffness subscales. The biochemical and clinical parameters in the fi rst 
year of post transplantation period were retrospectively recorded and graft function 
is evaluated with the yearly decline in eGFR. Cardiovascular parameters including 
body composition analyses, ambulatory blood pressure monitoring data(ABPM), 
pulse wave velocity (Pwv) were cross-sectionally analyzed.
Results: Mean FIQ score for the whole group was 21.4±14.7. Eight patients had 
FIQ score >50 and these patients had signifi cantly higher LVMI than patients with 
lower FIQ score (p:0.048). Patients were divided into two groups;Group 1 PIS ≥5, 
n:50 and group 2 PIS<5, n:49. Patients with higher PIS had signifi cantly higher 
serum creatinine (p:0.047) and lower eGFR values (p:0.008) than group 2 patients. 
In ABPM, group 1 patients had signifi cantly higher overall diastolic (p:0.015) and 
mean arterial BP (p:0.048) than group 2. Physical impairment score was positively 
correlated with serum CRP levels (p:0.024, r:.227). Patients were also evaluated 
with the stiffness score (SS) as group1 patients with (n:41) or group 2 patients 
without (n:58) stiffness. Patients with stiffness had signifi cantly higher offi ce 
sistolic (p:0.027) and diastolic BP (p:0.044) levels than patients without stiffness. 
BMI (p:0.033) and saggittal abdominal diameter (p:0.05) were signifi cantly higher 
in patients with stiffness. Yearly decline in eGFR levels were signifi cantly higher in 
patients with higher FIQ (7.6% vs. 9.4%, p:.0001) than other patients.
Conclusion: FM in renal transplant recipients was closely related with adverse 
clinical outcome like hypertension, arterial stiffness, obesity and renal graft 
dysfunction.

Abstract# C1773 
Self-Fitness Assessment and Exercise Motivation. R. Goldberg, A. 
Patel. Renal & Pancreas Transplant Division, Saint Barnabas Medical 
Center, Livingston, NJ.
Background: Cardiovascular disease (CVD) is a common etiology of patient 
morbidity and mortality after kidney transplantation. Exercise favorably impacts the 
risk factors for CVD. We conducted an observational study in prevalent transplant 
patients to measure their self perceived level of fi tness and to determine their interest 
in improved fi tness and motivation to exericse. Patients who were interested in 
improving their fi tness were enrolled in an exercise rehabilitation program.
Methods: Stable kidney transplant (KT) recipients >2 months (m) after transplant 
completed a survey about their fi tness. Patients who were interested in improved 
fi tness were enrolled into the 6m study. Subjects were asked to exercise  ≥2 times/
week. An exercise physiologist met individually with each patient to design a 
regimen focused on strength and CV health. Baseline body mass index (BMI) and 
monthly BMIs were recorded.
Results: 83 patients completed the survey. 98% of patients who perceived themselves 
as not-fi t were interested in increasing their fi tness compared to 41% of patients 
who saw themselves as fi t. 82% of not-fi t patients were interested in a free gym/
trainer but only 24% of not-fi t patients were willing to pay for a gym. To date, 5 
of 10 patients have completed the 6m study. 4 of 5 patients achieved the exercise 
frequency goal. 4 of 5 patients felt their energy level to be improved at the end of 
the study. 3 of 5 study patients joined a gym at study completion. 3 of 5 patients 
lowered or maintained their BMI. Twenty age-/sex-matched recipients were used as 
a control group of which 6 lowered or maintained their BMI over the same period. 
There were no adverse events.

SELF PERCEIVED FIT 
(N=39)

SELF PERCEIVED NOT-FIT 
(N=45)

Male/Female 27/12 30/15
Average age 54.5 53.4
Mean Scr (mg/dl) 1.7 1.4
Interest in increasing fi tness 41% 98%
Interest in paying for gym/
trainer

26% 24%

Interest in free gym/trainer 64% 82%
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Patient Age Gender BMI 2m BMI 6m Δ BMI # of gym visits
1 55 M 31 28 -3 51
2 69 F 32 31 -1 14
3 65 M 29 31 2 49
4 67 M 22 22 0 50
5 51 F 35 37 2 47

Conclusion: KT patients are interested in improving their fi tness. An initial barrier 
is the cost of a gym membership. After participation in a free exercise program, KT 
patients may be more willing to pay for a gym perhaps due to positive reinforcement 
from improved weight management and energy levels. Investigating ways to make 
gym memberships more accessible to new KT patients may help reduce CVD risk 
factors.

Abstract# C1774 
Haptoglobin Genotype Is Not Associated With Graft Loss, 
Cardiovascular or All-Cause Mortality in Renal Transplant 
Recipients. M. Svensson,1 H. Krarup,2 D. Dahle,3 I. Eide,3 J. Christensen,4 
C. Strandhave,4 T. Leivestad,3 A. Hartmann.3 1Department of Nephrology, 
Aarhus University Hospital, Aarhus, Denmark; 2Department of Clinical 
Biochemistry, Aalborg University Hospital, Aalborg, Denmark; 
3Department of Transplantation Medicine, Oslo University Hospital, 
Oslo, Norway; 4Department of Nephrology, Aalborg University Hospital, 
Aalborg, Denmark.
Purpose
Haptoglobin (Hp) is an innate antioxidant and scavenges haemoglobin. In humans, 
Hp is present in three major genotypes: Hp 1-1, 2-1, and 2-2. The antioxidant ability of 
Hp is genotype-dependent. Hp 2-2 has previously been associated with a progressive 
decline in renal function and enhanced risk of cardiovascular disease and mortality. 
In renal transplant recipients no previous data exist regarding the infl uence of Hp 
genotype. The aim of this study was to examine the relation between Hp genotype, 
graft loss, cardiovascular and all-cause mortality in renal transplant recipients.
 
Methods 
In a cohort of 1989 Norwegian renal transplant recipients Hp genotype was 
determined using high-performance liquid chromatography. Follow-up data on 
graft loss, cardiovascular and all-cause mortality were registered in a validated 
database (Norwegian renal registry). Data were analyzed using a multivariate Cox 
proportional hazard model.
Results
Median follow-up was 5.1 years with 432 (21.7%) events. When divided in 
three groups according to Hp genotype no difference was seen between groups 
regarding graft-loss, cardiovascular or all-cause mortality. In a multivariate analysis, 
adjustment for the following variables: age, gender, estimated glomerular fi ltration 
rate, body mass index, diabetes, cardiovascular disease, time on dialysis, transplant 
number, donor age, living donor, HLA-DR mismatches, cholesterol and number 
of anti-hypertensives, did not alter the results. Multivariate analysis for graft loss 
or death: Hp 2-2 (ref), Hp 2-1 (HR 1.13 (0.92-1.39), p 0.25) and Hp1-1 (HR 0.97 
(0.71-1.3), p 0.82).
Conclusion
In a large cohort of renal transplant recipients with long-term follow-up, Hp genotype 
did not infl uence graft loss, cardiovascular or all-cause mortality.  

Abstract# C1775 
Endothelial Progenitor Cells in Kidney Transplant Patients. F. 
Damiano,1 G. Ligabue,1 S. De Biasi,2 M. Granito,1 A. Cossarizza,2 G. 
Cappelli.1 1Dept of Surgery, Medicine, Dentistry and Morphological 
Scienses, University Hospital of Modena, Nephrology Unit, Modena, 
Italy; 2Dept of Surgery, Medicine, Dentistry and Morphological Scienses, 
University of Modena & Reggio Emilia,, Modena, Italy.
Background: Circulating bone-marrow derived endothelial progenitor cells (EPCs) 
promote vascular repair. Lower concentrations of EPCs correlate with cardiovascular 
risk. In uremic patients, the number of functionally active EPCs is reduced. Kidney 
transplantation (KTx) improves both survival and endothelial function in patients 
with advanced renal failure. The aim of this study was to determine the impact of 
KTx and immunosuppressive therapy on the number of EPCs.
Methods: EPCs were measured by fl ow cytometry analysis in 51 renal transplant 
patients (52±13,92 years; mean eGFR 52,61±19,90 ml/min) and 25 healthy subjects 
(49±15 years; mean eGFR 94±23 ml/min). We examined the associations between 
counts of EPCs and traditional cardiovascular risk factors, uremia related risk factors, 
kidney function and immunosuppressive agents.
Results: EPCs numbers were similar in Kidney transplant recipients and controls. 
We found signifi cant (p<0.05) independent inverse associations between counts of 
EPCs and age, sistolic and diastolic blood pressure and C-Reactive Protein (CRP). 
Renal transplant recipients with reduced graft function (mean eGFR <30 ml/min) 
had lower EPCs counts compared with healthy volunteers(1,05-05 ± 1,17-05 vs.3,95-

04 ± 8,35-04 as % on 5x106 PBMc; p=0,0105). Patients receiving regimen therapy 
including corticosteroids showed signifi cantly lower EPCs number (1,77-02± 1,24-02 
vs.6,74-04 ± 9,77-04 as % on 5x106 PBMc; p<0,0001). The use of Cyclosporine and 

Everolimus induced a further decrease in EPCs number compared to Cyclosporine 
and Mycophenolate (7,70-05 ± 1,65-04 vs.6,74-04 ± 9,77-04 as % on 5x106 PBMc; 
p=0,0044).
Conclusions: EPCs numbers in KTx are comparable to those found in healthy 
subjects. In addition, this study suggests negative associations in KTx between 
EPC counts and age, blood pressure, CRP, graft function and use of some 
immunosuppressive drugs combination. These fi ndings indicate an improved 
potential for endothelial repair after KTx, suggest a different effect from different 
anti-rejection drugs and emphasize the role of EPCs as marker of endothelial health 
and predictors of cardiovascular outcomes.

Abstract# C1776 
Osteoporosis and Fractures After Solid Organ Transplantation: A 
Nationwide Population-Based Case-Control Study. T. Yu,1,2 C. Kao.2 
1Internal Medicine, Taichung Veterans General Hospital, Taichung, 
Taiwan; 2Clinical Medicine, China Medical University, Taichung, Taiwan.
Objectives: Metabolic bone disease after solid organ transplantation (SOT) is 
becoming an important complication to consider in chronic transplant patients. 
However, few population studies have described long-term outcomes of osteoporosis 
and related fractures after SOT. Therefore, we devoted to investigate the prevalence 
of bone disorders after SOT and to compare the risk of different SOT in a nationwide 
population-based study.
Methods: We used Taiwan’s National Health Insurance Research Database to identify 
9,535 solid organ transplant recipients and 38,140 gender and age matched-control 
subjects to compare the incidence and risk of bone disorders in both groups.
Results: Patients with SOT had a signifi cantly higher incidence rate of osteoporosis 
and related fractures as compared to the non-SOT group. The overall hazard ratio of 
osteoporosis after transplantation for SOT patients was 5.36 (95% CI= 3.29- 8.72) 
as well as HR of related fractures was 6.07(95% CI =4.03- 9.16) after adjustment. 
The highest sex- and age-specifi c HR were observed in the male patients (HR=7.79, 
95% CI=3.46-17.5) and those with an age ≤50 years (HR=7.46, 95% CI=2.50-22.3). 
In addition, SOT patients without any comorbidity had an 8.96-fold higher risk of 
developing osteoporosis than non-SOT subjects (HR=8.96, 95% CI=5.25-15.3). To 
compare the risk of osteoporosis and related fractures among different SOT patients, 
the highest risk of osteoporosis as well as fractures was noted among patients 
receiving lung transplantation followed by other types of SOT.
Conclusion: In the study, we report unacceptably high rates of metabolic bone 
disorders after SOT in chronic transplant patients over a long follow-up period. 
Pre-transplant bone disorders and immunosuppressant agents are supposed to be 
involved with metabolic disorders after transplantation.

Abstract# C1777 
Factors Predisposing to Metabolic Acidosis in Kidney Transplant 
Patients. M. Adamczak, K. Skiba, M. Szotowska, M. Bartmanska, A. 
Kolonko, A. Wiecek. Department of Nephrology, Endocrinology and 
Metabolic Diseases, Medical University of Silesia, Katowice, Poland.
A. Results of recent clinical trials suggest that metabolic acidosis may accelerate 
the progression of chronic kidney disease (CKD). However the issue of metabolic 
acidosis in kidney transplant patients (KTP) was not intensively studied so far. The 
aim of this clinical, single-center, cross-sectional study was to assess the prevalence 
of metabolic acidosis in KTP and to analyse the factors predisposing to metabolic 
acidosis in these subjects.
B. Venous blood [HCO3

-] and blood hemoglobin (Hb) concentrations were measured 
in 443 KTP [259 males, 184 females, age 50.1 (49.0–51.3) years; eGFR 50.0 
(47.8–52.2) ml/min]. Metabolic acidosis was diagnosed in patients with [HCO3

-] 
lower than 22 mmol/l. Anemia was diagnosed according to KDIGO criteria. The 
results are presented as the mean and 95% CI.
C. In KTP [HCO3

-] was 25.31 (24.99–25.62)mmol/l and the prevalence of metabolic 
acidosis was 12.4%. [HCO3

-] signifi cantly decreased (p<0.001) and prevalence 
of metabolic acidosis signifi cantly increased (p<0.01) with the advancing CKD 
stages. The prevalence of metabolic acidosis were signifi cantly (p<0.01) higher 
and [HCO3

-] signifi cantly lower in KTP with anemia in comparison to KTP without 
anemia [23.1% vs 7.3% and 23.55 (22.93-39.59) vs 26.06 (25.72-26.40)mmol/l, 
respectively]. The prevalence of metabolic acidosis and [HCO3

-] were similar in 
KTP with or without diabetes, treated with cyclosporine or tacrolimus, treated or 
not treated with, prednisone, mycofenolan acid formulations and calcium carbonate, 
respectively. A signifi cant positive correlations were found between [HCO3

-] and 
eGFR (R=0.450, p<0.001) and between [HCO3

-] and Hb (R=0.401, p<0.001; 
respectively). Multivariate analyses showed that [HCO3-] depends in KTP on eGFR 
(b=0.290, p<0.001) and Hb (b=0.270, p< 0.001).
D.1. In this single-center, cross-sectional study prevalence of metabolic acidosis 
in KTP was 12.4% 2. In KTP blood bicarbonate concentrations depends on kidney 
function and blood hemoglobin concentration. 3. Further studies are needed to 
elucidate consequences of the treatment of the metabolic acidosis on renal function 
and degree of anemia in KTP.
DISCLOSURES: Adamczak, M.: Other, TEVA, Lecture honorarium, ASTELLAS, 
Participation in conference sponsorship, APOTEX, Participation in conference 
sponsorship, ROCHE, Participation in conference sponsorship. Szotowska, M.: 
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Other, APOTEX, Partcicipation in conference sponsorship. Wiecek, A.: Other, 
ASTELLAS, Participation in conference sponsorship, TEVA, Participation in 
conference sponsorship, ROCHE, Participation in conference sponsorship.

Abstract# C1778 
The Effect of Kidney Transplantation On Bone Metabolic Markers 
and Bone Mineral Density. R. Murakami, I. Narita, T. Fujita, Y. Shimaya, 
M. Shimada, N. Nakamura, H. Yamabe, K. Okumura. Nephrology, 
Hirosaki University Hospital, Hirosaki, Aomori, Japan.
Background
Osteodystrophy is one of the most serious complications in end stage renal diseases, 
and affects quality of life in the patients. We investigated the changes of bone 
metabolic markers and bone mineral density (BMD) during the fi rst six months 
after successful kidney transplantation.
Patients and methods
Twelve male patients aged 19 to 54 were enrolled in this study. They received 
immunosuppressive regimen including corticosteroids. We measured plasma 
osteocalcin (OC) and bone specifi c alkaline phosphatase (BAP) as bone formation 
markers, and intact parathyroid hormone (iPTH), tartrate resistant acid phosphatase 
(TRAP) and osteoprotegerin (OPG) as bone resorption markers from day 0 to 
6 months after the surgery. We also measured 1, 25-(OH)2 vitamin D (VD) and 
BMD at lumbar spine. During the study period, the patients have received neither 
bisphosphonates nor active vitamin D. The study was approved by the local ethical 
committee.
Results
Bone formation markers tended to increase. OC increased from 7.9±4.6 to 15.4±9.2 
ng/mL (p<0.01), and BAP from 20.7±10.5 to 36.0±19.5 μg/L (p<0.01). Bone 
resorption markers tended to decrease. TRAP decreased from 21.0±5.5 to 18.7±3.7 
pg/mL and OPG from 89.8±39.2 to 60.2±41.5 pg/mL, however, they did not reach 
statistical signifi cance. VD increased from 8.3±6.5 to 40.5±13.8 pg/mL (p<0.01). 
BMD levels decreased in almost all patients, with their t-score from -0.6±1.1 to 
-1.0±1.2 (p=0.015).

Conclusion
Increased bone formation markers and VD, and the tendency of the decreased 
bone resorption markers suggested the improvement of bone turnover after 
transplantation. However, BMD levels decreased presumably because of high dose 
of corticosteroids. Further understanding of the osteodystrophy even after successful 
kidney transplantation is crucial for the better treatment in the future.

Abstract# C1779 
Post Gastric Bypass Oxalosis in Renal Transplants: Clinicopathologic 
Correlates. M. Salazar, D. Taber, T. O’Neill, B. Thomas, D. Kannabhiran, 
L. Curry, P. Baliga, S. Self, T. Srinivas. Medical University of South 
Carolina, Charleston, SC.
BACKGROUND: Morbid Obesity is a signifi cant barrier to renal transplantation. 
Gastric bypass (GB) is used to reduce weight prior to transplant; however, several 
reports associate post-GB oxalate nephropathy (ON) with renal graft loss. We 
examine the clinical expression of ON among renal transplants at our center.
METHODS: Retrospective case series of patients who had GB surgery for obesity 
prior to renal transplant from 2005-12. Data collection included all baseline and 
follow-up clinical variates. We used a semiquantitative score to grade the histologic 
severity of ON in for cause biopsies.
RESULTS: Of 16 GB patients identifi ed, the mean pre-GB BMI was 52.5 kg/m2 
(range 42-80); mean weight loss was 66 kg, with a follow-up BMI of 30.9 kg/m2 
(range 22-36.5) at time of transplant. Biopsies were performed in 11 of 16 cases; 
3 patients (18%) developed signifi cant intra tubular calcium oxalate deposition. 
All 3 had more than 10 intra tubular calcium oxalate deposits/biopsy and intra 
tubular calcium to glomeruli ratio (Ca T/G) of more than 0.5. In all 3 cases, renal 

oxalate deposition was preceded by a signifi cant AKI trigger (rejection, ischemia 
or infection). All 3 of 16 (18%) with signifi cant oxalate deposition had early graft 
loss (Mean time to graft failure: 9 mo; Range 6 to 11 mo). Among patients with 
functional grafts, the mean follow up creatinine was 1.6 mg/dL (range 0.9 to 3.4) 
up to 4 yrs. (range 0.5 to 7) post-transplant.

CONCLUSION: GB for obesity unpredictably leads to oxalate nephropathy in the 
renal allograft. AKI may increase the risk of oxalate deposition in the graft and 
possibly contribute to graft loss. Vigilance to preventable immunologic, ischemic 
and infectious injury is important in these patients in addition to control of oxalate.
DISCLOSURES: Srinivas, T.: Grant/Research Support, Novartis, Astellas, Bristol 
Myers Squibb.

Abstract# C1780 
Re-Implantation and Boari Flap Reconstruction for the Management 
of Ureteric Stricture Following Renal Transplant: A Single Centre 
Experience. S. Pandanaboyana,1 T. Pike,1 D. Longbotham,1 T. Hope-
Johnson,2 I. Wijetunga,1 N. Ahmad.1 1Department of Transplantation, St 
James’s University Hospital, Leeds, United Kingdom; 2Medical School, 
University of Leeds, Leeds, United Kingdom.
Purpose: This study aims to review the outcomes of patients with ureteric strictures 
and reconstruction following renal transplantation in a single centre.
Methods: All patients who developed ureteric stricture and subsequently underwent 
ureteric reconstruction between December 2003 and November 2013 were included 
in this study.
Results: 1560 renal transplants were performed during the study period. 42 ureteric 
reconstructions were performed in this period. Two reconstructions were performed at 
the time of transplant for high ureteric injury, the remaining 40 for ureteric stricture, 
giving an incidence of 2.5%. There were 25 male and 15 female recipients with a 
median age of 48 (range 14–78). Of these, 18 (45%) received a DBD, 12 (30%) 
received a DCD (including one dual transplant) and 10 (25%) received a living donor 
(LD) graft. 5 were re-transplant (2nd or 3rd). The median time to stricture was 78 
days (range 41–1016 days) from transplant. The median cold and warm ischaemia 
times were 14:38hr (32m–24:30hr) and 33 minutes (20m–42m) respectively. 7 
kidneys had multiple arteries, 3 with a lower polar artery that was anastomosed. 
The majority of patients underwent nephrostomy insertion and antegrade stenting 
prior to surgical repair. 19 patients were reconstructed by re-implantation to the 
bladder, 18 utilized a Boari fl ap, 2 used an ileal conduit and 1 an anastomosis to a 
native ureter. All ureteric anastomoses were stented. In one patient, reconstruction 
was deemed impossible and was subsequently managed with an extra-anatomic 
stent. Two patients (5%) required re-operation for re-stricture and kinking. Median 
serum creatinine at 12 months following surgery was 148 (84–508) μmol/l. There 
was no 90 day mortality and 11 grafts were lost with a median time of 323 days 
(27–3103 days) from reconstruction.
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Conclusions: The incidence of ureteric stricture following renal transplant in our 
centre is low. Most strictures occur early following transplant. Re-implantation 
of transplant ureter or short Boari fl ap reconstruction was successfully employed 
in most cases. Native ureter is useful in reconstruction of strictures in dual renal 
transplants. None of the strictures requiring reconstruction after 2006 were associated 
with positive BK virus serology.

Abstract# C1781 
The Stanford Integrated Psychosocial Assessment for Transplantation, 
Healthcare Utilization, and Adverse Medical Events for 3 Years Post-
Kidney Transplantation. C. Thiessen, R. Patron-Lozano, N. Edgington, 
M. Joyce, C. Gaffney, L. Skrip, J. Wang, P. Zimbrean, S. Kulkarni. Section 
of Organ Transplantation, Yale School of Medicine, New Haven, CT.
Purpose: To determine if Stanford Integrated Psychosocial Assessment for 
Transplantation (SIPAT) score predicts healthcare use and complications in the 3 
years post-renal transplantation.
Methods: Transplant social workers retrospectively completed the SIPAT tool for 50 
renal transplant recipients, whose records were reviewed for 3 years post-surgery or 
to graft failure. Primary outcomes were the number of hospitalizations, inpatient days, 
clinic visits, and acute medical events (hospitalizations+urinary tract infections (UT
Is)+bacteremia+rejection+graft failure). Secondary outcomes were acute rejection, 
UTIs, and bacteremia. Outcomes were standardized by length of follow-up. We 
assessed the univariate relationship between outcomes and SIPAT score and variables 
in the Scientifi c Registry of Transplant Recipients program-specifi c deceased donor 
(DDKT) and living donor (LKT) risk adjustment models for 3-year graft survival. 
SIPAT score, DDKT/LKT status, and variables that had univariate correlations 
(p<0.15) with any outcome were maintained for multivariate linear regression.
Results: 47 patients (24 DDKT, 23 LKT) had a mean follow-up of 2.6 years (range 
0.09-3.0); 3 patients were excluded due to missing donor data. Per year of follow-up, 
our sample had a mean of 1.5 hospitalizations, 7.2 hospital days, 8 clinic visits, 0.4 
UTIs, 0.1 bacteremia episodes, and 0.1 rejection events; one patient had graft failure. 
SIPAT scores averaged 10.7 (range 0-25, excellent to minimally acceptable). DDKT 
and LKT recipients were similar with respect to SIPAT scores and outcomes. SIPAT 
score was not a statistically signifi cant predictor for any outcome at a univariate 
level or after multivariate adjustment. The regression coeffi cient for SIPAT score 
contributed the greatest to the multivariate model predicting number of hospital visits 
to and contributed the least to the model predicting number of rejection episodes.
Conclusion: Despite recent fi ndings to the contrary (Maldonado et al, 2013), our 
study suggests that SIPAT score does not predict healthcare use or medical outcomes 
after adjustment for potential confounders. This may be due to small sample size, 
differences in duration of follow-up, or variations between recipients of kidneys 
versus other organs. Further work is needed to determine if SIPAT predicts medical 
outcomes in the renal transplantation population.
DISCLOSURES: Kulkarni, S.: Grant/Research Support, Alexion.

Abstract# C1782 
Current Practices in Screening and Management of Prostate Cancer in 
Renal Transplant Recipients: A Survey of U.S. Transplant Centers. R. 
Beckman,1,2 R. Gohh,1,3 G. Bayliss.1,3 1Alpert Medical School, Brown Univ., 
Providence, RI; 2Surgery, Johns Hopkins, Baltimore, MD; 3Medicine, 
Rhode Island Hospital, Providence, RI.
Background: Immunosuppression following renal transplantation is thought to put 
patients at increased risk of malignancy. But prostate cancer is often slow-growing 
and relatively low-risk, and its response to immunosuppression has not been widely 
studied. Optimal management of transplant recipients found to have prostate cancer 
prior to transplantation also has not been established. We sought to better understand 
practices at different U.S. transplant centers.
Methods: After receiving institutional review board approval, a 16-question survey 
was sent to 225 transplant center medical and surgical directors at 135 centers asking 
about the center’s practices in screening for and managing prostate cancer found 
during pre-transplant evaluations and post-transplant follow-up. The survey asked 
about respondents’ perceptions of the interaction between immunosuppression and 
prostate cancer.
Results: There were 37 responses from 33 unique transplant centers representing 
all UNOS regions. Two-thirds of responders were surgeons and one third were 
medical nephrologists. University centers made up 85% of centers. While 92% of 
centers screened for prostate cancer in pre-transplant evaluations, fewer than half 
had no standardized protocol for management of such a cancer if one was found. 
There was no signifi cant difference between respondents on whether patients with 
low risk prostate cancer should always have to undergo defi nitive surgical treatment 
before transplantation. There was no signifi cant difference among responses to 
questions asking if immunosuppressed patients are at increased risk of dying from 
preexisting prostate cancer versus non-immunosuppressed patients, or if prostate 
cancer should be treated more aggressively in the transplant population versus 
the general population. Two-thirds of respondents felt that there was no increased 
risk of dying of prostate cancer while on immunosuppression versus remaining on 
dialysis for two years compared to one-third who thought the risk was greater; the 
difference was not signifi cant.

Conclusion: There is no consensus among U.S. renal transplant centers around the 
management of prostate cancer in the transplant population, likely due to a lack of 
evidence to guide such practices. Additional research is required to determine the 
optimal management of prostate cancer in the transplant population.

Abstract# C1783 
What Is The Value of Routine Ultrasonographic Screening for 
Renal Cell Carcinoma in Patients Currently Listed for Kidney 
Transplantation? J. Klein, A. Chandrakantan, S. Gonzalez, B. Fischbach, 
A. Yango, A. Rajagopal, K. Rice, Y. Barri, L. Melton, G. Klintmalm. 
Division of Nephrology, Baylor University Medical Center, Dallas, TX.
Introduction
The incidence of renal cell carcinoma (RCC) in renal transplant patients is reported 
as approximately 100 times that of the general population (4% annually vs 0.04%, 
respectively). ESRD patients evaluated for renal transplantation are routinely 
screened for RCC, although there have been limited studies in the pretransplant 
population directed at determining the demographics and incidence of RCC.
Methods
A retrospective clinical review of all patients evaluated for renal transplantation at 
Baylor Regional Transplant Institute between January 2000 and December 2011 
was used to identify patients with renal masses on imaging studies. All patients 
underwent renal ultrasonography as part of initial transplant evaluation. Patients 
diagnosed with RCC prior to or during initial evaluation for transplant were excluded. 
Patients listed for renal transplant that developed masses on routine ultrasonographic 
screening were then identifi ed. De-identifi ed patient information was used to collect 
demographic, pathologic, and radiologic data.
Results
Between January 2000 and December 2011, 78 patients had masses identifi ed during 
routine screening while listed for transplant. During this period, 7860 patients 
completed transplant evaluation at our center with 2642 patients ultimately listed. 
The incidence of masses identifi ed on routine screening was 2.9% annually, and 
34.6% of this cohort had RCC (1.0% incidence). Of all malignant tumors identifi ed, 
papillary was more common than clear cell (51.8 vs 29.6%). There was no signifi cant 
difference in size between malignant and benign tumors (p=0.85).
54 of the 78 patients developed a mass on routine imaging after starting dialysis. 
Of these patients, 21 had a malignant tumor found after a mean of 53.6 months, 
while 33 patients had a benign mass found after a mean of 21.7 months of dialysis 
(p=0.01). Malignant tumors were discovered signifi cantly later than benign tumors 
independent of other factors by multivariate analysis (p=0.011).
Conclusion
Routine dialysis is a signifi cant risk factor for development of RCC. The higher 
incidence of malignant tumors associated with longer duration of dialysis suggests a 
need for renal mass evaluation during pretransplant workup and at routine intervals 
while actively listed for transplant.

Abstract# C1784 
Skin Cancer and Immunosuppression Type in Long-Term Renal 
Transplant Recipients: A Case-Controlled Analysis. R. Hung,1 S. 
Frame,1 D. Goldsmith,1 I. Rebollo-Mesa,2 M. Wain,1 A. Cronin.1,2  1Guy’s 
and St. Thomas’ NHS Foundation Trust, London, United Kingdom; 2King’s 
College, London, United Kingdom.
Introduction: Renal transplant recipients are 3 times more likely to develop 
skin cancer (SC) when compared to age-matched general populations, and this 
is associated with increased morbidity and mortality. The reason underpinning 
the increased prevalence in this group most probably relates to treatment with 
immunosuppression (IS), however the association is not yet fully understood. 
Objectives: To determine the prevalence of SC in our long-term kidney transplant 
recipients. To assess whether SC prevalence is related to the type of IS taken by this 
patient cohort. Methods: We collected data from a retrospective cohort of all (n= 335) 
long-term (> 8 years) kidney recipients attending our annual review transplant clinic 
between 2010-2013. We documented the total number of SCs, time to development 
of fi rst SC post transplantation and IS treatment. For the analysis of IS as risk factor, 
patients with SC were matched to an equal number of controls in age, total years 
from fi rst transplant and skin type criteria. McNemar’s test was used to test the effect 
of IS on risk of SC. Results: 67 (21%) patients had at least one SC. In these a total 
of 281 basal cell carcinomas, 157 squamous cell carcinomas, 4 melanomas and 1 
Kaposi’s sarcoma were diagnosed. The average time to development of a SC was 
13 years (range 2-32 years) after transplant. There were no statistically signifi cant 
differences between case and control patients in the proportion of patients taking 
any of the IS drugs one year before the fi rst SC. However the difference in the 
proportion of patients who developed SC after taking azathioprine, compared to 
controls, is borderline signifi cant.
Drug % SC Cases % Matched Controls McNemar’s p-value
Prednisolone 62.7 62.7 1
Azathioprine 61.2 46.2 0.05
Cyclosporine 61.2 52.2 0.21
Tacrolimus 20.8 13.4 0.30
Mycophenolate Mofetil 26.8 31.3 0.66
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Conclusion: We have identifi ed a high prevalence of SC in our long-term kidney 
transplant patients. In our analysis we found that prevalence was not signifi cantly 
related to the type of IS taken, although preliminary results point to azathioprine as 
a risk factor, and tacrolimus as protective. Further work to determine the relevance 
of cumulative IS dose is warranted.

Abstract# C1785 
Impact of Omeprazole On Mycophenolic Acid Pharmacokinetics in 
Adult Renal Transplant Patients. C. Fernandez-Rivera,1 P. Salvador-
Garrido,2 M. Outeda-Macias,2 I. Pedreira-Vazquez,2  L. Elberdin-Pazos,2 
A. Alonso-Hernandez,1 I. Martin-Herranz.2 1Nephrology Service, A Coru 
University Hospital. Integrated Administration Management, A Coruna, 
A Coruna, Spain; 2Pharmacy Service, A Coru University Hospital. 
Integrated Administration Management, A Coruna, A Coruna, Spain.
Background:Published studies have shown that proton pump inhibitors(PPIs) reduce 
the mycophenolic acid(MPA) area-under-the-curve(AUC0-12) in patients treated 
with mycophenolate mofetil(MMF), but not with enteric-coated mycophenolate 
sodium(EC-MPS).
Aim:To analyse the impact of omeprazole(OME) coadministration on MPA 
pharmacokinetics in adult renal transplant patients treated with MMF(Cellcept®) 
or EC-MPS(Myfortic®).
Patients and methods:Crossover study of 20 patients who underwent a cadaveric 
renal transplantation, in a stable clinical situation (6th month post-transplant), with 
tacrolimus, prednisone and MPA equivalent doses (500 mg MMF~360 mg EC-MPS) 
and a 20-mg OME daily dose administered in the morning around 30 minutes before 
immunosuppressive therapy.
For each patient, two pharmacokinetic profi les were obtained with OME treatment 
(1st) and without OME treatment (2nd), with a 7–10-day washout period between each. 
Samples were extracted before and at 1,2,3,4,6 and 8h after the oral MMF or EC-MPS 
morning dose. Plasma levels were measured using EMIT on Dimension™analyser. 
AUC0-12 was calculated using linear trapezoidal rule. MPA trough levels (Ctrough) and 
AUC0-12 valueswere compared during and after OME discontinuation.
Statistical analysis: SPSS version 19.0. Wilcoxon Signed Rank Test was used for 
studying Ctrough and AUC0-12 variations. P<0.05: statistically signifi cant.
Results:The study included 20 patients (9:MMF, 11:EC-MPS), mean age: 50 years, 
mean weight: 69 kg.In patients treated with MMF, pharmacokinetic variables for 
those receiving OME or not were respectively: Ctrough (3.12±1.58 vs. 1.96±0.85 ng/
mL,p=0.021, median 2.50 vs. 1.80) and AUC0-12 (49.34±10.47 vs. 37.37±7.68 ng.h/
mL, p=0.008, median 50.25 vs. 38.85). When the patients were treated with EC-
MPS, these parameters were:Ctrough (4.54±4.03 vs. 4.12±2.78 ng/mL,p=0.878, median 
2.80 vs. 3.10) and AUC0-12 (52.04±39.78 vs. 71.87±43.03 ng.h/mL, p=0.003,median 
41.55 vs.54.25).
Conclusions: As omeprazole is an inhibitor, this study performed on renal transplant 
patients showed a signifi cantly higher exposure (AUC0-12)with OME comedication 
during MMF and EC-MPS therapy. With respect to Ctrough, OME increased the 
obtained value for patients treated with MMF but not with EC-MPS.

Abstract# C1786 
The Impact of Renal Transplantation On Microbiota Derived Uremic 
Retention Solutes. R. Poesen, K. De Vusser, P. Evenepoel, D. Kuypers, 
B. Meijers, M. Naesens. Nephrology, University Hospitals Leuven, 
Leuven, Belgium.
Background: The gut microbial metabolism contributes substantially to uremic 
retention solutes accumulating in chronic kidney disease (CKD). Both p-cresyl 
sulfate and indoxyl sulfate are representatives of this group of solutes and associate 
with adverse outcomes in CKD patients. Although it can be expected that their 
serum levels will decrease following renal transplantation, this has not been studied 
to date. In addition, whether serum levels of p-cresyl sulfate and indoxyl sulfate 
in renal transplant recipients are quantitatively different when compared to regular 
CKD patients is unknown.
Methods: A cohort of 51 CKD patients was prospectively followed from time of 
transplantation to 12 months post transplantation. Serum levels of p-cresyl sulfate 
and indoxyl sulfate were determined at time of transplantation, day 7, month 3 and 
month 12 post transplantation. At each time point, serum levels of both solutes 
were compared with an unrelated group of CKD patients matched for age, gender, 
BMI, diabetes, dialysis modality/vintage at time of transplantion or renal function 
(serum creatinine, eGFR and measured creatinine clearance) at other time points, 
and biochemistry (hemoglobin, albumin).
Results: Serum levels of p-cresyl sulfate and indoxyl sulfate substantially decreased 
after renal transplantation (P < 0.0001 for both solutes at each time point vs time of 
transplantation). Compared to CKD control patients, serum levels of both solutes 
were still signifi cantly lower in renal allograft recipients at each time point (Figure 
1). Additional analyses demonstrated lower urinary excretion rates of microbial 
metabolites in renal transplant patients (P < 0.0001).

Conclusions: Microbiota derived uremic retention solutes substantially decrease 
following renal transplantation. In addition, serum levels of these solutes are 
significantly lower when compared to regular CKD patients, suggesting an 
independent infl uence of renal transplantation or immunosuppressive drugs on gut 
microbial metabolism. Whether these microbial metabolites are also associated 
with graft dysfunction and adverse outcomes in renal transplant recipients needs 
further investigation.

Abstract# C1787 
Analysis of Glomerular B7-1 Staining in Renal Allograft Biopsies. F. 
Cardarelli, P. Kandula, A. Greka, P. Mundel, A. Weins, L. Riella. Harvard 
Medical School, Brigham and Women’s Hospital and Massachusetts 
General Hospital, Boston.
Background: It has been recently published that patients with recurrent focal 
segmental glomerulosclerosis in association with B7-1 immunostaining on podocytes 
may have a clinical response to abatacept (NEJM, 2013). Abatacept was able to 
stabilize β1-integrin activation in podocytes and reduce proteinuria in patients with 
B7-1–positive glomerular disease. However, prevalence of positive B7-1 staining 
in renal allografts and a possible role of abatacept in the treatment of proteinuria 
post-transplantation remains to be explored.
 
Methods: Using a goat anti-human B7-1 (CD80) antibody, we performed 
immunostaining for B7-1 on frozen sections of 133 clinically indicated kidney 
transplant biopsies obtained between 2011 and 2012. Ten samples were excluded 
from the analysis due to the absence of glomeruli.
Results: Out of 123 kidney allograft biopsies analyzed, 93 (76%) were negative 
for B7-1 staining, 15 biopsies (12.1%) showed trace glomerular positivity, 7 had 
1+ (5.6%) and 8 had  ≥2+ B7-1 staining (6.5%). There were no cases of recurrent 
FSGS among those 123 cases. All positive glomeruli showed a granular pattern 
limited to the periphery of the glomeruli, suggesting specifi c podocyte staining. 
Four (4) of the 15 patients with B7-1 staining  ≥1+ in their biopsies had nephrotic 
range proteinuria (27%). The predominant pathologic diagnoses among those with 
B7-1 positivity were transplant glomerulopathy (46%), followed by acute rejection 
(33%) and acute tubular injury (20%). In addition, 50% of allograft biopsies obtained 
from patients with nephrotic syndrome stained positive for B7-1 (4 out of 8). Of 
those 15 B7-1 positive allografts, fi ve grafts were lost (33%) and one patient died 
after mean 1.2 year follow-up.
 
Conclusions: In our study cohort, B7-1 is expressed at signifi cant levels in about 
10% of kidney allograft biopsies, and the predominant pathologic diagnosis is 
transplant glomerulopathy. Further studies are needed to resolve B7-1 localization 
in those biopsies, determine variations of expression over time and explore potential 
benefi ts of abatacept therapy in improving graft survival in B7-1–positive patients.

Abstract# C1788 
Protocol Biopsy vs Renal Graft Elastography for Diagnosing 
Interstitial Fibrosis. A. Cicero, P. Diaz, L. Garcia, H. Hinojosa, V. Soto, 
M. Cal y Mayor, O. Valdes, P. San Cristobal, A. Garcia, A. Rossano, H. 
Diliz. Organ Transplantation and Donation, Hospital General de Mexico, 
Dr. Eduardo Liceaga, Mexico City, Mexico.
Interstitial fi brosis (IF) and glomerular atrophy (GA) are part of chronic graft 
nephropathy. Early detection prompts strategies to improve long-term graft survival. 
Biopsy is the gold standard to determine grade of fi brosis, it is not free from adverse 
events, including graft loss. Liver graft fi brosis can be measured using elastography. 
There is not enough evidence about its usefulness for renal grafts; some studies 
have shown good correlation between fi brosis in biopsies and elastography but not 
with graft function.
Aim. Determine association between grade of fi brosis reported on 1-year protocol 
biopsies and that reported on elastography, and defi ne if there is a relation with 
graft function.
Methods.Retrospective chart review from patients who underwent 1-year protocol 
biopsies and pre-biopsy elastography. Demographics, donor type, graft function 
(pre-transplant, 1 month and 1 year creatinine and GFR), degree of IF reported on 
biopsy (BANFF) and elastography were recorded.
Results. 32 patients had 1-year protocol biopsies, 20 were excluded (15 didn’t have 
elastography and 5 had a poor sample). 12 patients were included: all from living 
donors, 50% male, mean age 30.5 years, 50% had unknown cause for ESRD, mean 
BMI 27.6. Mean creatinine 9.6mg/dL pretransplant, 1.12 mg/dL at month 1. MDRD 
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pretransplant was 6.9mL/min and 67.19 at 1 year. Elastography results: no fi brosis 
8%, low-grade 50%, moderate 42% and 0 cases with severe fi brosis. Biospsy results 
were: 42% no fi brosis, 33% low-grade, 25% moderate and 0 cases with severe 
fi brosis. Similar reports for low-grade and moderate fi brosis were reported in both 
elastography and biopsy, but elastography was not useful for detecting cases with 
no fi brosis. 2 patients had biopsy-related gross hematuria.
Conclusions. Biopsy continues to be the gold standard for diagnosing IF and GA. 
Elastography, a non-invasive test may be useful to determine fi brosis, however more 
studies with larger samples need to be performed.

Abstract# C1789 
A Comparison of Transplant Outcomes in Peritoneal and Hemodialysis 
Patients: A Paired Kidney Analysis. A. Slizien, A. Macuk, W. Wolyniec, 
A. Chamienia, M. Niemierko, G. Moszkowska, A. Milecka, D. Zadrozny, 
Z. Sledzinski, B. Rutkowski. Department of Nephrology, Transplantology 
and Internal Medicine, Medical University of Gdansk, Gdansk, Poland.
Introduction: The majority of patients referred to transplantation are on 
hemodialysis (HD) or peritoneal dialysis (PD). The pre-transplant dialysis modality 
might infl uence graft and patient survival after transplantation. Up to date data 
yielded confl icting results.
Methods: We analyzed the effect of pre-transplant dialysis modality on 
transplantation outcome. To minimize the donor variability and bias, a paired kidney 
analysis was applied.
Observation lasting 18 years included 150 PD patients transplanted in our unit. PD 
constituted 12.7% of all patients transplanted during that period. 110 PD patients 
had HD pairs receiving grafts from the same donor. In 40 other cases PD patients 
received grafts from the same donor, and either graft was from a living donor or 
only one kidney was transplanted.
Results: PD patients were slightly younger (42.6 vs 44.7 years) and had signifi cantly 
shorter renal replacement therapy time (23 vs 38 months) (p<0.05). Primary 
glomerulonephritis was the most common cause ESRD in both groups (25%). 
Charlson Comorbidity Index was similar in both groups (2.68 vs 2.54). For 3 PD, 
and 9 HD, patients it was the second or the third transplantation. The groups did 
not differ signifi cantly with respect to type of immunosuppressive protocol and 
number of mismatches. 65% of donors had traumatic cause of death, mean eGFR 
of all donors was 107ml/min/1.73m2 (Cockroft-Gault).
One year patient (96 vs 100%) and graft (93 vs 97%) survival were similar in PD 
and HD groups respectively. DGF occurred signifi cantly more in HD recipients 
(21 vs 35%) (p<0.05), but signifi cantly more PD patients experienced infections 
(40 vs 26%) (p<0.05). Graft vessels thrombosis resulting in graft loss occurred in 
8 PD (7.4%) and in 2 HD (1.9%) patients. Creatinine concentration and eGFR (4p 
MDRD) one year and three years after transplantation did not differ (1.22 vs 1.24; 
1.17 vs 1.25mg/dl) and (eGFR 51 vs 52; 54 vs 50 ml/min/1.73m2). Acute rejection 
(not always biopsy proven) was observed signifi cantly more frequently in HD 
patients (16 vs 26%) (p<0.05).
Conclusion: Long term outcome of renal transplantation is similar in patients coming 
from either PD or HD. PD patients experience signifi cantly less DGF and AR but 
probably they are at a higher risk of graft vessels thrombosis.

Kidney Immunosuppression: Induction Therapy
 Tuesday, July 29, 2014
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 Exhibit Hall

Abstract# C1790 
Measurement of T Cell Homeostatic Activation and Proliferation 
Following T Cell Depletion With Alemtuzumab. H. Xu, J. Cheeseman, 
L. Stempora, A. Kirk. Emory Transplant Center, Emory University, 
Atlanta, GA.
While T cell depletion reduces early rejection rates, the T cell homeostatic activation 
required for repopulation is known to drive some forms of rejection in experimental 
models, and may be relevant in the occurrence of late rejections following depletional 
induction. We characterized homeostatic activation and repopulation in kidney 
transplant recipients treated with alemtuzumab. Blood samples collected prior to 
transplantation and depletion with alemtuzumab, and serially for 3 years. Samples 
were evaluated by polychromatic fl ow cytometry for absolute lymphocyte count 
(ALC), general memory phenotype, markers of activation and regulation. Profound 
lymphocyte depletion was achieved in all patients (ALC pre to post month-6, 
p=0.0001) followed by gradual repopulation beginning in earnest at 6 months, 
and returning to baseline between 24 and 36 months. The return to baseline varied 
considerably from 12 to 36 months. Homeostatic activation was evident in all 
patients, including increased expression of intracellular Ki67 (pre- to peak post 1-3 
months) and surface expression of CD69 (CD4+: pre at 3.1±0.7% to 27±5.7%-7±1.2% 
post 1-4 months, CD8+: pre at 5.9±0.7% to 30±4.9%-10.7±1.5 post 1 to 6 months) 
and CD38+/HLA-DR+ (CD4+: pre at 3.2±0.5% to 71±6.6%-5.8±1% post 1-12 months, 
CD8+: pre at 3.7±0.9% to 9.1±2.5% post month-3). The frequency of anti-apoptotic 
protein Bcl-2 expressing T cells was increased in Ki67+ cells (CD4+ from 58.7±4.6% 

to 74±4%, and CD8+ from 63.4±5.3% to 89±2.6%). Importantly, although early 
activation was seen predominantly in non-depleted memory populations, sustained 
repopulation occurred in predominantly naïve cells (CD197+CD45RA+), indicating 
that naïve precursors were actively involved in reforming the immune repertoire. 
This as substantial relevance to the use of B7 blockade post depletion, and naïve 
cells have greater susceptibility to costimulation blockade. Over 24 months, a 
proportional increase in the overall naiveté of the repertoire was realized. Thus, 
although the initial post-depletional T cell repertoire is highly activated and memory 
like, sustained homeostatic activation and proliferation gives way after 6 months 
in humans to naïve cells expressing CD28 that are more susceptible to belatacept. 
These data also indicate that homeostatic activation is highly variable, persisting 
for up to 24 months, and can be actively measured by fl ow cytometry, potentially 
facilitating clinical management cognizant of repertoire homeostasis.

Abstract# C1791 
Incidence and Severity of Leukopenia/Neutropenia in Kidney 
Transplant Recipients Following Single Dose Alemtuzumab Induction: 
A Prospective Review of 232 Patients. A. Smith, R. Couvillion, R. Zhang, 
M. Killackey, J. Buell, B. Saggi, B. Lee, A. Paramesh. Tulane Transplant 
Institute, Tulane University School of Medicine, New Orleans, LA.
Aim: The purpose of this study was to determine the incidence and severity of 
post-transplant leukopenia/neutropenia in kidney recipients receiving alemtuzumab 
induction within the fi rst post transplant year.
Methods: 232 adult recipients between 3/2010 through 9/2013 were included in this 
study. The incidence and severity of leukopenia (WBC <2500/mm3) and neutropenia 
(ANC <500/mm3) were evaluated at 1, 3, 6, and 12 months post-transplant. A 
multivariate comparison of leukopenic vs. non-leukopenic patients was performed.
Results: Mean follow-up was 336.4±4.3 days. Overall incidence of leukopenia and 
neutropenia was 48.3% and 8.0%. 33 (29.5%) leukopenic patients required fi lgastrim 
therapy and 26 (23%) required hospitalization for neutropenia. Overall WBC nadir 
was 2800±100/mm3 at 128.8±6.4 days; ANC nadir was 2300±100/mm3 at 130.6±7.1 
days. WBC counts approached normal levels by 12 months post transplant.

Demographically, only baseline WBC counts and average WBC nadirs were 
determined to be statistically higher among non-leukopenic vs. leukopenic patients 
(p=0.002 and p<0.0001).

Characteristic Non-leukopenic 
(n=120) Leukopenic (n=112) p value

Age, yrs (± SEM) 52.1 (1.2) 50.5 (1.3) 0.4
African American, n (%) 75 (62.5) 62 (55.3) 0.9
Follow up, days (± SEM) 331.8 (6) 341.4 (6.1) 0.3
Male, n (%) 63 (52.5) 66 (58.9) 0.4
Baseline WBC x1000mm3(±SEM)7.5(0.2) 6.6(0.2) 0.002
WBC nadir x1000mm3(±SEM) 3.9 (0.1) 1.7 (0.1) 0.0001
Cadaveric donor, n (%) 87 (72.5) 84(75) 0.7
CMV infection, n (%) 6 (5) 8 (7.1) 0.6

Conclusions: Kidney transplant patients receiving alemtuzumab induction have 
a high incidence of leukopenia/neutropenia in the fi rst year post-transplant, which 
may require intervention. Special caution should be taken for patients with low 
baseline WBC at time of transplantation. These results suggest the need for additional 
studies aimed at further elucidating this phenomenon and its long-term impact on 
this population.

Abstract# C1792 
Histopathology in Protocol Biopsies of Kidney Grafts (KTx) Receiving 
Three Different Immunosuppressive Protocols. F. Cosio,1 A. Grupper,1 
D. Martha,1 M. Mai,2 M. Prieto,1 K. Reddy,3 T. Gonwa,2 R. Heilman.3 
1Transplant Center, Mayo Clinic, Rochester, MN; 2Transplant Department, 
Mayo Clinic, Jacksonville, FL; 3Transplant Department, Mayo Clinic, 
Scottsdale, AZ.
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Introduction. The histology of protocol biopsies independently predicts 5-10 years 
censored graft survival. To minimize alloimmune risk and immunosuppression side 
effects, 3 immunosuppressive protocols (ISP) are used in our programs, targeted to 
specifi c recipient groups. We assessed the relationship between ISP, histopathology 
and formation of donor specifi c antibodies (DSA) 1-2 years post-KTx.
Methods. Included 602 conventional recipients of fi rst living donor KTx, transplanted 
2003-2010. Protocol biopsies were scored by Banff and glomerular changes were 
noted. ISPs: 1) Thymoglobulin, prednisone (P), prograf (FK), mycophenolate mofetil 
(MMF) (Thymo, N=381), used preferentially in high risk recipients, particularly those 
with DSA. 2) Basiliximab, P+FK+MMF (Bax, N=97), used in low risk recipients, 
particularly those older than 65. 3) Alemtuzumab, FK+MMF, no P (Alem-P, N=124), 
used in younger recipients without DSA.
Results. Bax recipients were older (63.3+12 vs Thymo, 50.1+14 vs Alem-P, 49.1+10, 
p<0.0001) and had more acute rejection (AR) during the fi rst 6 months [HR=1.74 
(1.16-2.61), p=0.007] but not after. Alem-P had more AR after year 2 [4.44 (1.67-
11.7), p=0.003]. In 1-2 year biopsies, there were no differences among ISP in 
fi brosis, tubular atrophy, vascular disease or transplant glomerulopathy. However, 
glomerulonephritis (GN) was more common in Alem-P than other ISP [OR=2.91 
(1.29-6.71), p=0.010]. In recipients with pre-Tx GN (N=209), GN developed at 1 
year in 25/133 (19%) of Thymo; 2/36 (5%) of Bax; and 12/22 (35%) of Alem-P 
(p=0.005). In recipients without DSA pre-Tx (N=326), formation of new DSA at 1-2 
years did not differ among ISP. Alem-P gained less weight during year 1 (-0.6+8.8 Kg) 
than Thymo (4.8+15.9) or Bax (2.3+11.8, p<0.0001). There were no differences in 
post-Tx diabetes, GFR or proteinuria at 1-2 years. Over 62+26 months censored graft 
survival did not differ among ISP.Conclusions. It is reassuring that these ISP, when 
used in targeted populations, are not associated with differences in histopathology, 
formation of new DSA, function or survival. Still, the higher incidence of AR in 
Bax (early) and Alem-P (late) and the higher incidence of graft GN in Alem-P raise 
some concerns about long term implications of these ISP.

Abstract# C1793 
Analysis of Predictive and Preventive Factors for De Novo DSA 
in Non-HLA Sensitized Kidney Transplant Recipients. T. Hirai, R. 
Shibahara, Y. Sawada, D. Toki, T. Nozaki, K. Omoto, H. Ishida, K. Tanabe. 
Department of Urology, Tokyo Women’s Medical University, Tokyo, Japan.
Background: Development of de novo donor-specifi c anti-HLA antibodies (dnDSA) 
has been associated with poor graft outcome, although the preventive factor for its 
production is still elusive. We investigated the incidence of dnDSA using sensitive 
technique; single-antigen beads assay (SABA) pre- and post-operatively to evaluate 
predicting and preventive factors for its development.
Material and Methods: We analyzed the incidence of dnDSA within 5 years post-
transplant in 562 living-kidney transplant recipients. All patients were considered 
to be non-HLA sensitized, as determined by the pre-operative negative SABA, 
although they included various ABO blood type compatibilities. In addition to the 
conventional immunosuppression consisting of FK/MMF/MP and basiliximab, 
pre-operative administration of rituximab (Rit) was indicated for 48% of patients, 
mainly for ABO incompatible transplantation.
Results: Development of dnDSA was observed in 27 out of the total 562 patients 
(5%). Chronic rejection was more frequently observed in patients with dnDSA than 
in those without (41% vs. 6%, P<0.001). The dnDSA positive patients showed poorer 
graft survival rates than those who tested negative (fi gure). In multivariate analysis, 
higher likelihood of dnDSA production was observed in male recipients (odds ratio 
6.57, P=0.012) and patients with a higher number of HLA-DR mismatches (odds 
ratio 2.41, P=0.008), while lower likelihood was observed in patients treated with Rit 
induction (odds ratio 0.33, P=0.040). Indeed, the incidence rate of dnDSA was lower 
in the Rit treated group compared to those without Rit (2.2% vs. 7.1%, P=0.007).
Conclusion: Results suggest that Rit induction as a standard immunosuppression 
protocol may have a preventive effect for dnDSA production in the non-HLA 
sensitized low immunological risk patients.

Abstract# C1794 
Individualized Immunosuppression through Risk-Stratifi cation in 
Renal Transplant Patients Preserves Excellent Outcomes. M. Hurrell, 
W. Ally, C. Eymard, G. Vranic, D. Keith, K. Brayman, A. Agarwal. 
University of Virginia Health System, Charlottesville, VA.
Background: There is limited literature for the optimization of immunosuppression 
by risk-stratifi cation according to patient risk factors in renal transplantation. The aim 
of this study is to evaluate graft and infectious outcomes in renal transplant patients 
associated with the implementation of a risk-stratifi ed immunosuppression protocol. 
Methods: This is a retrospective single center cohort study of adult solitary kidney 
transplants from 2011 to 2013 comparing the risk-stratifi ed group to historic controls. 
Risk-stratifi cation was based on immunological risk (sensitization and age) with total 
rabbit antithymocyte globulin (ATG) dosing ranging from 1.5 to 6 mg/kg to target 
absolute lymphocyte counts less than 100 cells/μL. One year actuarial patient and 
graft survival, renal function, and prevalence of rejection were reported. Univariate 
analysis was performed and p<0.05 was consider signifi cant. Results: 109 patients 
underwent renal transplantation: 56 in the historic (HT) and 53 in risk-stratifi ed (RS) 
group. Patient survival (HT: 98% vs. RS: 100; p=ns) and graft survival (96% vs. 
98; p=ns) were comparable between groups. Baseline demographics were similar 
between groups, including % patients undergoing living donor transplants (26% vs. 
21%; p=ns) and % patients with delayed graft function (13% vs. 23; p=ns). In the 
RS group, 45% of patients were low risk. The mean ATG dose for HT group was 
448±138 mg(6.1 mg/kg) as compared to the following RS groups: 263 ±50 mg (3.9 
mg/kg) in the low risk (p<0.05 vs. HT), 487 ±59 mg (6.3mg/kg) in the high risk 
(p=ns vs. HT), and 209±57 mg (3.1 mg/kg) in the elderly groups (p<0.05 vs. HT). 
No difference in renal function, as determined by estimated glomerular fi ltration 
rate, was observed between groups at 3 and 6 months (HT: 60±15 ml/min/1.73m2 vs. 
RS: 61±21; p=ns and 61±17 vs. 59±22; p=ns). Rates of acute rejection were similar 
between the two groups at 3 and 6 months (HT: 14% vs. RS: 13%; p=ns and 20% 
vs. 15%; p=ns). There were more reported infections per patient in the HT group at 
3 and 6 months respectively (1.1 vs. 0.6 and 2.3 vs. 0.9). Conclusions: These data 
demonstrate that a risk-stratifi ed approach to immunosuppression, with ATG dosing 
determined by an individual patient’s rejection risk and maintains excellent clinical 
outcomes. Studies are ongoing to assess the improved value of care in specifi c patient 
populations such as the obese and elderly.

Abstract# C1795 
Low Dose ATG (Thymoglobulin) Induction for Older Kidney 
Transplant Recipients - Single Centre Experience Over 8 Years. 
E. Smith,1 M. Nitschke,1 C. Buerk,2 P. Muck,1 G. Weber,1 I. Derad.1 
1Nephrology, University of Luebeck, Luebeck, Germany; 2Surgery, 
University of Luebeck, Luebeck, Germany.
On the base of the European Senior Program (ESP) kidney transplant recipients 
older than 64 years do accept an old kidney (>64) in order to shorten their time 
on the waiting list. Due to limited capacities of these more marginal kidneys to 
recover from injuries such as rejection or calcineurin inhibitor (CNI) toxicity it is 
important to prevent these further damages. On this background we use a low dose 
induction protocol combining ATG (3 mg/kg body weight divided into two doses 
on day 1 and 2 with cyclosporine 3 mg/kg, mycofenolat mofetil 1000 mg bid and 
methylprednisolon. In order to minimize CNI-induced damage cyclosporine levels 
reache 90 - 110 ng/ml.
Here we present our data on graft function and patient survival of our ESP-group, 
compared to patients who were transplanted during the same epoch, but within the 
regular Eurotransplant allocation program (ETKAS-group) i.e. younger than 65 
years with quadruple immunosuppression including induction therapy (ATG or 
anti-CD25 antibody). 233 (57%) of the 408 kidney transplantations at our centre 
between January 2006 and December 2013 met the criteria described above: 104 
(25%) within the ESP group, and 129 (32%) after ETKAS allocation. The mean 
follow up for the ESP group was 48 month and 53 month for the ETKAS group. 
Table 1 shows patients characteristics and primary outcome data.

ESP n=104 ETKAS n=129 p value
recipient age 69 49 p<0.02
donor age 71 47 p<0.02
cold ischemia time (hrs) 9.9 14 p<0.02
mismatch (n) 4.3 2.4 p<0.02
ATG induction (%) 77 26 p<0.02
creatinine1 (μmol/l) 174 160 p=0.08
creatinine* (μmol/l) 184 180 n.s.
rejection rate (%) 11.5 27 p<0.02
graft survival (%) 58 85 p<0.02
patient survival (%) 74 93 p<0.02
death censored graft survival (%)* 78 90 p<0.05
1) at discharge *) at latest follow up (year 2013)

Conclusion: During a mean follow up of 50 months there was a lower rejection 
rate in our senior patients treated with the ATG induction protocol. Moreover, 
creatinine levels and hospital stay were not worse in this group. Hence, old for 
old transplantation utilizing a low-dose ATG induction protocol seems to be safe. 
Although death censored graft survival in our ESP cohort treated with low dose 
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ATG induction combined with low cyclosporine plasma levels is only 78 % after 48 
months, it clearly exceeds death censored graft survival in the global Eurotransplant 
ESP population which is about 55 %.

Abstract# C1796 
Immune Phenotyping and Efficacy of Low Dose ATG in Non-
Sensitized Kidney Recipients Undergoing Early Steroid Withdrawal: 
A Randomized Pilot Study. B. Smith,1 M. Grafals,2 N. Murakami,1 A. 
Trabucco,2 K. Hamill,2 E. Marangos,2 H. Gilligan,2 J. Pomposelli,2 E. 
Pomfret,2 J. Azzi,1 N. Najafi an,1 L. Riella.1 1Transplantation Research 
Center, Renal Division, Brigham & Women’s Hospital, Harvard Medical 
School, Boston, MA; 2Department of Transplant Surgery, Lahey Clinic 
Medical Center, Burlington.
Rabbit antithymocyte globulin (ATG) is commonly used as an induction agent in 
renal transplant recipients, but the ideal dosage in tacrolimus-based early steroid 
withdrawal protocols has not been established. The purpose of this pilot study was 
to determine the safety and effi cacy of lower dose ATG as induction therapy in low 
immunological-risk kidney transplant recipients.
In this prospective study, 45 patients were randomized (1:1) to our standard dose 
ATG (total dose of 3.75 mg/kg) (sATG) vs. lower dose of 2.25 mg/kg (lowATG). 
All patients received tacrolimus and mycophenolate mofetil and underwent early 
steroid withdrawal within 7 days. The primary end point was biopsy-proven 
acute rejection at 12 months. Prospective immune phenotyping of freshly isolated 
PBMCs was performed at baseline, 3, 6 and 12 months after transplantation. The 
rate of acute rejection was 17% and 10% in the sATG and lowATG, respectively. 
Analysis of PBMCs revealed equal depletion of CD4 and CD8 effector memory 
(CD45RO+CD62Llow) T cells at 3 months post-transplant in both ATG arms 
followed by similar recovery kinetics at 6 and 12 months post-transplant. In 
contrast, Treg/CD4effmem ratio peaked at 3 months with slightly higher trend in 
lowATG compared to sATG. No statistically signifi cant differences were found in 
graft survival, patient survival or infections between the two groups, though there 
was a trend towards more leukopenia(43% vs. 30%), CMV(8% vs. 0) and BK(4% 
vs. 0) infections in sATG group vs. lowATG. Recent thymic emigrants T cells 
(CD4+CD31+CD45RA+) were signifi cantly reduced in both groups post-transplant 
and had no correlation with the incidence of leukopenia. Lastly, a cost saving of 
~US$3,000/patient was seen with lowATG.
In sum, in low immunological risk kidney recipients undergoing steroid withdrawal, 
low dose ATG seems to be safe and effi cacious in preventing acute rejection with 
potentially lower infectious complications and cost savings.

Abstract# C1797 
Transition From Dosing Rabbit Antithymocyte Globulin Using Total 
Body Weight to Adjusted Body Weight Preserves Excellent Outcomes 
in Obese Renal Transplant Patients. M. Hurrell, W. Ally, C. Eymard, 
D. Keith, K. Brayman, A. Agarwal. University of Virginia Health System, 
Charlottesville, VA.
Background: The dosing weight utilized to calculate rabbit antithymocyte globulin 
(ATG) doses for renal transplantation varies according to transplant center and 
includes ideal body weight, total body weight (TBW) and adjusted body weight 
(ABW). However, there is limited literature regarding the optimal dosing weight 
of ATG in obese patients. This study aims to evaluate graft outcomes associated 
with the use of ABW as compared to TBW in renal transplant patients. Methods: 
This is a retrospective single center study of adult obese (BMI  ≥ 30) solitary renal 
transplant patients from 2011 to 2013. All patients received either 4.5 mg/kg ATG 
for immediate graft function or 6 mg/kg for delayed graft function (DGF) based on 
respective dosing weight. One year actuarial patient and graft survival, renal function, 
and prevalence of rejection were reported. Univariate analysis was performed 
and p<0.05 was consider signifi cant. Results: 41 obese patients underwent renal 
transplantation: 28 in the TBW group and 13 in the ABW group. One year patient 
survival (TBW: 96% vs. ABW: 100; p=ns) and graft survival (96% vs. 100; p=ns) 
was comparable. Baseline demographics were similar between groups, including 
BMI (34.1±2.6 vs. 34.1±3.0; p=ns), % patients morbidly obese (BMI >35) (32% 
vs.38; p=ns), and % patients with DGF (14.3% vs. 38.5; p=ns). The TBW group 
received more ATG per patient as compared to the ABW group (542±102 mg vs. 430 
mg±102, p<0.05) or a 21% reduction in total usage. This represents a decreased cost 
of $1,388 per patient ($10,789± 3,663 vs. 9,401±2,246; p<0.05). No difference in 
renal function, as determined by estimated glomerular fi ltration rate, was observed 
between groups at 3, 6, and 12 months post-transplantation (59±16 ml/min/1.73m2 
vs. 57±20; p=ns, 60±19 vs. 56±19; p=ns, 57±22 vs. 51±18; p=ns). Rates of acute 
rejection were similar between the two groups at 3 and 6 months respectively (21.4% 
vs. 14.3%; p=ns and 21.4% vs. 15.4%; p=ns). Conclusions: These data suggest that 
ABW may be safely used to dose ATG while improving value of care through a 21% 
reduction in ATG usage. Utilizing ABW to dose ATG maintains excellent clinical 
outcomes with comparable rates of rejection in obese renal transplant patients.

Abstract# C1798 
Immunoglobulin Induction Therapy in Renal Transplant Recipients - 
Five Year Data of a Prospective Randomized Pilot Study. R. Weimer,1 
B. Bartylak,1 A. Staak,1 F. Renner,1 C. Suesal,2 H. Dietrich,1 L. Rainer,1 
W. Padberg,3 G. Opelz.2 1Department of Internal Medicine, University 
of Giessen, Giessen, Germany; 2Institute of Immunology, University of 
Heidelberg, Heidelberg, Germany; 3Department of Surgery, University 
of Giessen, Giessen, Germany.
Intravenous immunoglobulin (IVIG) administration provides an established treatment 
modality to reverse steroid resistant rejection and to suppress alloantibody formation 
in sensitized recipients. To analyze graft protective effects of IVIG induction therapy, 
we performed a prospective randomized study in 50 renal transplant recipients who 
were randomly assigned to receive 7x10g IVIG and 7x10g iv albumin infusions, 
respectively. Immunological tests were performed up to 3 years, and clinical follow-
up data were analyzed up to 5 years posttransplant.
IVIG induction therapy did not affect sCD30 and sIL1-RA levels. However, 
regulatory autoantibody levels were increased in IVIG patients on day 10 (IgG 
anti-Fab and anti-F(ab)2: p≤0.005; IgA anti-Fab, anti-F(ab)2 and anti-hinge: p<0.05).
IVIG patients showed an enhanced monocyte IL-10 production early posttransplant 
(day 30: p=0.011, unstimulated; p=0.049, LPS), followed by downregulated 
monocyte activation (p=0.024, 4-month neopterin) and profoundly suppressed 
1-year CD4 helper activity compared to non-IVIG patients (p=0.003; logistic 
regression: p=0.001).
However, between IVIG and non-IVIG patients no signifi cant differences were found 
in 5-year patient and graft survival, graft function, incidence of acute rejections and 
chronic graft dysfunction. In non-IVIG patients, serum IgG and IgA levels were 
signifi cantly decreased only within the fi rst 20 days posttransplant compared to IVIG 
patients (p=0.001, IgG; p=0.039, IgA). The incidence of severe infectious disease, 
CMV viremia and CMV disease was not signifi cantly different at any time point.
Our data show that IVIG induction is associated with potentially graft protective 
immunological effects: increased regulatory autoantibody levels and upregulated 
monocyte IL-10 production early posttransplant, followed by downregulation of 
monocyte activation at 4 months and a profound decrease in CD4 helper activity at 1 
year posttransplant. However, no improved clinical outcome (graft outcome; risk of 
infection) was found up to 5 years posttransplant in this cohort of immunologically 
low-risk patients.
DISCLOSURES: Weimer, R.: Grant/Research Support, Astellas, Novartis.

Abstract# C1799 
Comparison of Effi cacy and Safety of Different Induction Therapies 
in Kidney Transplantation From Donation After Cardiac Death. G. 
Chen, X. Lai, J. Qiu, C. Wang, M. Han, X. He, L. Chen. Organ Transplant 
Center, The First Affi liated Hospital of Sun Yat-sen University, Guangzhou, 
Guangdong, China.
Background Thymoglobulin and ATG-Fresenius (ATG-F) are both commonly used 
as induction therapy in kidney transplantation from donation after cardiac death 
(DCD). We carried out a retrospective study to compare the effi cacy and safety 
between these two induction therapies in DCD kidney transplantation.
Method We retrospectively analyzed 255 cases of DCD kidney transplantation 
performed in our hospital from February 2007 to October 2013. The patients were 
divided into two groups based on their induction therapies with thymoglobulin 
(n=188) or ATG-Fresenius (n=67). All patients were followed up for at least 3 months. 
The primary endpoints included delayed graft function (DGF), acute rejection, graft 
loss and patient death. Postoperative complications were also compared between two 
groups, including infection, leucopenia, thrombocytopenia, and tumors.
Results DGF occurred in 36(19.1%) patients in thymoglobulin group versus 
17(25.4%) patients in ATG-F group (p=0.281). However, if we selected the 
patients with increased risk factors for DGF (including donor age>50 years old, 
hypertension history of donor, or cold ischemia time>24 hours), DGF rate was 
9/40(22.5%) in thymoglobulin group versus 9/16(56.3%) in ATG-F group (p=0.015). 
The acute rejection rate was signifi cantly lower in thymoglobulin group (9.6% 
vs. 19.4%, p=0.035). The incidences of infection (15.4% vs. 16.4%), leucopenia 
(12.8% vs. 6.0%), thrombocytopenia(10.1% vs. 13.4%), and tumors(0.5% vs. 0%) 
were comparable between these two groups(p>0.05). 1-year graft survival and 
patient survival were both comparable between two groups( 96.3% and 99.5% in 
thymoglobulin group versus 97.0% and 100% in ATG-F group).
Conclusion Compared with ATG-F, thymoglobulin may reduce acute rejection after 
DCD kidney transplantation, and may decrease DGF rate in patients with increased 
risk factors for DGF. However, 1-year graft and patient survival are comparable 
between these two induction therapies.
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Abstract# C1800 
Induction Therapy Modulates the Proportions of CD14+CD16+ and 
CD14+CD163+ Monocytes in Kidney Allograft Recipients. I. Striz,1 
A. Sekerkova,1 E. Krystufkova,2 E. Brabcova,1 J. Slatinska,3 O. Viklicky.3 
1Department of Clinical and Transplant Immunology, Institute for Clinical 
and Experimental Medicine (IKEM), Prague, Czech Republic; 2Transplant 
Laboratory, Institute for Clinical and Experimental Medicine (IKEM), 
Prague, Czech Republic; 3Department of Nephrology, Institute for Clinical 
and Experimental Medicine (IKEM), Prague, Czech Republic.
Peripheral blood monocytes represent highly effi cient effector cells of innate 
immunity subdivided into different subpopulations by the expression level of 
membrane antigens. A pro-infl ammatory (intermediate/nonclassical) subpopulation 
of monocytes is defined by expression of CD16 while CD163 seems to be 
preferentially expressed by immunosuppressive monocytes. The aim of our 
prospective observational study was to monitore changes of peripheral monocyte 
subpopulations in early phases of kidney allograft transplantation with regard to 
different modes of induction immunosuppressive therapy. In total, 20 healthy controls 
and 71 patients who underwent renal transplantation from a deceased donor were 
enrolled in the study. The phenotype of peripheral blood monocytes was evaluated 
by fl ow cytometry in defi ned time points. In order to assess the direct effect of 
immunosuppressives, the proportions of monocyte subpopulations CD14+CD16+ 
and CD14+CD163+ were evaluated in cultured PBMC exposed to rATG, basiliximab, 
and methylprednisolone. The proportions of peripheral CD14+CD16+ monocytes 
were downregulated immediately after the kidney transplantation and basiliximab 
treatment partially attenuated this trend. The transient downregulation of the 
CD14+CD16+ subpopulation was adjusted to basal values in two months. The 
proportions of CD14+CD163+ monocytes were transiently upregulated early after 
the kidney transplantation and remained higher during the fi rst month in most 
patients. In ATG treated patients, the expansion of CD14+CD163+ monocytes was 
delayed but their upregulation lasted longer. In vitro data showed the direct effect 
of ATG and methylprednisolone on expression of CD16 and CD163 molecules 
while basiliximab did not affect the phenotype of cultured monocytes. We assume 
from our data that kidney allograft transplantation is associated with modulation of 
monocyte subpopulations (CD14+CD16+ and CD14+CD163+) partially affected 
by an immunosuppressive regime used.
Supported by the Grant Agency of the Czech Republic No.: P301/11/1568

Abstract# C1801 
Comparison of Interleukin-2 (Il-2) Blockade in Kidney Transplant 
Patients Randomized to 40mg or 80mg Basiliximab (BSX) With 
Cyclosporine (CsA) or 80mg BSX With Everolimus (EVR). Y. 
Lebranchu,1 C. Legendre,2 P. Merville,2 A. Durrbach,2 L. Rostaing,2 G. 
Thibault,2 G. Paintaud,1 S. Quere,3 F. Di Giambattista,3 M. Buchler.1 
1Hopital Bretonneau, Tours, France; 2for the IDEALE Study Group, 
France; 3Novartis Pharma SAS, Rueil-Malmaison, France.
Background. The IL-2 receptor antibody BSX at a total dose of 40mg is known to 
achieve saturation of the CD25 antigen on activated T-lymphocytes for approximately 
fi ve weeks in kidney transplant patients receiving concomitant CsA, an inhibitor 
of IL-2 production. A total BSX dose of 40mg may be inadequate to achieve CD25 
saturation without concomitant CsA. The effect of higher BSX doses in CsA-free 
patients is unknown.
Methods. In a 12-week, 3-arm, randomized, multicenter, prospective trial of BSX 
pharmacodynamics, 16 de novo KTP at low immunological risk received BSX at a 
total dose of 40mg+CsA (controls, n=3), 80mg+CsA (n=6) or 80mg+EVR (n=7), 
all with mycophenolic acid and steroids. The primary endpoint was the saturation 
kinetics of CD25 receptors by BSX to week 12, measured by the % of CD25+ 
T-cells at specifi ed time points and expressed as saturation AUC (weeks). The AUC 
to week 12 for the % of T-cells binding BSX was also studied. Study recruitment 
ended prematurely due to a high number of biopsy-proven acute rejection (BPAR) 
episodes in BSX 80mg+EVR patients.
Results. Mean [SD] AUC of CD25 saturation was 8.4 [1.6] weeks for BSX 
40mg+CsA, 11.1 [1.1] weeks for BSX 80mg+CsA, and 9.7 [0.7] weeks for BSX 
80mg+EVR. Mean [SD] AUC of basiliximab binding to CD25 receptors was 7.0 
[1.8] weeks, 9.9 [2.2] weeks and 8.4 [0.8] weeks, respectively. Pharmacokinetic and 
pharmacodynamic analyses are currently being undertaken. BPAR occurred in one 
BSX 40mg+CsA patient, one BSX 80mg+CsA patient and four BSX 80mg+EVR 
patients. There were no deaths and one graft loss (BSX 40mg+CsA group). One 
adverse event with a suspected relation to BSX was reported, in the BSX 80mg+EVR 
group (BK virus infection).
Conclusion. BSX at a total dose of 80mg with a CsA-free regimen may achieve 
similar CD25 saturation to 40mg with concomitant CsA during the fi rst 3 months 
post-transplant. Although the total dose of BSX was doubled it did not seem to 
provide adequate immunosuppression in kidney transplant patients to prevent early 
acute rejection when combined with EVR. BSX at a dose of 80mg vs 40mg does not 
appear to be associated with increased BSX-related adverse events.
DISCLOSURES: Lebranchu, Y.: Grant/Research Support, Novartis, Genzyme, 
Pfizer, Roche, Astellas, Other, Novartis, Genzyme, Pfizer, Roche, Astellas, 
Consulting fees. Merville, P.: Grant/Research Support, Novartis, Astellas, Speaker’s 

Bureau, Novartis. Rostaing, L.: Speaker’s Bureau, Novartis. Thibault, G.: Grant/
Research Support, Novartis. Paintaud, G.: Grant/Research Support, Novartis. Quere, 
S.: Employee, Novartis. Di Giambattista, F.: Employee, Novartis.

Abstract# C1802 
A Comparison of Three Induction Therapies On Patients With 
Delayed Graft Function After Kidney Transplantation. A. Umber, 
M. Atiq, Y. Liu, M. Killackey, A. Paramesh, B. Alper, B. Lee, B. Saggi, 
J. Buell, R. Zhang. Tulane University, New Orleans, LA.
Delayed graft function (DGF) after kidney transplant is associated with high risk of 
rejection and inferior graft survival. The optimal induction therapy remains unknown. 
We compare the outcome of different induction with either methyl prednisolone, 
basiliximab or alemtuzumab in patients with DGF.
From 2006 to June 2013, 725 patients received a primary kidney transplant in our 
institute, and 219 (30%) had DGF that required dialysis. Among them, 45 received 
methyl prednisolone (group 1), 76 received basiliximab (group 2) and 98 received 
alemtuzumab (group 3). Protocol biopsies were performed and our maintenance 
consisted of tacrolimus and mycophenolate. Low-dose of steroids was also given to 
patients in group 1 and 2. Basic demographic data were not statistically different in 
the 3 groups. The 1-year cumulative incidence of biopsy-confi rmed and clinically-
treated acute rejection was signifi cantly lower in group 3 (8.2%) than group 1 
(24.4%, p=0.008) or group 2 (17.4%, p=0.07%). About 1/3 rejection episodes were 
diagnosed by protocol biopsy before DGF recovered. The 1-year death-censored 
graft survival was not different among the 3 groups (93.3 % vs. 94.7 % vs. 97 %, 
log rank p=0.81). Multivariable analysis found that alemtuzumab was associated 
with lower risk of rejection (OR 0.63, 95% CI 0.41-0.92; p=0.03).
Our study supports the usage of potent induction (alemtuzumab) in patients with 
(the risk of) DGF, as it decreases the incidence of acute rejection and therefore may 
relax the need of protocol biopsy after kidney transplantation.

Abstract# C1803 
Allograft Failure After Alemtuzumab Induction in Renal 
Transplantation. M. Willicombe, D. Goodall, R. Charif, J. Galliford, 
A. McLean, D. Taube. Renal, Imperial College Kidney and Transplant 
Centre, London, United Kingdom.
Introduction. Alemtuzumab [AZ] is a potent lymphodepleting anti CD-52 
monoclonal antibody, which is used as an induction agent in renal transplantation. 
Early observations suggested that this agent might induce “Prope Tolerance” and 
reduce graft loss from rejection. The aim of this study was to describe the medium 
to long-term outcomes of a large cohort of renal transplant recipients following 
AZ induction.
Methods. We retrospectively studied 927 patients [610(65.8%) male, 446(48.1%) 
living donor, 426(46.0%) caucasian] who received a renal transplant with AZ 
induction, a tacrolimus based and steroid sparing immunosuppressive regime. Mean 
follow up was 4.18±2.36 years.
Results. Overall patient survival at 1,3 and 5 yrs was 98.3%, 94.9% and 92.5% 
respectively. Death censored allograft survival was 96.0%, 90.8% and 87.0% at 1,3 
and 5yrs and the corresponding rejection free survival was 84.2%, 77.9% and 75.2%. 
42/927[4.5%] patients died with a functioning graft.8/927[0.86%] died secondary 
to cardiac causes, 9[0.97%] from malignancy, 9[0.97%] infection,10 [1.08%] cases 
were unknown and 6[0.65%] had other defi ned causes. 104/927[11.2%] allografts 
failed, the causes of which are shown below.

Conclusion. Although AZ induction is associated with good patient and allograft 
survival, rejection remains the leading cause of allograft failure. This is similar 
to outcomes achieved with other lymphodepleting induction agents such as ATG.

Abstract# C1804 
Effi cacy and Safety of a Change in Dosing Weight for Antithymocyte 
Globulin. A. Diamond, N. Alvey, M. Gil, M. Brokhof, J. Geyston, C. 
Crank, S. Jensik, O. Olaitan, M. Hertl, E. Hollinger. Rush University 
Medical Center, Chicago, IL.
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Introduction: Using total body weight (TBW) to calculate antithymocyte globulin 
(ATG) dosing often results in higher patient doses, and may increase risk for infection 
and malignancy as well as cost. However, lower doses of ATG may be associated 
with higher incidence of rejection and graft loss. We examined dosing of ATG for 
induction based on ideal body weight (IBW) instead of TBW. We hypothesize that 
this change will provide similar clinical effi cacy and safety compared with TBW 
dosing, while also providing a signifi cant cost savings.
Methods: 320 patients received a kidney transplant at our institution between July 
2008 and August 2013. 145 patients met inclusion criteria (29 IBW, 116 TBW). 
The primary outcome was incidence of biopsy-proven acute rejection at six months. 
Secondary outcomes included six-month graft and patient survival, total lymphocyte 
count, infectious complications, transplant admission length of stay, and 30-day 
readmission rates.
Results: Patients receiving IBW dosing of ATG had a higher incidence of biopsy-
proven acute rejection at six months compared with those receiving TBW dosing 
(20.7% vs. 7.8%; p=0.04). No differences were seen in graft (96.6% vs. 95.5%; p= 
1.0) or patient survival (100% vs. 96.6%; p=0.6) at six months. Additionally, no 
difference was seen in transplant admission length of stay or total lymphocyte count. 
A cost savings of more than 20% was realized for IBW dosing of ATG.
Conclusions: Initial analysis suggests that while cost is reduced, IBW dosing of 
ATG for induction may be associated with a higher incidence of early acute rejection. 
This does not result in increased rates of graft loss or patient death at six months. 
Costs associated with treating rejection may, however, reduce the cost savings for 
IBW dosing. Follow-up of these patients continues so that we can determine if IBW 
dosing of ATG impacts longer-term graft function and patient survival.

Abstract# C1805 
Post-Kidney Transplant Neutropenia After Alemtuzumab Induction: 
Risk Factors and Graft Outcomes. M. Zachariah,1 M. Fallahzadeh,2 R. 
Gumber,1 A. Kumar,2 S. Patel,1 R. Sharma,1 N. Singh,2 G. Gudleski,1 R. 
Venuto.1 1Departmants of Medicine & Surgery, State University of New 
York at Buffalo, Buffalo, NY; 2Department of Internal Medicine, LSUHSC-
Shreveport, Shreveport, LA.
Background: Neutropenia after alemtuzumab induction is frequent but its 
consequences are unknown.
Methods: We retrospectively studied 179 kidney transplant recipients from 2004-
2009 given alemtuzumab (Campath-1H) induction and maintained on a steroid 
free immunosuppression regimen consisting of tacrolimus and mycophenolate. We 
compared the clinical characteristics and graft outcomes in patients who experienced 
neutropenia with absolute neutrophil count <1500 cells/μL at any time post-transplant 
and received G-CSF vs. those without neutropenia.
Results: No difference was found between the two groups in terms of baseline 
demographics and clinical characteristics except for higher rates of donor and 
recipient CMV seropositive status in the neutropenic vs. non-neutropenic group (61% 
vs. 33%, P=0.001 & 56% vs. 33%, P=0.003). During median follow-up of 44 months 
post-transplant, 108 (61%) patients developed neutropenia. No difference was noted 
between neutropenic and non-neutropenic groups in terms of rejection and graft 
survival on both univariate [Figures 1 & 2] and multivariate cox regression- analysis.

The e-GFR was similar between the two groups at 3, 12, 24 and 48 months. Post-
transplant, the incidence of recurrent glomerulonephritis was higher in neutropenic 
group compared with non-neutropenic group (11% vs. 3%, p=0.048).
Conclusion: Post-kidney transplant neutropenia after alemtuzumab induction is not 
associated with worse graft survival or higher rejection rate but may be associated 
with a higher incidence of recurrent glomerulonephritis.

Abstract# C1806 
Short-Term Outcome of Dual Induction Therapy With Basiliximab 
and Low-Dose Rituximab in Kidney Transplant Recipients. I. Koyama, 
K. Iwadoh, Y. Ogawa, M. Soeno, K. Miki, K. Kai, A. Sannomiya, T. 
Murakami, K. Kitajima, I. Nakajima, S. Fuchinoue. Department of 
Surgery, Kidney Center, Tokyo Women’s Medical University, Tokyo, Japan.
Background
We have previously reported the outcome of rituximab induction protocol combined 
with basiliximab in ABO incompatible kidney transplantation. Unexpectedly, the 
results were equal or superior to those of ABO compatible transplant without 
rituximab. Given the preferable effects of combining T and B cell suppression, 
we extended the indication of rituximab and basiliximab administration to ABO 
compatible transplant and compared the safety and effi cacy of the dual induction 
treatment.
Patients and Methods
This was a retrospective study that analyzed short-term outcome of kidney 
transplantation from living donor using dual induction therapy. Kidney allograft 
recipients who received transplants from 2009 to 2012 were followed for graft 
survival, graft function, rejection free ratio and CMV infection, stratifi ed by induction 
method: rituximab (100 mg iv on day-7) plus basiliximab (group 1; n =12 ) vs. 
basiliximab alone (group 2; n =23 ). As a maintenance immunosuppressive protocol, 
all patients received tacrolimus, mycophenolate mofetil and steroid.
Results
There was no difference in graft survival at 1 year post transplantation between the 
2 groups, which were 100% in group 1 compared with 95.7% in group 2 (p= 0.47). 
Similarly, graft function at 1 year, serum creatinine level, did not differ between 
the 2 groups (1.29 mg/dl in group 1 vs. 1.32 mg/dl in group 2; p = 0.65). Although 
there was no statistical difference, the incidence of biopsy-proven acute rejection 
(BPAR) within 1 year was lower in group 1 (0% in group 1 vs. 13.0% in group 2; 
p = 0.20), and CMV infection within 1 year was less frequent in group 1 (10.0% in 
group 1 vs. 32.1 % in group 2; p = 0.29). 
Conclusion
The combination of rituximab and basiliximab appears to be an effective and safe 
induction therapy for kidney transplant recipients. This result should be validated in 
further long-term post-operative period including evaluation of occurrence of chronic 
antibody mediated rejection and miscellaneous adverse events.

© The Authors. Compilation © The American Society of Transplant Surgeons, The Transplantation Society and the American Society of Transplantation



583

Abstract# C1807 
Three Doses of Thymoglobulin in Kidney Transplant Recipients...a 
Cost-Effective Alternative? M. Gillespie,1 S. Lee,2 F. Shihab,3 L. Smith.3 
1University of Maryland Medical Center, Baltimore, MD; 2University of 
Southern California, Los Angeles, CA; 3University of Utah Health Care, 
Salt Lake City, UT.
INTRODUCTION: Thymoglobulin (rATG) induction is most commonly dosed at 
6 mg/kg in kidney transplant recipients (KTR). We routinely use rATG 4.5 mg/kg 
of actual body weight divided over 3 doses at our institution. We aimed to assess 
safety and effi cacy of our regimen and compare costs to the commonly accepted dose.
METHODS: This was a retrospective study of adult KTR transplanted 10/1/07-
6/30/10 who received rATG 4.5 mg/kg induction. We excluded KTR with graft 
loss/death within 30 days of tx. Outcomes assessed included rejection, pt/graft 
survival, malignancy at 2 yrs; CMV infection and other opportunistic ifxn (OI) at 
1 yr; Neupogen use during viral prophylaxis. Cost analysis used average wholesale 
price (AWP) per Medi-Span®.
RESULTS: 201 KTR were included (mean age 45.6±14.9 yr; 56.2% male; 81.6% 
Caucasian, 0.5% AA). Rejection, pt/graft survival and malignancy at 2 yr were 5%, 
98.5%, 99% and 11.9%, respectively. CMV infection and other OI at 1 yr were 21.9% 
and 19.9%, respectively. Neupogen use during viral prophylaxis occurred in 1% KTR. 
AWP of our regimen is $9,830.86 vs. $13,611.96 for 6 mg/kg, assuming a 75 kg KTR.
# patients 201
CMV D+/R- 19.4%
CMV D+ or -/R- 68.7%
CMV D-/R- 11.9%
Deceased donor 48.7%
Living donor 49.3%
DCD/ECD 2%
PRA 0% 81.1%
PRA > 20% 14.4%
Mean CIT(SD), min 393(401)
Maintenance TAC/MPA 69.2%
Maintenance TAC/MPA/Pred 30.8%
Rejection 11.9%
Patient survival 99%
Graft survival 98.5%
Malignancy 5%
CMV infection 
D+/R-
D+ or -/R-
D-/R-

21.9%
34.1%
61.4%
4.5%

Tissue invasive CMV infection 1.5%
Other OI 19.9%
1 mo mean TAC level(SD), ng/mL 10.7(4.1)
3 mo mean TAC level(SD), ng/mL 9.8(4.3)
6 mo mean TAC level(SD), ng/mL 8.3(3.6)
12 mo mean TAC level(SD), ng/mL 7.6(2.5)
24 mo mean TAC level(SD), ng/mL 7.5(2.9)

CONCLUSIONS: rATG 4.5 mg/kg divided over 3 doses is a safe and effective 
induction in KTR. Furthermore, it is signifi cantly less expensive than the commonly 
accepted rATG dose.

Abstract# C1808 
Minor Variations in Induction Rabbit Anti-Thymocyte Globulin 
Dosing Are Not Associated With an Increased Risk of Infections 
or Rejection. M. Qureshi,1 G. Rahman,1 M. Posner,2 A. Sharma,2 M. 
Behnke,2 S. Posner,2 D. Kumar,1 A. King.1 1Medicine/Nephrology, Virginia 
Commonwealth University, Richmond, VA; 2Transplant Surgery, Virginia 
Commonwealth University, Richmond, VA.
Background: Anti-thymocyte globulin (rATG) is a commonly used induction agent 
in kidney transplantation (KTx). A total delivered dose of 6mg/kg has usually been 
considered optimal. Recently, minor reductions in rATG dose below 6mg/kg were 
reported to be associated with a higher rate of acute rejection (AR). On the other 
hand, a total dose of >6mg/kg has been associated with increased mortality possibly 
due to an increased risk of infections.
Methods: In this retrospective single center study we reviewed the impact of our 
rATG induction protocol which includes administration of four doses of 1.5 mg/
kg, approximated to the nearest 25 mg and limited to a max of 150 mg/ dose. All 
rejection episodes were biopsy-proven. Infections were defi ned as any viral, fungal 
or bacterial infection which required a hospitalization.
Results: A total of 238 adult patients transplanted between June 2010 and June 
2013 were included. A majority of patients were male (152/238; 64%) and African 
American (177/238; 74%). 48% (115/238) were diabetic, 11% (26/238) were re-grafts 
and 36% (78/238) were sensitized (PRA>20%). Ten percent (23/238) patients had 
an at least one episode of AR while 42% (100/238) had at least one documented 
infection. On multivariate analysis, the predictors of bacterial infections included 
a history of diabetes (OR=1.66; p=0.06), female gender (OR=1.6, p= 0.06) and 
deceased-donor kidney origin (OR = 2.0; p=0.04). A history of acute rejection was 
strongly associated with all infections (OR = 1.8, p=0.01). A pre-transplant positive 
fl ow-cytometry cross-match (OR=6.6; p=0.06) and African-American race (OR=4.5; 
p=0.05) were found to be associated with an increased risk of AR. Cumulative 
induction rATG dose (mean=5.9±0.5mg/kg) was not associated with an altered 
risk of rejection or infection.

Conclusions: In this large single-center study which included a representative 
case-mix of high and low-immunologic risk patients we provide reassuring data 
that minor variations in induction rATG dosage are not associated with a heightened 
risk of rejection or infection. Further analysis will be done to evaluate the role of 
maintenance immunosuppression and whether better glycemic control in diabetics 
leads to a lower risk of infections.

Abstract# C1809 
Thymoglobulin Versus Basiliximab Induction Therapy for Kidney 
Transplant From Deceased Donor With Acute Kidney Injury. C. 
Jung,1 H. Jun,1 M. Kim,2 K. Park,1 S. Kim.3 1Department of Surgery, 
Korea University Anam Hospital, Seoul, Korea, Republic of; 2Department 
of Internal Medicine, Korea University Anam Hospital, Seoul, Korea, 
Republic of; 3Organ Transplant Center, Korea University Anam Hospital, 
Seoul, Korea, Republic of.
(Purpose) In the era of donor shortage, using kidneys from deceased donors with acute 
kidney injury(AKI) has signifi cantly increased. However, there has been concerns 
about using AKI graft due to the high incidence of delayed graft function(DGF) and 
acute rejection(AR), negatively affect graft survival. Previous studies have suggested 
that thymoglobulin may delay the introduction of calcineurin inhibitors(CNI) with 
effective prevention of AR and reduce the incidence of DGF. Therefore, this study 
aimed to compare the safety and effi cacy of thymoglobulin and basiliximab induction 
therapy for kidney transplant from deceased donor with AKI. (Methods) A total 
of sixty fi ve cases of deceased donor kidney transplant were performed between 
March 2009 and December 2012 in our center. Forty cases (61.5%) received the 
kidney from the AKI donors. Among the forty cases, thirty two received basiliximab 
and eight received thymoglobulin as the induction therapy. The clinical outcomes 
were compared between these two groups (Results) The renal functional status of 
recipients at 1, 3, 6, and 12 months after kidney transplant and graft survival were 
not signifi cantly different between the two groups. However, there was a trend of 
lower incidence of DGF and slow graft function(SGF) in the thymoglobulin group 
compared to the basiliximab group. ( 63% vs 81%, p=0.35, 75% vs 81% p=0.65) 
The rejection rate was not signifi cantly different between the two groups, but the 
CMV infection rate was statistically higher in thymoglobulin group (P= 0.006). 
(Conclusion) The patients who received a kidney transplant from deceased donor 
with AKI may have benefi ts from the thymoglobulin induction therapy due to 
reduced incidence of DGF and SGF. However, appropriated prophylaxis and close 
monitoring for CMV infection are required.

Abstract# C1810 
A Single Center’s Experience With Adherence to a Newly Implemented 
Risk-Stratifi ed Immunosuppression Protocol in Renal Transplant 
Patients. M. Hurrell, A. Agarwal, C. Eymard, D. Keith, K. Brayman, W. 
Ally. University of Virginia Health System, Charlottesville, VA.
Background: Modern immunosuppression protocols for renal transplantation 
balance the risks of over-immunosuppression, namely infection and drug toxicity, 
against the risk of rejection. There is limited literature for the optimization of 
immunosuppression by risk-stratifi cation according to patient risk factors for 
rejection in renal transplantation. The aim of this study is to evaluate the degree 
of adherence to a newly implemented risk-stratifi ed protocol. Methods: This is a 
retrospective single center study of the immunosuppression orders ordered for adult 
solitary kidney transplants during the risk-stratifi ed (RS) protocol period from 2012 
to 2013. Risk-stratifi cation was based on immunological risk (sensitization and age) 
with total rabbit antithymocyte globulin (ATG) dosing ranging from 1.5 to 6 mg/kg 
to target an absolute lymphocyte count of less than 100 cells/μL. Results: 53 patients 
underwent renal transplantation during the RS period. Patient survival was 100% 
with 98% graft survival. During the initial transplant encounter, 81% of patients 
received the appropriately risk-stratifi ed dose of ATG with the most common reason 
for protocol deviation being patients stratifi ed to the incorrect level of immunologic 
risk. Of the ATG deviations, 50% of patients were dosed below protocol due to 
infection concerns and 50% were dosed above protocol due to rejection concerns. 
More than half (56%) of the patients who received an off-protocol dose of ATG 
were transplanted within the fi rst 3 months of the protocol change. At discharge, 
the majority of patients were sent home on the protocol doses of prednisone and 
mycophenolate mofetil (76.9% and 71.7%, respectively). Slightly more than half of 
the patients were discharged on a dose of tacrolimus equaling 0.05 mg/kg twice daily 
or greater (52.9%), but the majority of patients had the per protocol-driven tacrolimus 
goal trough levels at discharge (88.2%). At one month post-transplantation, less 
than one-third (28%) of patients had tacrolimus trough levels within the designated 
trough levels. Conclusions: Despite an initial learning curve in the transition period, 
the implementation of a risk stratifi ed immunosuppression protocol was successful 
and should translate to decreased infectious complications and excellent outcomes. 
Outpatient dosing and monitoring of tacrolimus may require further optimization 
to reach goal levels.
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Abstract# C1811 
Donor-Specific Transfusions vs. Cyclosporine in Living Donor 
Kidney Transplantation: 30 Year Outcomes. A. Diez, J. Von Visger, 
U. Nori, R. Pelletier, M. Henry, T. Pesavento. The Ohio State University, 
Columbus, OH.
Purpose: To determine differences in long term graft survival of living-donor kidneys 
transplanted using donor-specifi c transfusions vs. cyclosporine
Methods: 147 living-related kidney recipients transplanted between 1982 and 1988, 
were followed for nearly 30 years in this retrospective study. All recipients were 
induced with anti-lymphoblast globulin (ALG) and steroids and received azathioprine 
(AZA) and prednisone as maintenance therapy. 45 recipients received donor-specifi c 
transfusions (DST), 41 recipients did not receive DSA, but received cyclosporine 
(CSA) as maintenance, 10 recipients received DSA and CSA maintenance, fi nally 
51 haploidentical “control” recipients received neither DSA nor CYA.
Results: The DST cohort had a higher incidence of all cause rejection (1.9 per 
subject) as compared to the CSA (1.49 per subject) and control (1.21 per subject), 
however this was not statistically signifi cant (p=0.36, 0.58, 0.69). Similarly 1-year 
and 3-year graft survivals were not statistically different between cohorts. Mean 
death censored graft survival was signifi cantly longer (p<0.01) the control group 
(17.3 years) as compared to the DST (15.76 years), and CSA (14 years) cohorts. 
Albeit the CSA cohort showed a signifi cantly decreased survival at 8 years (p=0.049), 
overall Kaplan Meier survival curves with Log Rank (Mantel-Cox) analysis were 
not statistical signifi cant for differences between the cohorts.

Conclusions: With the introduction of CSA, DSA was abandoned as the later resulted 
in signifi cant recipient pre-sensitization; however despite decreased incidence of 
rejections with CSA long term outcomes of these recipients are no better than those 
who received DST or were well matched and received “inferior” immunosuppression 
with AZA and prednisone alone.
DISCLOSURES: Henry, M.: Other, Novartis, Consultant.

Abstract# C1812 
Comparison of Once-Daily and Twice-Daily Low-Dose Tacrolimus in 
Living Related Kidney Transplantation -Prospective Trial of Once-
Daily vs. Twice-Daily Tac -3 Years Second Report. T. Tsuchiya, T. 
Nozaki, M. Inui, T. Shimizu, O. Kazuya, H. Ishida, K. Tanabe. Department 
of Urology, Tokyo Women’s Medical University, Tokyo, Japan.
Background; A prolonged-release formulation of Tacrolimus (Tac-QD) has been 
developed to allow once-daily dosing with a similar safety and effi cacy profi le to 
that of twice-daily tacrolimus (Tac-BD). Previously, we reported a comparison of 
the safety and pharmacokinetics between Tac-QD and BD in the early phase after 
kidney transplantation. In this study, we report longer-term results in the same 
recipient population 3 years after the aforementioned prospective study. Materials 
and methods; Between November 2009 and January 2011, 130 consecutive adult 
patients were randomized to receive either low-dose Tac-QD or Tac-BD. The 
transplant operation was cancelled due to other reasons after enrollment in this study 
in 9 cases. During the 3- to 5-years’ observation period, the treatment was switched 
from Tac-BD to Tac-QD in 5 cases, and from Tac-QD to Tac-BD in 2 cases. The drug 
itself was switched from tacrolimus to cyclosporine in 2 cases. One patient died and 
5 cases lost their grafts. In the remaining 106 cases included as the subjects of this 
study, we examined the patient and graft survival rates, the incidence rates of graft 
rejection, the serum tacrolimus trough level, and the total oral dose of tacrolimus.
Results; The patient survival rates are 100% and 98% in the QD and BD groups. 
The graft survival rate is 98% in both groups. The current tacrolimus dose is 2.9±1.7 
mg/day in the QD group and 2.4±1.2 mg/day in the BD group (P=0.32). The mean 

tacrolimus trough level is 5.1±0.9 ng/ml in the QD group and 5.0±1.1 ng/ml in 
the BD group (P=0.81). There is no statistically signifi cant difference in the graft 
function between the QD and BD groups (serum creatinine level; 1.2±0.4 mg/dl in 
the QD group vs. 1.1±0.2 mg/dl in the BD group; P=0.55). The incidence rate of 
acute/chronic T cell-mediated rejection until 3 years after Tx was 10% (2/19) in the 
QD group and 12 % (3/25) in the BD group (P=0.95). The incidence rate of acute/
chronic antibody-mediated rejection until 3 years after Tx was 5% (1/19) in the 
QD group and 8% (2/25) in the BD group (P=0.87). There has been no signifi cant 
difference in the graft rejection rate, CNI toxicity, incidence of BK nephropathy and 
recurrence of IgA nephropathy between the two groups. Conclusion; The clinical 
effi cacy and safety profi le of Tac-QD and Tac-BD are almost the same, even 3 to 5 
years after kidney transplantation.

Abstract# C1813 
C12 Measurement With Nocturnal Dosing of Tacrolimus Extended-
Release Formulation Shows High Correlation to Daily Exposure. M. 
Miura,1 Y. Itoh,2 H. Higashiyama,1 T. Tamaki.1 1Department of Urology 
and Renal Transplantation, Sapporo Hokuyu Hospital, Sapporo, Japan; 
2Department of Nephrology, Sapporo Hokuyu Hospital, Sapporo, Japan.
Objectives: Tacrolimus (TAC) dose is generally adjusted using trough levels (C0). 
A trend to reduce target TAC levels is observed but the measurements of blood 
levels become unstable at lower concentration. The extended-release formulation 
of tacrolimus (TACER) is given as a single morning dose. Patients occasionally fail 
to suspend taking the pills before drawing blood. We have previously reported that 
C12 has higher correlation with the area-under-the-concentration-curve (AUC) than 
C0. We hypothesized that giving TACER in the night and measuring TAC level in 
the morning as C12 will bring the following merits: 1) the measured C12 values will 
be higher than C0, 2) higher correlation with AUC, 3) no failure to measure C12.
Methods: A hundred AUC measurements were collected from the recipient during 
hospital stay for various reasons. TACER was switched to a single nocturnal dose 
at identical doses and given at 9pm and blood levels were measured at 0, 1, 3, 6, 12 
hours. Trapezoidal AUC was calculated. Correlation of each time point with AUC 
was analyzed. AUC was compared between the morning and nocturnal dosing in 
the same recipients. Drug adherence of TACER was also compared.
Results: C12 showed the highest correlated with r2=0.9666. C0 showed lower 
correlation (r2=0.8971). C12 was signifi cantly higher than C0. There was no 
difference between the AUC of morning and nocturnal dosing. Nocturnal dosing 
did not impair drug adherence.
Conclusions: C12 measurements with nocturnal dosing of TACER provides stable 
measurements with high correlation to AUC.

Abstract# C1814 
Pretransplant Analysis of CYP3A5 Gene Polymorphism Allows 
Consistent Tacrolimus Administration in Kidney Transplant 
Recipients. M. Miura,1 Y. Itoh,2 H. Higashiyama,1 T. Tamaki.1 1Department 
of Urology and Renal Transplantation, Sapporo Hokuyu Hospital, 
Sapporo, Japan; 2Department of Nephrology, Sapporo Hokuyu Hospital, 
Sapporo, Japan.
Objectives: Tacrolimus is mainly metabolized by CYP3A5 at the intestinal epithelium 
and the liver. The aim of this study was to obtain an initial stable drug exposure of 
tacrolimus (TAC) by analyzing CYP3A5 gene polymorphism.
Methods: 49 live-donor kidney recipients were included in this study. CYP3A5 
*1 and *3 alleles were analyzed in 21 recipients pretransplantly. *3 homozygous 
cases were designated as non-expressor and *1 hetero- and homozygous cases were 
designated as expressor. Initial dose of TAC extended-release formulation (TACER) 
was 0.075mg/kg in non-expressors and 0.15mg/kg in expressors and started at day 
-4. TAC doses were adjusted to achieve a target AUC0-24 of 180ng.hr/mL initially and 
150 at 3 months posttransplant. AUC was calculated with limited sampling estimation 
formula using C0, C1, C3 and C6 at day -1, 1, 2, 4 and 12 weeks posttransplant. 
Coeffi cient of variation (CV), AUC per dose/body weight, Cmax/C0 ratio and AUC/
C0 ratio were compared among expressor, non-expressor and non-analyzed groups.
Results: AUC at day -1 was 184±69, 154±16, 253±146 in non-expressor, expressor 
and non-analyzed group, respectively. CV was 38%, 11%, 58% in each group. AUC 
per dose/body weight was 2460±907, 1050±131, 2653±1417, respectively. Cmax/C0 

ratio was 2.8±1.4, 4.0±2.3 in the non-expressor and expressor groups and AUC/C0 
ratio was 36.8±13.0, 46.1±17.0, respectively. These ratio were signifi cantly higher 
in the expressor group.
Conclusions: *1 allele expressors required higher doses to obtain the same AUC 
and C0 was lower when the AUC was the same. CYP3A5 gene analysis enabled 
drug dosing with low variation in drug exposure.
DISCLOSURES: Miura, M.: Grant/Research Support, Novartis Pharma.

Abstract# C1815 
Choice of Induction in HIV-Infected Kidney Transplant Recipients 
and Its Impact On Transplant Outcomes. W. Manitpisitkul, T. Sparkes, 
M. Pickard, B. Masters, S. Bartlett, C. Davis, A. Amoroso, M. Weir, A. 
Haririan. University of Maryland Medical Center, Baltimore.
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Purpose: The introduction of highly active antiretroviral therapy (HAART) has 
made kidney transplantation among HIV-infected patients possible. Despite the 
improvement in overall transplant outcomes, the incidence of acute cellular rejection 
(AR) in this population is high. The reasons for this have not been fully studied. We 
sought to examine the association of induction agent with AR and graft outcomes 
in these patients.
Methods: From 2003 to 2013, our institution performed 45 renal transplants in 
HIV-infected individuals. 34 (75.6%) patients received basiliximab (BSX) and 11 
(24.4%) received lymphocyte depleting (LD) agents. Mean follow up time were (43 
± 24) months in BSX and (15 ± 7) months in LD group.
Results: Patient and transplant-related characteristics are summarized in Table 1.
Variable Basiliximab (n=34 ) Lymphocyte Depleting (n=11 )
Age (yrs) 47.3±9.5 52.4±8.8
Male Gender, n (%) 25 (73.53) 6 (54.55)
African American 31 (91.18) 11 (100)
Cause of CKD
HIVAN
HIV Immune Complex
Diabetic nephropathy
HTN nephropathy

14 (41.18)
2 (5.88)
3 (8.82)
14 (41.18)

6 (54.55)
0 (0)
1 (9.09)
4 (36.36)

DM 5(14.71) 1(9.09)
HCV 13(38.24) 4(36.4)
CMV MM 0 1(9.09)
HLA MM 4.8 ± 4.2 5.3 ± 0.82
Deceased Donor 28 (82.35) 10 (90.9)
DGF 67.65 72.7

Graft function, evidenced by SCr, was similar between groups at 3 months (1.79 
± 0.74 vs 2.09 ± 1.4, p = 0.36), 6 months (1.89 ± 1.41 vs 2.28 ± 1.94, p = 0.49), 
and 1 year (1.97 ± 1.38 vs 2.15 ± 1.59, p = 0.11). AR rates were similarly high in 
both groups.

There were 10 (29.4%) graft losses in the BSX and 3 (27.2%) in the LD group. 5 
patients in the BSX group (14.7%) and none in the LD group died during the follow 
up period (P=0.3).
Conclusions:  Our study showed a relatively high incidence of acute cellular 
rejection in HIV-positive renal transplant recipients. The choice of induction agent 
did not impact acute rejection rate, allograft function, and patient or graft survival.

Abstract# C1816 
A Factor of Predicting the Area Under the Curve of Mycophenolic 
Acid in Japanese Renal Transplant Recipients Under Maintenance 
Therapy. Y. Satoshi,1 O. Yoshinori,2 S. Hideo,1 H. Nobuo,1 S. Seiichi,2 
U. Shinichirou.1 1Hospital Pharmacy, Faulty of Medicine, University of 
the Ryukyus, Okinawa, Japan; 2Urology, Faulty of Medicine, University 
of the Ryukyus, Okinawa, Japan.
[Objective] Mycophenolate mofetil (MMF) is an immunosuppressive drug,which 
is converted to its active metabolite mycophenolic acid (MPA) and the area under 
the curve from 0 to 12 h (AUC0–12) of MPA is used as an index to quickly monitor 
therapeutic drug levels in the early post-transplant period. A target range of between 
30 and 60 μg·h/mL MPA-AUC0–12 has been suggested but frequent blood sampling 
is required to calculate MPA-AUC0–12. However, the target range of MPA-AUC0–12 

or maintenance doses of MMF more than 6 months after renal transplantation 
have not been clarifi ed. Therefore, the aim of this study was to investigate MMF 
pharmacokinetics and a factor of predicting MPA-AUC0–12 in outpatients who were 
taking MMF at a maintenance dose.
[Methods] Forty-three Japanese patients (19 men; 24 women) who had undergone 
renal transplantation 6 months previously were enrolled in this study. Mean age 
was 52.5 ± 11.0 years and mean body weight was 56.2 ± 11.0 kg. MPA plasma 
concentrations were measured using high-performance liquid chromatography at the 
following 5 time points: pre-dose, 0.5, 1, 3, and 4 h after oral MMF administration. 
MPA-AUC0–12 was calculated from MPA concentrations at 0.5, 1, and 3 h using 
validated algorithms.

[Results] The average dose and the dose/body weight of MMF were 581 ± 206 mg/
day and 10.3 ± 3.2 mg/kg, respectively. The average of all MPA-AUC0–12 was 36.1 
± 18.6 μg·h/mL and the average MPA-AUC0–12 at 250 mg/day (n = 5), 500 mg/day 
(n = 24), 750 mg/day (n = 9), and 1000 mg/day (n = 5) was 25.2 ± 10.9, 30.1 ± 
11.2, 50.6 ± 22.4, and 51.2 ± 24.0 μg·h/mL, respectively. There was a moderate 
correlation between the MMF dose and the MPA-AUC0–12 (MPA-AUC0–12 = 3.297 
× dose/body weight + 2.010, r2 = 0.33). In addition, there was a high correlation 
between the MPA concentration at 3 h and MPA-AUC0–12 (MPA-AUC0–12 = 6.515 × 
3 h concentration + 12.955, r2 = 0.86).
[Conclusions] Our results suggest that the dose/body weight of MMF or 1-point blood 
sampling at 3 h after MMF administration can predict MPA-AUC0–12 in transplant 
recipients 6 months after renal transplantation. The observed correlation can remove 
the need for frequent blood sampling in these patients but Further validation of 
predictive value is needed in a large number of patients.
DISCLOSURES: Yoshinori, O.:  Grant/Research Support, CHUGAI 
PHARMACEUTICAL CO., LTD.

Abstract# C1817 
A Meta-Analysis: Comparative Effi cacy and Safety of Mizoribine 
With Mycophenolate Mofetil for Asian Renal Transplant Recipients. 
S. Xing,1 J. Yang,2 X. Zhang,1 P. Zhou.1 1Institute of Organ Transplantation, 
Tongji Hospital, Tongji Medical College, Huazhong University of Science 
and Technology, Wuhan, Hubei, China; 2Department of Gerontology, 
Tongji Hospital, Tongji Medical College, Huazhong University of Science 
and Technology, Wuhan, Hubei, China.
Mizoribine (MZR) with its high safety and low cost has been widely used in Asia. It 
has been questioned whether high or low does of MZR could obtain the effi cacy and 
safety similar to mycophenolate mofetil (MMF) following renal transplantation. This 
meta-analysis was done to compare the effi cacy and safety of high- or low-dose MZR 
with MMF for immunosuppressive therapy in renal transplantation. Available data 
comparing MZR with MMF in renal transplant recipients were searched. Subgroup 
analysis was conducted according to the administration dosage of MZR. Trials were 
pooled using Meta-analysis software, confi dence intervals were set at 95%. Results 
Altogether 1149 Asian patients from 7 RCTs and 9 cohort studies were included. 
The effi cacy of different MZR dose put on par with MMF, but the safety was better 
than MMF. Specifi cally, recipients taking MZR favour signifi cantly fewer episodes 
of leucocytopenia [RR 0.40 (0.26, 0.60)], gastrointestinal disorder [RR 0.54 (0.40, 
0.73)], CMV infection [RR 0.47 (0.34, 0.64)] and more favorable outcome of hepatic 
dysfunction, although the difference failed to reach a statistical signifi cance [RR 
0.67 (0.44, 1.00)]. Unfortunately, hyperuricemia was signifi cantly obvious in MZR 
group [RR 1.96 (1.47, 2.61)]. MZR is an effective and safe immunosuppressive agent 
and high-dose MZR can be recommended as an alternative to MMF following adult 
renal transplantation in Asia, but hyperuricemia and liver damage should be closely 
monitored during the medication period.

Abstract# C1818 
The Pharmacokinetics & Pharmacodynamics of TOL101, a Murine 
IgM Anti-Human alpha beta T Cell Receptor Antibody in Renal 
Transplant Patients. D. Getts,1,2 W. Kramer,3 A. Wiseman,4 S. Flechner.5 
1Northwestern University, Chicago; 2Tolera Therapeutics, Kalamazoo; 
3Kramer Consulting, North Potomac; 4University of Colorado, Denver; 
5Cleveland Clinic Foundation, Cleveland.
Background: TOL101 is a murine IgM that is highly selective anti-αβ TCR that 
recently completed phase 2 testing in primary renal transplant patients.
Objectives: This study was undertaken to determine the pharmacokinetic, 
pharmacodynamic, and immunogenic profi le of TOL101.
Methods: Nine cohorts (2-6 patients) (ranging from 0.28, 1.4, 7, 14, 28, and 42 mg) 
received at least 5 daily doses of TOL-101 at successively higher administered doses. 
Semi-logarithmic graphs of serum TOL101 concentration versus time supported the 
use of one-compartment intravenous infusion pharmacokinetic model. The model 
was parameterized in terms of serum clearance (CL) and volume of distribution (Vd).
Results: There was a trend toward a decrease in serum clearance (CL) as the dose 
increased from 1.4 mg to 28 mg. However, the mean values for CL and Vd were 
consistent across the cohorts that received 28, 32, and 42 mg. The mean ± standard 
deviation t½ for these 5 cohorts ranged from 15.1 ± 7.35 hours to 28.6 ± 8.46 hours, 
with an overall mean of 23.8 hours, supporting both daily as well as fi xed (that is not 
based on weight) dosing. Using CD3+ ≤ 25 cells/μL as the primary pharmacodynamic 
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marker all non-responders were in the 0.28mg, 1.4 mg or 7 mg cohorts, suggesting 
that starting doses above 14 mg are required. Finally, 1 patient out of 36 was found 
to have anti-drug-antibody.
Conclusions: Together the data show that while TOL101 is a highly potent anti-TCR 
antibody, its pharmacological profi le is somewhat versatile, allowing for daily dosing, 
without immunogenicity concerns.
Clinicaltrials.gov registration number NCT01154387
DISCLOSURES: Getts, D.: Other, Tolera, Consulatant. Wiseman, A.: Grant/
Research Support, Tolera. Flechner, S.: Grant/Research Support, Tolera.

Abstract# C1819 
ABO Incompatible Kidney Transplantation Without Plasmapheresis 
and/or Plasma Exchange, Immunoadsorption and IVIG. T. 
Kawamura,1 Y. Hyodo,1 H. Nihei,1 T. Yanagisawa,1 T. Yonekura,1 K. 
Nishikawa,1 J. Hashimoto,2 Y. Takahashi,2 Y. Hamasaki,2 S. Shishido,1 
K. Sakai,1 A. Aikawa.1 1Nephrology, Toho University, Tokyo, Japan; 
2Pediatric Nephrology, Toho University, Tokyo, Japan.
[Aim] The aim of this study is to evaluate whether ABO incompatible 
kidney transplant (ABOi) recipients with low titer of anti-donor blood group 
antibody (ADBGAB) need plasmapheresis (PP) and/or plasma exchange (PE), 
immunoadsorption (IA) and IVIG pre- and post-transplantation (Tx).
[Methods] Ten ABOi recipients were entered in this study. The low titer of ADBGAB 
was defi ned below 32 folds or equal (≤ x32). As desensitization, rituximab 100mg was 
administered 10 days and 1 day before Tx. Mycophenolate mofetile (MMF) 20mg/
kg/day, methylprednisolone (MP) 8-16 mg/day and cyclosporine (CyA) or tacrolimus 
(FK) were given from 10 to 0 day before Tx. CyA and FK doses were adjusted in 
terms of trough level, 200 and 10 ng/ml, respectively pre-Tx. All 10 recipients 
never had PP and/or PE , IA and IVIG pre- and post-Tx. Immunosuppression was 
consisted of basiliximab, CyA (n=5) or FK (n=5), MMF and MP post-Tx. Clinical 
acute rejection, subclinical rejection and viral infections were studied.
[Patient Background] The recipient and the donor ages at Tx were 31.4 ± 16.0 
(4~52) and 50.4 ± 10.0 (37~60) years, respectively. The recipient and the donor 
genders were 8 and 3 males, respectively. No recipients had donor specifi c HLA 
antibody. ABO incompatible matches were 4 (A to B), 2(B to O), 1 (A to O), 2 (AB 
to B) and 1 (AB to A). The titers of ADBGAB pre-Tx were x32 in 1, x8 in 1, x2 
in 3, and x1 in 5 recipients. The relations of donor to recipient were 4 mothers, 2 
fathers, 2 wives, 1 brother and 1 sister. HLA mismatches were 5 in 1, 3 in 3, 2 in 4, 
1 in 1 and 0 in 1 recipients.
[Result] All 10 recipients have so far survived and kept good renal function (recent 
serum Cr; 0.3 ~ 1.67mg/dl). The mean of post-Tx period was 14 months (2~40 
months). The highest titers of ADBGAB were x8 in 2 and x1 in 8 recipients post-
Tx. All 10 recipients never had clinical acute rejection. Protocol biopsy showed 
borderline change in 1 recipient at 3 and 12 months post-Tx. CMV infection without 
any symptoms was diagnosed by antigenemia method in 1 recipient. BK virus was 
positive in urine but not in blood in 1 recipient. One recipient had herpes zoster 
infection. Leukopenia (WBC≤2000) occurred in 2 recipients.
[Conclusion] ABOi recipients with low titer of ADBGAB do not need PP and/or 
PE, IA and IVIG pre- and post-Tx.

Abstract# C1820 
Is Induction With Interleukin 2 Receptor Antagonists Comparable 
to Anti Thymocyte Globulin in Elderly Deceased Donor Renal 
Transplant Recipients? A. Patel,1 O. Abu-Romeh,1 A. Kotian,1 S. Patel,1 
V. Karthikeyan,1 M. Goggins,1 K. Venkat,1 L. Yessayan.2 1Transplant 
Institute, Henry Ford Hospital, Detroit, MI; 2Division of Neprology and 
Hypertension, Henry Ford Hospital, Detroit, MI.
Outcomes of induction with Interleukin 2 Receptor Antagonists (IL2RA) in elderly 
deceased donor renal transplant patients are not well studied. The objective of this 
study was to evaluate the 1 year effi cacy and safety of ILR2A compared with Anti 
Thymocyte Globulin (ATG) in elderly deceased donor renal allograft recipients.
We retrospectively reviewed deceased donor renal allograft recipients (n=153) greater 
than 60 years of age, who received either IL2RA (n=52) or ATG(n=101) induction 
therapy between January 2004 and December 2011. The 1-year graft and patient 
survival, event-free survival from acute rejection and urinary tract infection (UTI) 
were calculated by the Kaplan-Meier product limit estimator and survival curves 
were compared using the Log-Rank test. The cumulative incidence of delayed 
graft function (DGF) between the two groups was compared using Chi-square test 
of association.
Results: Mean age of the recipients was 65.31 ± 3.96 years for ATG group and 67.71 
± 4.98 years for IL2RA group. There were no statistically signifi cant differences in 
1-year graft survival (p=0.3044), patient survival (p=0.8575), and acute rejection 
rate (p=0.7643) between the two groups.

The cumulative incidence of DGF was also similar between the two groups 
(thymoglobulin 52% versus IL2RA 36%; p=0.1814). However, the hazard ratio for 
UTI was higher in recipients of ATG compared to IL2RA recipients (Hazard ratio: 
2.568 [95% confi dence interval:1.254-5.257]); p=0.0099).
Conclusion: In elderly transplant recipients, induction with IL2RA induction was 
associated with comparable acute rejection rates as with ATG. DGF, one-year patient 
survival and graft survival were similar between the two groups. ATG was associated 
with higher risk for UTI. Given the fraility of elderly population, IL2RA appears to 
be a good induction agent. Data for other complications like leucopenias, viral and 
other bacterial infections are being studied further.

Kidney: Deceased Donor Outcomes
 Tuesday, July 29, 2014
 9:30 AM - 6:30 PM
 Exhibit Hall

Abstract# C1821 
Effects of Prolonged Cold Ischemia On Intragraft Gene Expression 
Profi les. M. Ajaimy,1 P. O’Brien,2 Y. Bao,1 A. Golden,2 E. Akalin.1 
1Einstein-Montefiore Transplant Program, Bronx; 2Computational 
Genomics Facility, Albert Einstein College of Medicine, Bronx.
Background: Deceased-donor (DD) kidneys are at higher risk for ischemia/
reperfusion injury leading to increased infl ammatory mediators and innate immune 
response. We aimed to investigate the effects of prolonged cold ischemia on intragraft 
molecular gene expression profi les of DD kidneys comparing to living-donors (LD) 
before and after transplantation using microarrays.
Methods: There were 20 pre-implantation kidney biopsy samples (10 LD and 10 
DD). The cold ischemia time (CIT) was < 24 hours in 7 and > 24 hours in 3 DD 
kidneys. There were 15 post-transplant biopsy samples from DD (8 had CIT < 24 
h and 7 had > 24 h) with the diagnosis of acute tubular necrosis (ATN) which were 
compared to 9 normal transplant biopsies. The gene expression profi les were studied 
by Affymetrix HuGene 1.0 ST expression arrays.
Results: There were 336 differentially expressed genes when pre-implantation DD 
biopsies were compared to LD biopsies (Both False discovery rate p<0.05 and fold 
change >2). Pathogenesis based transcripts (PBT) showed increased transcripts 
associated with injury and response (IRIT), Cytotoxic T-cell (CAT), Natural-Killer 
cell (NKAT), Constitutive Macrophage (CMAT), and Gamma Interferon (GRIT) in 
DD samples compared to pre-implantation LD biopsies. There was no difference in 
T-regulatory cell (TREG), B-cell (BAT), and Endothelial cell (ENDAT) associated 
gene transcripts between 2 groups. However, there was no statistically signifi cant 
difference in expression of any PBTs studied when biopsies with CIT > 24 hours 
compared to biopsies with CIT < 24 hours. There was also no difference in expression 
of any PBTs studied in post-transplant DD biopsies with the diagnosis of ATN 
compared to normal transplant biopsies (Table, P-value for signifi cance <0.05).
Conclusions: Pre-implantation DD biopsies showed increased expression of gene 
transcripts associated with infl ammatory mediators (IRIT and GRIT) and innate 
immune response involving NKAT and CAT compared to LD kidneys. However, 
increased CIT does not change the intragraft gene expression profi les before and 
after transplantation.
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PBTs
DD vs 
LD (pre-
implantation)

CIT > 24 hours vs < 24 hours 
(preimplantation)

CIT > 24 hours vs < 24 hours 
(posttransplant)

KT 0.88 0.69 0.22
IRIT 0.01 0.67 0.73
GRIT 0.007 0.25 0.95
CAT 0.01 0.09 0.97
TREG 0.13 0.29 0.96
BAT 0.17 0.42 0.90
NKAT 0.01 0.64 0.99
CMAT 0.025 0.08 0.93
ENDAT 0.23 0.59 0.99

Abstract# C1822 
Improved Long-Term Graft Survival After Deceased Donor Kidney 
Transplantation in the United States From 1988 to 2007. D. Zhu,1,2,3 
J. Cai,3 R. Rong,1,2 M. Xu,1,2 P. Terasaki,3 T. Zhu.1,2 1Urology, Zhongshan 
Hospital, Fudan University, Shanghai, China; 2Shanghai Key Laboratory 
of Organ Transplantation, Zhongshan Hospital, Fudan University, 
Shanghai, China; 3Terasaki Foundation Laboratory, Los Angeles, CA.
Introduction: Short-term renal graft survival has been increased dramatically. 
However, it is still not clear if long-term graft survival improved over time.
Methods: We performed a retrospective graft survival analysis of kidney transplant 
patients registered in the United Network of Organ Sharing (UNOS) registry from 
1988 to 2007 with follow-up to 2012. Only primary solitary adult deceased donor 
kidney transplants were selected. Three eras of transplantation were divided: 
era1(1988-1994), era2(1995-2001) and era3(2002-2007).
Results: There were proportionately more older recipients and donors, African 
American recipients and donors, and higher recipient body mass index, HLA 
mismatch and PRA in recent cohorts.

era1 era2 era3 era3-era1
1988-1994 1995-2001 2002-2007

Age (>=60) 8.6% 15.0% 26.4% 17.8%
Donor age (>=50) 17.8% 25.4% 28.8% 11.0%
Race (AA) 26.3% 30.1% 32.1% 5.8%
Donor race (AA) 10.3% 11.0% 12.6% 2.3%
BMI (>=35) 14.7% 22.4% 30.6% 15.9%
CIT (>=24hr) 46.4% 33.7% 24.9% -21.5%
HLAmis (>3) 57.0% 54.2% 68.8% 11.8%
PRA (>=20%) 8.9% 7.1% 10.7% 1.8%

The one-year death-censored graft survival increased from 80.1% to 94.4% and 
fi ve-year survival from 78.0% to 86.4%. Ten-year (1988-2002) survival increased 
from 55.9% to 65.6%. Compared to era1, the one-year and fi ve-year death-censored 
graft survival of era3 increased signifi cantly 9% and 7.2% respectively.

It is worth to be noted that the one-year survival improved mainly before 1997-11.1% 
of total 14.3%. And the fi ve-year and ten-year (1988-2002) survival stayed stable 
before 1996 and elevated 7.2% and 9.2% respectively after that. This phenomenon 
was consistent with the evolvement of immunosuppressant. Death with graft function 
(DWGF) was the most important reason for graft failure that accounted for 42%.
Conclusions: The long-term survival of kidney grafts was underestimated for long 
time. It is a feasible path to improve further long-term outcome by multidisciplinary 
cooperation to reduce DWGF.

Abstract# C1823 
Utility of Flow Crossmatch Testing in the Era of the Solid Phase 
Assay. R. Odusote, S. Patel, R. Crew, H. Morris, S. Mohan. Columbia 
University, New York, NY.
INTRO: Detecting anti-HLA antibodies is a cornerstone of pre-transplant 
immunologic risk assessment. Improved solid phase assays can detect donor specifi c 
antibodies (DSA) at lower levels than ever before. To determine if the fl ow cytometry 
crossmatch(FXM) still has utility, we compared the outcomes of deceased donor 
kidney transplants (DDRTx) in patients with DSA detected by Luminex®, stratifi ed 
by positive or negative FXM.
METHODS/RESULTS: From 1/2011-12/2013, we performed 323 DDRTx, 64 of 
whom had DSA detected by Luminex® assay. Of these, 31 were FXM(+) and 33 
were FXM(-). Demographics, induction therapy, type of DSA, and MFI of dominant 
DSA were not different between groups. Rejection rates were high overall(30% & 
52%), though only rates of AMR were signifcantly higher in the FXM(+) group. 
There were no differences in time to rejection, renal function, or graft survival.

FXM(-) FXM(+) p value
N 33 31 NS
Age(range) 54.7(28-74) 52.5(18-76) NS
Male 48% 39% NS

Induction
RATG:23
basiliximab:6
Campath-1H:4

RATG:21
basiliximab:5
Campath-1H:5

NS

Class 1 DSA only- N (MFI range)* 12 (1000-12,200) 14 (1000-16,500) NS
Class 2 DSA only- N (MFI range)* 14 (1200-12,200) 7 (1000-18,000) NS
Both class 1 & 2 DSA- N (MFI range)* 7 (1100-11,600) 10 (1100-10,100) NS
Overall rejection rate- N (%) 10 (30%) 16 (52%) 0.08
Rejection type
AMR only
ACR only
AMR + ACR

5 (15%)
5 (15%)
0

12 (39%)
1 (3.2%)
3 (9.7%)

0.001**

Mean time to rejection- days (range) 30 (7-87) 52.9 (4-605) NS
Creatinine at rejection 4.2 5.7 NS
1 year creatinine 1.8±0.8 1.5±0.6 NS
Most recent creatinine 2.4 2.1 NS
Mean time of follow up- days (range) 529(26-1076) 521 (38-955) NS
Death with function- N (%) 3 (9%) 0 NS
Death censored graft failure- N (%) 4 (12%) 3 (9.7%) NS
*If multiple DSA present, dominant MFI listed ** p value for AMR comparison only
MFI= mean fl uorescence intensity RATG= rabbit antithymocyte globulin

CONCLUSION: Compared to solid phase assay alone, the FXM appears to identify 
a group of patients at particularly high risk of AMR. Even though outcomes were 
similar between the groups, this information could be useful in decisions of organ 
selection, posttransplant monitoring, and pre-emptive antibody reduction strategies.

Abstract# C1824 
Characteristics of Discarded Kidneys From Deceased Donors in the 
United States. S. Mohan,1 K. Foley,1 R. Patzer,2 D. Cohen,1 S. Pastan.3 
1Division of Nephrology, Department of Medicine, Columbia University 
Medical Center, New York, NY; 2Department of Surgery, Emory University, 
Atlanta, GA; 3Division of Nephrology, Department of Medicine, Emory 
University, Atlanta, GA.
Background: Deceased donor organ transplants in the US appear to have plateaued 
over the past several years while the waiting list for these organs continues to grow. 
The high rate of discard of these organs is of concern given the acute shortage and 
the reasons contributing to this high rate of discard remain poorly understood.
Methods: We reviewed organ discard data from 2001 through 2011 obtained from 
SRTR and compared characteristics of deceased donors with organs that were 
discarded vs. those that were transplanted.
Results: Among 142,258 deceased donor kidneys obtained in the study period, 
24,070 (16.9%) kidneys were discarded. Donors of discarded organs were more likely 
to be older (53 ± 16.1 vs. 36.6 ± 16.7 years, p<0.001), female (47.4% vs 39.4%, 
p<0.001), and obese (32.8% vs 22.9%, p<0.001) and to have either hypertension 
(60.6% vs 24.1%, p<0.001) or diabetes (20.4% vs 5.6%, p<0.001) compared to 
organs that were transplanted. While discarded kidneys had a signifi cantly higher 
Kidney Donor Risk Index (KDRI) scores (2.02 ± 0.66 vs. 1.32 ± 0.45), there was 
considerable overlap between the KDRI scores of discarded organs and those that 
were transplanted (fi gure).
Conclusions: The large overlap in the quality of discarded deceased donor kidneys 
compared to transplanted kidneys represents an opportunity to lower organ discard 
rates in deceased donor renal transplantation and needs further study.
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Abstract# C1825 
A New Integrated Clinical-Histological Risk Score Index To Predict 
The 5-Year Kidney Graft Survival, Based On Data Available at The 
Time of Transplantation. J. Pedroso, E. Favi, M. Salerno, G. Spagnoletti, 
P. Silvestri, V. Pietroni, A. Toscano, V. Bianchi, J. Romagnoli, F. Citterio. 
Renal Transplant Unit, Organ Transplant Ph.D. Program, Policlinico 
Agostino Gemelli, Catholic University of the Sacred Heart, Rome, RM, 
Italy.
Introduction: Aim was to design, test and validate a new predictive score index for 
5-yr kidney graft survival. Methods: Pre-transplant risk factors and pre-implantation 
biopsy data were evaluated in 601 renal transplants performed from 1997 to 2012. The 
score points model included donor and recipients data and the implantation biopsy 
score (IBS). The score system was generated by data collected in 323 pts and tested 
in 278 pts out of 601. Results: Considering model and test groups, mean recipient age 
were respectively 45±12 vs 46±12 (p=0.99), 52.5% vs 47.5% males (p=0.43), BMI 
24.6 vs 24.5 (p=0.86), glomerulonephritis (GN) 25.7% vs 25.2% (p=0.88), HCV+ 
in 7.1% vs 9.7% (p=0.25). Donors age were 44±17 vs 46±16 (p=0.22), DD were 
90.4% vs 92.8% (p=0.29), ECD were 31.3% for both (p=0.99), mean follow up was 
8.2±4.6 vs 8.3±4.4 yr (p=0.93). Variables considered in the proposed model were: 
recipient age (0-20 yr=-6 points; 21-25=-4 points, with successive increases of +1 
point for each 5-year increase category); BMI (between 24 and 32=0 points or out 
of these limits=+8 points); presence of biopsy-proven GN (=+5 points; absence = 0 
points), of HCV+(=+7 points; absence=0 points), HLA-B mismatch (0 or 1 MM=0; 
2MM=+7 points) and IBS (0 to 3=0 points;  ≥4=+7 points).The fi nal model included 
biopsy histology because of its net reclassifi cation improvement of 32%; IBS was 
available in 285 pts. Sum of scores could vary from -6 to +42. Accuracy C-values 
(AUC ROC) were 0.760 for model (n=323) vs 0.877 for test Group (n=278). The 
average actual and estimate 5yr graft survival SCD and ECD are seen on table 1:
5 year graft SV Actual Predicted P (chi-square) 95% CI (Newcombe-Wilson)
SCD (n=209) 93.7% 92.8% 0.85 -4% to +5.9%
ECD (n=76) 84.2% 85.0% 0.92 -12.4% to +10.8%

Conclusion: We designed and validated a simple predictive tool to estimate the 5yr-
graft survival in renal allograft recipients. This information may be useful to tailor 
a personalized informed consent form for patients at the time of transplantation.

Abstract# C1826 
En Bloc Kidney Transplantation From Paediatric Donors Under 2 
Years of Age Including the Youngest Recorded Donor in the United 
Kingdom. S. Pandanaboyana,1 I. Wijetunga,1 R. Bell,1 S. Farid,1 C. 
Ecuyer,1 M. Attia,1 L. Hostert,1 A. Lewington,2 N. Ahmad.1 1Division of 
Surgery, Department of Transplantation, St James’s University Hospital, 
Leeds, United Kingdom; 2Department of Renal Medicine, St James’s 
University Hospital, Leeds, United Kingdom.
Purpose: In the United Kingdom, signifi cant expansion in deceased donation has 
occured in recent years. Most of this increase has been in DCD and ECD donation 
with an associated increase in organ discard rate. The potential for donation at the 
younger extreme of age has remained largely unexplored. Kidneys from paediatric 
donors under 5 years of age are offered and transplanted en bloc, usually into adult 
recipients. In the last decade, the utilization of kidneys from paediatric donors less 
than two years of age has been low at 1.5 transplants per year, with only a handful 
of donors under 1 year and no neonatal donors. We report a single centre experience 
of utilizing donors less than 2 years of age, including the youngest paediatric donor 
(49-day old) reported to date in the United Kingdom.
Methods: Donor and recipient characteristics as well as post-transplant recipient 
outcomes for all En bloc kidney transplants (EKT) from donors less than two years 
of age performed at our institution were reviewed.

Results: Seven EKT have been performed from majority DCD (86%) donors less 
than 2 years of age (mean 12months; range 49days-24months). All were transplanted 
into adult or adolescent recipients with a mean age of 29 years (range 15-54 years). 
All kidneys had primary function with no graft loss during the mean follow up 
period of 32 months (3-65months), achieving mean serum creatinine of 75 (range 
47-138μmol/L) and GFR (MDRD) 102 ml/min/1.73m2. Patient survival was 100% 
with 1, 3 and 12-month creatinine (μmol/L) and GFR (ml/min/1.73m2) of 119 (61), 
93 (82) and 74 (91) respectively.
Conclusions: This is the largest single-centre UK experience of kidney 
transplantation from donors under 2 years of age with graft and patient outcomes 
comparable to adult deceased donor and living donor transplantation. Graft function 
continues to improve during and beyond fi rst year achieving a GFR superior to 
living donor renal transplant. Successful transplant from the 49-day old donor in 
this cohort supports utilizing these very young donor kidneys for transplantation. We 
recommend organ donation to be a routine part of end of life care in all paediatric 
and neonatal patients.

Abstract# C1827 
Infl uence of Donor Nephron Mass Index On Graft Function After 
Kidney Transplantation: A Prospective Study. J. Liese,1 M. Wortmann,1 
A. Schnitzbauer,1 G. Woeste,1 I. Hauser,2 W. Bechstein,1 F. Ulrich.1 
1General and Visceral Surgery, Goethe University, Frankfurt, Germany; 
2Nephrology, Goethe University, Frankfurt, Germany.
Study´s Purpose: Transplanted nephron mass is an important factor infl uencing 
long-term allograft survival, but accurate measurement is challenging. The aim 
of this study was to determine a nephron mass index (NMI) and its relationship to 
creatinine clearance (CrCl) after transplantation.
Methods: After approval by our local ethic committee we included 50 patients 
with a minimum follow up of 3 months so far. Beside donor and recipient data size, 
weight and volume of the graft were determined. The kidney volume was measured 
with a graduated cylinder.
Results: During our study period from 01/2013 to 10/2013 we recruited the recipients 
of 17 living donor and 32 post mortal donor kidney transplantations. Their mean 
age was 57 years and they presented with a mean creatinine of 1.93 mg/dl 6 months 
after transplantation. Donor CrCl (p=0.038) and the ratio of donor kidney volume 
mass and donor age (p=0.046) had a signifi cant infl uence on CrCl 6 months after 
transplantation. Performing a stepwise regression analysis we developed a formula 
for the calculation of the nephron mass index. The calculated NMI signifi cantly 
correlates with the CrCl 6 months after transplantation (p=0.021).
Conclusion: The donor NMI validated in our study has a signifi cant infl uence on the 
CrCl at 6 months after transplantation and could be used as predictive marker for the 
long term CrCl. The determination is easy, safe and cost-effective.

Abstract# C1828 
Kidney Function Recovery By Creatinine Clearance Slope Early 
Post-Transplantation Predicts Long-Term Graft Function in Deceased 
Donor Kidney Transplants. E. Simoneau,1 M. Hassanain,1,4 S. Doi,3 
M. Hebert,2 P. Metrakos,1 J. Tchervenkov.1 1Surgery, McGill University, 
Montreal, QC, Canada; 2Surgery, Universite de Montreal, Montreal, QC, 
Canada; 3Clinical Epidemiology, University of Queensland, Brisbane, 
Australia; 4Surgery, King Saud University, Riyadh, Saudi Arabia.
Introduction: We examined the impact of renal function recovery using creatinine 
clearance slope post kidney transplantation on graft survival, and compared this to 
the standard classifi cation of immediate graft function (IGF), slow graft function 
(SGF), and delayed graft function (DGF). Methods: 541 cases of cadaveric renal 
transplants performed between January 2000 and August 2012 were reviewed from 
a prospective transplant database. Creatinine clearance (CrCL) was expressed as 
per the MDRD formula and its slope was measured using harmonic means of 
different time points: day 0, 1, 2, 7, 15, 30, 60 and 90 after transplantation. 495 
kidney transplant recipients from an independant institution at the same time interval 
served as validation cohort. Results: The grafts were from expanded criteria donors 
in 55.1%. The main discrimination of CrCL slopes occurred within the fi rst 7 days. 
Three groups, defi ned as poor graft function (PGF), average graft function (AGF) and 
good graft function (GGF), were defi ned by the following cutoffs and corresponded 
to the Δ CrCL per day in the fi rst 7 days: <1 mL/min (PGF), 1 to 4 mL/min (AGF) 
and >4 mL/min (GGF). Five-year graft failure was 20% for the PGF group (95% 
CI 12 – 32%), 4% for the AGF group (95% CI 1 – 12%) and 3% for the GGF group 
(95% CI 1 – 6%). Comparative rates for 5-year graft failure were16% (95% CI 9 
– 29%), 5% (95% CI 3 – 8%), and 3% (95% CI 1 – 10%), for DGF, SGF and IGF 
respectively. There was poor agreement between standard and new classifi cations 
(weighted kappa (quadratic) =0.49; 95% CI 0.43 – 0.55) and overall the latter 
predicted graft function better. On multivariate analysis, CrCL slope group was the 
only strong predictor of function (adjusted hazard ratio of 4.69 (95% CI 2.55-8-
62, p<0.001). All fi ndings were reproduced and validated in the validation cohort. 
Conclusions: This study identifi ed groups of early function recovery determined 
by CrCL slope within the fi rst week. These new criteria (PGF, AGF and GGF) were 
predictive of long-term graft survival and seemed to be superior predictors to the 
standard classifi cation system.

© The Authors. Compilation © The American Society of Transplant Surgeons, The Transplantation Society and the American Society of Transplantation



589

Abstract# C1829 
12 Years Experience of an Universitary Hospital Using Step-Wise 
Strategies to Evaluate Kidney Suitability in ECD and Uncontrolled 
DCD. D. Paredes-Zapata,1 L. Peri,2 A. Ruiz,1 C. Rodriguez-Villar,1 
R. Adalia,1 A. Alcaraz,2 F. Oppenheimer.3 1Donation and Transplant 
Coordination Section, Hospital Clinic, University of Barcelona, 
Barcelona, Spain; 2Urology Department, Hospital Clinic, University of 
Barcelona, Barcelona, Spain; 3Renal Transplant Unit, Hospital Clinic, 
Barcelona, Spain.
Introduction: Donors after Cardiac Death (DCD) type II and Brain Death Extended 
Criteria Donors (ECD) have increased risk of Discard Rate (DR), Primary Non 
Function (PNF) and Delayed Graft Function (DGF). Both donors have become 
60% of hospital current activity. A 12 years experience of an Universitary Hospital 
step-wise strategy to assess kidney suitability (KS) is described.
Methods: Since 2000 pre-transplant Kidney Biopsy Score (KBS) was added 
to clinical, functional and surgical evaluation to assess KS. Since 2004, renal 
hemodynamic evaluation with Pulsatile Perfussion Machine (PPM) preservation 
was added to KBS for KS. All DCD kidneys were placed on PPM, but those with 
cardiovasculars risk factors, or >60 years were biopsied. In contrast, ECD were all 
biopsied but one kidney preserved in PPM and the other in cold storage. Accepted 
transplantation criteria were KBS<4 and PPM Renal Resistance (RR) <0.4 and 
Renal Flow (RF) >70ml/min.
Results: 600 kidneys were retrieved (DCD 248/ECD 352). Comparing period with 
only KBS vs combined KBS+PPM more older donors (>70 years 46,3% vs 59,9%), 
more cerebrovascular accidents (49% vs 72%) and more DCD (2% vs 18%) were 
retrieved in the second period. Spite of it 14.6% more kidneys were grafted (DR 
18.8% vs 8.8%). In 220 kidneys (DCD 84/ECD 136) KBS and PPM were used 
(Pearson Index Correlation of 0.234 (p<0.05). 62,7% of kidneys with both normal 
criteria showed none PNF, DGF 30%, Hospital Stay > 10 days (HS) 46% and 
Graft Survival (GS) 88.7%. In contrast, KBS & PPM were not coincident in 28,5% 
kidneys. In those with good PPM (RR=0.25) but high KBS (X: 4.7), 88% kidneys 
were grafted: none PNF, DGF 43%, HS 60.7% and GS 82.3%. In contrast, only 
30% were transplanted with normal KBS (X=2) but high RR (X=0.72): none PNF, 
DGF 60%, HS 72% and GS 82.3%.
Conclusions: Combination of KBS+PPM allow to recuperate 14.6% more kidneys, 
even in the context of more high risk donors. Both normal parameters presume good 
results. In case of discrepancy, a normal PPM with KBS<5 allow to recuperate 
more kidneys and offer better results than kidneys which fi t KBS but high PPM. 
To improve KS, ECD and DCD kidneys require a complementary KBS and PPM 
step-wise evaluation.

Abstract# C1830 
m-RNA Expression of Renal Transporters and Drug Metabolizing 
Enzymes Changes With Time Following Living and Deceased Donor 
Renal Transplantation. H. Kalluri,1 O. Almazroo,1 A. Chattopadhyay,2 R. 
Venkataramanan.1,3 1Department of Pharmaceutical Sciences, University 
of Pittsburgh (PITT), Pittsburgh, PA; 2Molecular Biology Information 
Service, PITT, Pittsburgh, PA; 3Department of Pathology, University of 
Pittsburgh Medical Center, Pittsburgh, PA.
Introduction:A renal allograft undergoes cold ischemia(CI), warm-reperfusion 
injury, and calcineurin-inhibitor nephrotoxicity during its functional life-time. 
These abuses may alter the expression and activity of renal drug transporters(RDTs) 
and drug metabolizing enzymes(DMEs) which may inturn alter Transplant(Tx) 
medication disposition. Rodent data from our group suggests changes in mRNA 
expression of RDTs post-Tx. The objective of this study was to evaluate the effect 
of prolonged CI on longitudinal changes in RDTs and DMEs post-Tx in living 
donor(LD) and deceased donor(DD) renal-Tx recipients.
Methods:GSE11166 microarray dataset (GPL570 Affymetrix-GeneChip) with 
baseline biopsies from 14DD and 14LD and 67 protocol renal biopsies obtained 
at 3, 6, 12 and 24months post-Tx was accessed through the NIH-Gene Expression 
Omnibus(GEO). Partek Genomic Suite® was used to analyze signifi cant changes 
in mRNA expression of RDTs and DMEs deemed important for drug disposition 
by the FDA and EMA.
Results:DD kidneys exhibited 1.5-5 fold decline in ABCB1, SLC22A1, CYP2B6, 
CYP3A4, and CYP3A7 and a 1.6-2.7 fold increase in SLCO4C1, SLC15A1, 
SLC22A1, CYP2C9 and UGT1A1 mRNA expression compared to LD.

ABCB4, SLC22A3, and CYP3A4 mRNA expression signifi cantly and non-uniformly 
increased by 2 fold in DD kidney-Tx recipients, whereas ABCC4, SLC15A1, 
SLC22A5, SLCO4C1, CYP2C9 and UGT1A6 mRNA expression is signifi cantly 
and non-uniformly decreased(ratio:0.32-0.54) in DD kidney-Tx recipients.
Conclusion:Prolonged CI, Warm reperfusion injury, surgical stress associated with 
kidney-Tx and calcineurin-inhibitor nephrotoxicity signifi cantly alters the mRNA 
expression of important RDTs and DMEs in DD transplant recipients compared to 
LD. GEO database combined with Partek Genomic Suite® is an invaluable tool 
to understand the changes in gene expression of target genes in publicly available 
NIH funded biosets.

Abstract# C1831 
Pre-Terminal Acute Kidney Injury in Deceased Donors Impacts 
Graft Survival. M. Menon,1,2 R. Kent,1,2 G. Nadkarni,1 B. Murphy,1,2 V. 
Nair,2 M. Goldstein.2,3 1Nephrology-Medicine, Icahn School of Medicine 
at Mount Sinai, New York, NY; 2Recanati-Miller Transplant Institute, 
Icahn School of Medicine at Mount Sinai, New York, NY; 3Kidney 
Transplantation, Miami Transplant Institute, University of Miami Miller 
School of Medicine, Miami, FL.
The impact of acute kidney injury (AKI) in the terminal admission of deceased donors 
on recipient graft survival and function is unclear. We analyzed the outcomes of 
4,079 donor kidneys to adult recipients within our organ procurement organization 
between 12/2005 and 6/2013. For those with calculable delta-creatinine between 
2 creatinine points on terminal admission, we defi ned AKI according to RIFLE 
criteria (stage 1-3). Allografts that sustained increases in creatinine commensurate 
with RIFLE stages 1-3, increases in creatinine less than 50% over baseline, or no 
change were defi ned as groups I, II, and III respectively. We compared the 6 month, 
and 1-year estimated glomerular fi ltration rates (eGFR) in these groups. The mean 
follow-up for the entire cohort was 35.54 months. At 6 months there was a statistically 
signifi cant difference of eGFR between groups I+II versus III for recipients of both 
female (44.25 ± 16.85 [n=509] vs. 47.09± 18.75 [n=697]; p=0.0083) and male donors 
(50.19±20.23 [n=1,002] vs. 50.03±20 [n=943]; p= 0.0001). In multivariate analysis 
after stratifying for graft loss, donor age, cold ischemia time, recipient race and 
use of pump-perfuson had independent effects on eGFR at 6- and 12-months, but 
RIFLE AKI 1-3 remained a signifi cant predictor. In an adjusted logistic regression 
model, any RIFLE AKI was associated with a higher odds of graft loss (OR 1.43; 
95% CI 1.21-1.70;p<0,01) during the period of follow-up. In conclusion, AKI in 
the donor’s terminal admission was associated with a small but signifi cant decline 
in eGFR in the recipient at 6- and 12-months, and translated into signifi cantly lower 
graft survival in our cohort. This variable may need to be considered in subsequent 
graft-survival prediction models.
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Abstract# C1832 
Each Additional Hour of Cold Ischemia Time Signifi cantly Increases 
the Risk of Graft Failure and Mortality After Renal Transplantation. 
A. Debout,1 Y. Foucher,1,2 K. Trebern-Launay,1,2 C. Legendre,3 H. Kreis,3 G. 
Mourad,4 V. Garrigue,4 E. Morelon,5 F. Buron,5 L. Rostaing,6 N. Kamar,6 
M. Kessler,7 M. Ladriere,7 A. Poignas,8 A. Blidi,2 J. Soulillou,1 M. Giral,1,8 
E. Dantan.2 1Institut de Transplantation Urologie Neprologie, ITUN, 
CHU Nantes, RTRS Centaure, and Inserm U1064, Labex Transplantex, 
University of Nantes, Nantes, France; 2EA 4275 SPHERE - Biostatistics, 
Pharmacoepidemiology and Subjective Measures in Health Sciences, 
Nantes, France; 3Service de Transplantation Renale et de Soins Intensifs, 
Necker, APHP. University of Paris Descartes, University of Sorbonne Paris 
Cité, Paris, France; 4Service de Nephrologie, Dialyse et Transplantation, 
Hopital Lapeyronie, University of Montpellier, Montpellier, France; 
5Service de Neprologie, Transplantation et Immunologie Clinique, Hopital 
Edouard Herriot, Lyon, France; 6Departement de Nephrologie et de 
Transplantation d’Organes, CHU Rangueil, Toulouse, France; 7Service 
de Transplantation Renale, CHU Brabois, Nancy, France; 8Centre 
d’Investigation Clinique Biotherapie, Nantes, France.
Background: Although Cold Ischemia Time (CIT) has been widely studied in renal 
transplantation area, there is yet no consensus on the precise relationship between 
CIT and the transplantation outcomes.
Methods: The data sample included 3839 adult recipients of a fi rst heart-beating 
deceased donor kidney transplanted between 2000 and 2011 within the French 
observational multi-centric prospective DIVAT cohort. The Cox model was used 
to assess the relationship between CIT and death-censored graft survival or patient 
survival by using piecewise log-linear function.
Findings: We observed a signifi cant proportional increase in the risk of graft failure 
for each additional hour of CIT (HR=1·013, p=0·035). As an example, a patient 
who received a kidney with a CIT of 30 hours presented a risk of graft failure 
near 40% higher than a patient with a CIT of 6 hours. Moreover, we observed 
that the risk of death also proportionally increased for each additional hour of CIT 
(HR=1·018, p=0·026).
Interpretation: Our approach supports the etiological role of CIT in graft failure and 
patient death. We demonstrated that every additional hour of CIT must be taken into 
account in order to increase graft survival and patient survival. These fi ndings are of 
practical clinical interest since CIT is one of the only pre-transplantation risk factor 
which can be minimized by an improved management of the peri-transplantation 
period.

Abstract# C1833 
Outcomes of Kidney Transplantation in HCV Seropositive Recipients: 
A Mate Analysis. H. Yaffe,1,2 P. Friedmann,2 N. Swerdlow,1,2  O. Serrano,1,2 
Y. Xia,1,2 L. Kayler.1,2 1Department of Surgery, Montefi ore Medical Center, 
Bronx, NY; 2Department of Surgery, Albert Einstein College of Medicine, 
Bronx, NY.
Previous analyses of kidney transplantation (KTX) in hepatitis C seropositive 
(HCV+) recipients may not provide adequate risk adjustment to determine the 
magnitude of graft failure associated with HCV+. We evaluated paired deceased-
donor kidneys (derived from the same donor transplanted to different recipients) in 
which one kidney was transplanted into an HCV+ (n=3391) patient and the other 
transplanted into a recipient without HCV (HCV-; n=3391) using SRTR data between 
2000 and 2010. To test the effect of recipient HCV, we excluded recipients with HIV 
and transplants from HCV+ donors. On univariate analysis, death-censored graft 
survival (DCGS) (p<0.0001) and patient survival (p<0.0001) were signifi cantly 
different between the HCV+ and HCV- groups.

On multivariate analysis (adjusted for recipient risk factors), HCV+ conferred 
worse DCGS (aHR 1.20; 95%CI 1.02-1.41) and lower patient survival (aHR 1.73; 
95%CI 1.38-2.17) compared to HCV-. 1-year acute rejection occurred in 10.0% of 
HCV- and 9.4% of HCV+ cases. HCV+ was not a risk factor for acute rejection (aOR 
1.08; 95%CI 0.91-1.28). KTX in HCV+ recipients is associated with signifi cantly 
worse DCGS and overall patient survival relative to non-infected recipients. There 
was a 20% increased risk for graft failure associated with HCV; however the lower 
limit of the confi dence interval did approach 1.0, suggesting that the risk of HCV 
seropositivity in terms of graft survival is not strong and that much of the risk of 
graft failure among HCV+ recipients may be attributed to recipient factors other 
than HCV that are more likely to exist within HCV+ populations.

Abstract# C1834 
A Substantial Increase in Reporting of HLA-DPB Typing of Deceased 
Donors in US. A. Kucheryavaya,1 D. Tyan,2 G. Boyle,1 D. Kiger,3 C. 
Murphey,4 L. Baxter-Lowe.5 1UNOS, Richmond; 2Stanford University HLA 
Lab, Palo Alto; 3Wake Forest Baptist Health HLA/Immunogenetics Lab, 
Winston-Salem; 4Southwest Immunodiagnostics, San Antonio; 5Children’s 
Hospital Los Angeles, Los Angeles.
Purpose: While the impact of HLA-DPB antibodies is controversial, many centers 
are considering these antibodies in patient management. Since the OPTN does not 
currently collect the DPB antibodies data for candidates, trends in DPB typing of 
deceased donors (DD) can be used as a surrogate marker for donation service areas 
(DSAs) with centers that are considering DPB antibodies.
Methods: DPB antigens are collected on donor and recipient histo forms generated 
after the transplant, but testing is not required. % of donors typed for DPB by donor 
lab was computed by year for all HLA typed DD recovered in 2005-2013 (68,005 
(97%) of all DD). In addition, 2013 data were compared to 2012 by location. For 
2013, all analyses are based on Jan-Sept data. Results are based on data reported to 
the OPTN and may be an underestimate.
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Results: Fig 1 illustrates a substantial increase in the % of reporting of DPB typed 
DD from 0.1% in 2005 to 29% 2013. 62% of DSAs and 51% of labs had DPB typed 
DD in 2013, compared to 55% and 38% in 2012, respectively. In 2013, 11 labs (13%) 
reported DPB typing for 50%-79% of their donors, 6 (7%) reported it for 80-94% 
and 10 (12%) labs reported it for 95-100% of donors, compared to 5 (5%), 5 (5%) 
and 5 (5%) in 2012, respectively.

For DD not DPB typed by donor labs, recipient labs subsequently DPB typed DD for 
some recipients (10% in 2013 vs 6% in 2012), likely due to patient’s antibodies. Data 
from 3 large centers (>6200 patients combined) shows that the % of patients with 
DPB antibodies varied from 5 to 34% per center depending on the MFI cutoff level.
Conclusion: Reporting of DPB antigens substantially increased in recent years 
suggesting growing recognition of DPB antibodies role in transplantation. Addition 
of DPB fi elds to DonorNet® could lead to increasing organ allocation effi ciency by 
improving virtual crossmatch for candidates with DPB antibodies.

Abstract# C1835 
Outcomes Following Transplantation of ECD and SCD Kidneys 
After Circulatory Death With or Without Acute Kidney Injury. 
T. Tojimbara,1 S. Teraoka,1 K. Iwadoh,2 I. Koyama,2 T. Murakami,2 J. 
Yahima,1 I. Nakajima,2 S. Fuchinoue.2 1Transplant Surgery, International 
University of Health and Welfare, Atami Hospital, Atami City, Japan; 
2Tokyo Women’s Medical University, Tokyo, Japan.
Aim: Expanded criteria donors (ECDs) and acute kidney injury (AKI) result in high 
discard rates for kidneys from deceased donors. In contrast, we have consistently 
used kidneys from such marginal donors, especially in donation after cardiac death 
(DCD) donors. The aim of this study is to compare the outcomes in recipients of 
ECD vs. standard criteria donors (SCD) DCD kidney transplants (KTx) with/without 
AKI. Methods: One hundred and twenty adult recipients from DCD donors were 
enrolled in this study. The recipients were divided into four groups according to the 
type of donor and AKI status as follows: ECD with AKI (Group 1), ECD without 
AKI (Group 2), SCD with AKI (Group 3), and SCD without AKI (Group 4). The 
recipients were followed up for an average of 6.3 ± 3.4 years after KTx. Results: 
Of the 120 DCD grafts, primary non-function was noted in 10 (8%), and 13 (11%) 
functioned immediately after KTx. The incidence of delayed graft function was 97 
(81%). The overall graft survival rates at 1, 5, and 10 years were 88%, 83% and 
75%, respectively. The graft survival rate in Group 1 was signifi cantly poorer than 
that of Groups 3 and 4 (Log-rank test, p < 0.05). The graft survival rate in Group 2 
tended to be poorer than that of Groups 3 and 4, but was not signifi cantly different.

In Group 1, the graft survival rates at 1, 5, and 10 years were 77%, 69% and 69%, 
respectively. A multivariate Cox regression analysis showed that donor age was 
independently associated with graft outcome. Conclusion: Although the graft 

survival rate in recipients of ECD kidneys with AKI was inferior to SCD grafts, 
ECD DCD donors with AKI could be a valuable source of kidneys for KTx with 
promising long-term outcomes.

Abstract# C1836 
Transplantation of Kidneys (KTx) From Deceased Donors (DDs) With 
Long Cold Ischemia Times (CIT): How to Minimize Organ Discards 
Without Affecting Long-Term Outcomes. C. Santhanakrishnan, A. De 
Mattos, R. Perez, J. McVicar, C. Troppmann. Dept of Surgery, University 
of California Davis Medical Center, Sacramento, CA.
Background 
DD kidneys with long CIT are often discarded. But, it remains unknown if extended 
CIT equally affects outcomes of SCD, ECD, DCD & Peds-en-Bloc (PeB) grafts 
(<20kg).
Methods
We retrospectively reviewed all adult recipients of DD KTx from 1/2005-9/2013. 
We stratifi ed groups per CIT & donor category. Surgical complications (SurgComp) 
defn as re-exploration or drain placement.
Results
In 1102 recipients (ECD 17%, DCD 19%, SCD 47%, PeB 15%), CIT was  ≥24hrs 
for 41%. 52% of grafts were imported; 75% underwent pulsatile perfusion.
CIT 
(hrs)

DGF (%) 
p<0.001

PNF 
(%)

Surg comp @3 mos 
(%) p=0.08

GFR 3mon 
p<0.001 GFR 1 yr p=ns

Total 253 (23) 21 (2) 185 (17)
< 12

n=172
31 (18) 1 (0.6) 20 (12) 50.6 +/- 20.5 64.6 +/- 22.67

12-24

n=471
93 (20) 10 (2.1) 74 (16) 43.3 +/- 18.86 62.7+/- 22.69

24-36

n=306
71 (23) 7 (2.3) 56 (18) 40.8 +/- 19.68 62.8 +/- 23.82

36-48
n=115 41 (36) 3 (2.6) 26 (23) 36.5 +/- 17.26 59.5 +/- 19.54
>48

n=38
17 (45) 0 (0) 9 (24) 31.5+/- 16.99 61.2 +/- 19.52

CIT as a continuous variable shows a 2.1% increase/hr of surg comp for the whole cohort, 
p=0.003; for PeB 6% increase/hr, p=0.001.
With longer CIT, GFR in all donor categories was lower at 3 mos, but not signifi cantly 
different at 1 yr. Overall DGF incidence according to donor type was:
ECD 27%, DCD 37%, PeB 24%, SCD 14% (signifi cant only for SCD p<0.001).
DGF Hazard Ratio for CIT 12-24hrs - 1.12 p=0.62, 24-36hrs - 1.37 p=0.186, 36-
48hrs - 2.52, p<0.001, >48hrs - 3.68, p< 0.001.
For the entire cohort and for SCD, DCD & ECD KTxs, CIT did not signifi cantly 
affect 1-yr graft survival. For PeB KTx, CIT >24h was associated with signifi cantly 
decreased graft survival.

Conclusions
In the current era, with careful selection, extending CIT can yield favorable long-term 
outcomes even for grafts from non-SCD donors. Further research is warranted in 
terms of allocation policy to minimize CIT for certain sub-groups of donors (PeB 
& possibly DCD donors). And, also to determine if CIT is a risk factor per se or a 
surrogate marker.
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Abstract# C1837 
A Prediction Tool to Assess the Probability of Deceased Donor Kidney 
Transplant. R. Hernandez,1,2 S. Malek,3 E. Milford,4 S. Tullius.3 1Center 
for Surgery and Public Health, Brigham and Women’s Hospital, Boston, 
MA; 2Department of Surgery, Dartmouth-Hitchcock Medical Center, 
Lebanon, NH; 3Division of Transplant Surgery, Brigham and Women’s 
Hospital, Boston, MA; 4Division of Renal Medicine, Brigham and Women’s 
Hospital, Boston, MA.
Introduction. In the assessment of time until transplant for individual patients, the 
concept of waiting time only incompletely describes a candidate’s probability of 
receiving a deceased donor kidney transplant. Methods. Adult patients in the UNOS 
registry who were wait-listed between 2000-2008 for a deceased donor kidney-
only transplant and followed through 2012 (n = 205,843) were analyzed using 
multivariable logistic regression (18 demographic and co-morbidity covariates) for 
the outcome of transplant vs. remaining on the waiting list. We used a randomly 
selected derivation cohort to create a score predicting an individual’s probability for 
transplant that was tested on a separate validation cohort. Kaplan-Meier methods 
were used to assess the probability of transplant by score groups (Quartiles: Very 
High, High, Low, and Very Low). Results. Our regression model demonstrated 
strong discrimination capability (c-statistic 0.77, validation cohort) and predicted 
increasing probability for receiving a transplant (p<0.001). Probabilities of transplant 
at four years for the score groups were: Very High - 65.6%, High - 59.0%, Low 
- 41.9%, Very Low - 14.7%. Characteristics associated with a higher probability 
for transplant included: age 51-60 years, white race, AB blood type, being listed in 
UNOS region 6 or 8, having less than one year of inactive time, private insurance, 
and polycystic kidney disease (p<0.001). Characteristics associated with a lower 
probability for transplant included: age >70 years, Asian and Hispanic race, B blood 
type, being listed in region 5, inactive time >1.7 years, public insurance, diabetic 
nephropathy, and co-morbid diabetes (p<0.001). Conclusion. Our individualized risk 
factor analysis approaches the prediction of receiving a deceased donor transplant 
in a novel and reliable way. This scoring system provides an additional tool for 
shared decision-making when discussing risks and benefi ts on an individual basis.

Abstract# C1838 
External Validation of the Estimated Post-Transplant Survival 
(EPTS) Score for Allocation of Deceased Donor Kidneys in the USA. 
P. Clayton,1 S. McDonald,1 J. Snyder,2 N. Salkowski,2 S. Chadban.1 
1Australia and New Zealand Dialysis and Transplant (ANZDATA) Registry, 
Royal Adelaide Hospital, Adelaide, SA, Australia; 2Scientifi c Registry 
of Transplant Recipients, Minneapolis Medical Research Foundation, 
Minneapolis, MN.
Background: The US kidney allocation system adopted in 2013 will allocate the 
best 20% of deceased donor kidneys (based on the kidney donor risk index, KDRI) 
to the 20% of wait-listed patients with the highest estimated post-transplant survival 
(EPTS). The EPTS has not been externally validated, raising concerns as to its 
suitability to discriminate between kidney transplant candidates.
Methods: We examined EPTS using data from the Australia and New Zealand 
Dialysis and Transplant (ANZDATA) Registry. We included 4983 adult kidney-only 
deceased donor transplants over 2000-2011. We constructed three Cox models for 
patient survival: (1) EPTS alone; (2) EPTS plus donor age, hypertension and HLA-
DR mismatch; (3) EPTS plus log(KDRI).
Results: All models demonstrated moderately good discrimination, with Harrell’s 
C statistics of 0.67, 0.68 and 0.69 respectively. These results are virtually identical 
to the internal validation which demonstrated a c-statistic of 0.69.
Conclusion: The EPTS is externally valid and is moderately good at discriminating 
post-transplant survival of adult kidney-only transplant recipients.

Abstract# C1839 
Kidney Transplantation Using Extended Criteria Donor (ECD) 
Kidneys From Donors With Acute Kidney Injury (AKI). R. Heilman, 
H. Khamash, J. Huskey, A. Moss, N. Katariya, W. Hewitt, M. Smith, R. 
Batra, K. Reddy. Mayo Clinic, Phoenix, AZ.
Background: Our aim was to study the outcomes following transplant using ECD 
AKI compared to ECD non AKI kidneys.
Methods: We included all ECD kidneys transplanted at our center between July 2004 
and October 2013. We defi ned AKI as donor with terminal creatinine > 2.0. In this 
analysis we focused on the outcome following transplant of ECD kidneys with AKI 
compared to ECD kidneys without AKI. Criteria for accepting AKI donor kidneys 
were: no cortical necrosis or signifi cant chronic changes on pre-implantation biopsy 
and acceptable pump parameters (fl ow>80 and RI<0.40).
Results: There were 160 ECD kidneys transplanted during this period: 23 in the AKI 
group and 137 in the control group (ECD Non AKI group). There was no signifi cant 
difference in baseline recipient characteristics. The mean recipient age was 64.3±7.5, 
42.5% were female, 4% were Black race, BMI was 28.9±4.9, 53% were diabetic, 
7.5% were re-transplant, 18% were preemptive, mean HLA mismatch 4.2±1.7 and 
18% had PRA > 20%. For the AKI group, the donors were younger (56.6±9.1 vs 
61.6±9.2, p=0.02), more likely to be male (74% vs 52%, p=0.04) and had longer 

CIT (22.2±6.9 vs 16.7±7.2 hrs, p=0.001). Additional data for the AKI ECD group: 
admitting creatinine was 1.11±0.48, peak creatinine 3.68±1.63, terminal creatinine 
3.31±1.04, 39% were oligo-anuric and 13% (n=3) were on renal replacement therapy. 
Delayed graft function (DGF) was more common in the AKI group, but GFR and 
biopsy fi ndings at 1 yr and graft survival were all similar between the groups.

ECD AKI Group
(n=23)

ECD Non-AKI Group
(n=137) p

DGF 74% 27% <.0001
Days of DGF
(median, 25-75) 8.5 (2.5-14.25) 6 (2.75-14.5) 0.84
Creatinine 1 week 4.36±2.05 2.69±1.74 <0.0001
Creatinine 1 year 1.33±0.41 (n=10) 1.85±1.65 (n=80) 0.33
eGFR 1 year 55.3±18.5 45.3±17.4 0.09
IFTA > 2 on 1 year biopsy 56% (n=9) 50% (n=56) 0.76

Conclusion: Outcomes after transplant using AKI ECD kidneys is similar to 
transplant with ECD kidneys without AKI. There may be an opportunity to increase 
the utilization of kidneys from AKI ECD donors.

Abstract# C1840 
Infl uence of a Sensitized Patient Program and Clinic On Kidney 
Transplant Rates and Outcomes in Highly HLA-Sensitized Patients. 
A. Shields,1 M. Cuffy,1 N. Ejaz,1 M. Barker,1 E. Brown,2 A. Girnita,1 M. 
Cardi,2 B. Abu Jawdeh,1 G. Mogilishetty,1 E. Woodle.1 1Univ of Cincinnati; 
2The Christ Hospital.
Background: The infl uence of dedicated programs and clinics for HLA-sensitized 
patients (pts) on transplantation rates and outcomes has not been clearly defi ned.
Methods: Pts were eligible for Sensitized Patient Education and Evaluation Program/
Clinic (SPEEC) if 1) waitlisted with cPRA >25%, or 2) had a living donor (LD) 
with crossmatch or donor specifi c antibody (DSA) at levels that increased antibody 
mediated rejection (AMR) risk. SPEEC program included 1) educational sessions, 
2) kidney champion program, 3) kidney exchange, and 4) desensitization. Priority 
for SPEEC program included: Wait listed patients with identifi ed living donors, 
waiting time, new referrals with identifi ed living donors.
Results: Between 2009-2013, 359 HLA-sensitized kidney transplant (txp) candidates 
were identifi ed who met SPEEC program eligibility. To date 195 (54%) pts have 
entered SPEEC program; 58 (30%) had 2 or more clinic visits. 54 pts (28%) have 
been transplanted. This txp rate was higher than in 164 SPEEC-eligible pts who 
have not yet entered the SPEEC program, of which 27 (16%) were transplanted, 
p < 0.007. (These 164 patients have not yet entered SPEEC primarily due to staff 
workload limitations). Notably, cPRA was higher in pts in the SPEEC program.
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All SPEEC Pts (n=195)
Txp Rate 28%
Txp Rate - KE only 2.5%
Txp Rate - KE and DS 2%
Txp Rate - DS only 11%
Txp Rate - 0 antigen mismatch DD 5%
Mean time from Waitlisting to 1st SPEEC clinic (days) 2202±7162
Mean time from SPEEC visit to Txp (days) 414±296

Transplanted SPEEC Pts (n=54)
Mean Follow-up (days) 559±380
DD 47%
LD 45%
DGF 6%
Acute Rejection (AR) at 1 Year 13%
AMR 7%
Mixed AR 2%
Median time to AR (days) 14 (9-624)
Patient Survival 96%
Death Censored Graft Survival 100%
CMV Viremia 7%
PTLD 0
Mean MDRD (mL/min) 3 Mth (n=45) 55±18
1 Year (n=28) 59±14
2 Year (n=13) 54±14

Txp SPEEC pts 
(n=54)

Non-Txp SPEEC pts 
(n=141) p non-SPEEC pts 

(n=164) p
Mean Age 
(yrs) 47±12 51±13 NS 53±13 0.005
Mean cPRA % 81±22 88±21 0.05 72±26 <0.001
Female 54% 63% NS 56% NS
African 
American 20% 45% 0.002 40% NS
Previous Txp 52% 33% 0.002 30% NS

Conclusion: Entry into a dedicated sensitized patient program/clinic resulted in 
higher transplant rates compared to eligible pts who had not yet entered the program. 
These results indicate that dedicated sensitized patient programs may signifi cantly 
increase txp rates, and support resource dedication for establishing such programs.

Abstract# C1841 
Matching “Engine and Chassis” in ECD Kidney Transplantation 
Using a Novel Creatinine Clearance Match Ratio (CCMR) Is 
Associated With Improved Outcomes. J. Halldorson,1 J. Anderson,1 
K. Mekeel,1 D. Chang,1 R. Steiner,2 A. Hemming.1 1Transplant Surgery, 
University of California, San Diego, CA; 2Nephrology, University of 
California, San Diego, CA.
BACKGROUND: To improve outcomes of expanded criteria donor (ECD) kidneys, 
prior studies matched donors to recipients according to recipient weight or donor 
kidney size. This study hypothesizes that matching donors to recipients based 
on Cockcroft-Gault estimates of creatinine clearance can improve outcomes in 
ECD kidney transplants compared to predictions based on size matching or donor 
creatinine clearance alone.
 METHODS: Recipients of ECD kidneys in the Scientifi c Registry of Transplant 
Recipients (SRTR) who were transplanted from October 1, 1987 to August 
31, 2011 were included. The estimated creatinine clearance ratio (CCMR) was 
calculated as the estimated recipient creatinine clearance based on manipulations 
of the Cockcroft-Gault equation utilizing donor creatinine clearance at the time of 
transplant. Univariate and multivariate analyses predicted the hazard ratio of graft 
failure and the odds ratio of requiring dialysis within the fi rst week. The CCMR was 
compared to the kidney donor risk index (KDRI) and recipient-to-donor weight and 
age ratios using discrimination analyses.
RESULTS: 25,640 ECD kidney transplants were analyzed. On multivariate analysis, 
higher CCMR was associated with increased graft failure and odds of requiring 
dialysis within the fi rst week (comparing highest ratio quintile versus lowest ratio 
quintile: HR 1.53, p<0.001; OR 2.18, p<0.001). CCMR was found to be superior 
in prediction and discrimination ability as compared to donor creatinine clearance, 
recipient/donor age ratio, and recipient/donor weight ratio.
CONCLUSION: ECD kidneys have improved outcomes when the donor/recipient 
creatinine clearance match ratio is optimal.

Abstract# C1842 
A Bayesian Method for Identifying Transplant Programs for Further 
Peer Review. N. Salkowski, J. Snyder, T. Leighton, D. Zaun, A. Israni, 
B. Kasiske. Scientifi c Registry of Transplant Recipients, Minneapolis 
Medical Research Foundation, Minneapolis, MN.
SRTR is charged with assessing transplant program performance relative to 
expectation, and OPTN’s Membership and Professional Standards Committee 
(MPSC) with deciding which programs warrant further peer review due to 
substandard outcomes. Following a recommendation of the Consensus Conference 
on Transplant Program Quality and Surveillance, SRTR will begin using a 
Bayesian statistical method to assess program performance. The Bayesian method 
gives a posterior probability distribution of a program’s hazard ratio. Screening 
criteria can then be developed to identify programs for peer review if evidence of 

underperformance is suffi cient. As MPSC’s current screening methodology has 
high false-fl agging rates for small-volume programs and low power for mid-volume 
programs, SRTR performed a simulation study to identify optimal thresholds to 
best achieve these goals: 1) increase statistical power to identify underperforming 
programs, particularly mid-sized, and 2) hold the probability of false fl agging to 
approximately 5% regardless of program volume. We simulated outcomes 2500 times 
for all kidney, heart, liver, and lung programs included in the July 2012 program-
specifi c reports assuming, for all programs, 1) performance was consistent with the 
national average, and 2) mortality rates were twice the expected rate of failure. In 
each simulation, we examined 57,915 screening criteria to fi nd the optimal criteria 
that maximize true positives while holding false positive rates to approximately 
5%. The optimal criteria were: 1) Greater than 75% probability that the program’s 
hazard ratio is greater than 1.2, or 2) Greater than 10% probability that the program’s 
hazard ratio is greater than 2.5.
Figure 1 compares the current and the optimal Bayesian fl agging systems for 
false-positive and true-positive rates. The optimal Bayesian-based criteria achieve 
the goal of holding the false positive rate relatively low regardless of program 
volume while maximizing the ability to identify true underperformance. MPSC 
will continue to consider these criteria for potential recommendation to the OPTN/
UNOS board of directors.

Abstract# C1843 
Dual Kidney Allocation Score: A Novel Algorithm Utilizing Expanded 
Donor Criteria for the Allocation of Dual Kidneys in Adults. T. Price, 
B. Leiby, C. Doria. Transplant Surgery, Thomas Jefferson University, 
Philadelphia, PA.
INTRODUCTION:
The recent experience of dual kidney transplantation (DKT) in extended criteria 
donors (ECD) has revealed the need for a comprehensive allocation score based 
upon analysis of donor and recipient factors and outcomes. Recent literature 
has found equivalent outcomes in DKT versus extended criteria single kidney 
transplants (eSKT) at one year. Discard rate of ECD kidneys in the US is currently 
44%, suggesting overly stringent guidelines in the allocation protocol of kidneys 
to DKT or eSKT.
METHODS:
Utilizing United Network for Organ Sharing (UNOS) generated data between January 
2003 and September 2013, we performed statistical analysis of donor and recipient 
factors with regards to outcome in 204 DKTs and 24,026 eSKTs from ECDs in order 
to create a scoring system for allocation.
RESULTS:
Mean survival time was equivalent with 2815.7 ± 216.8 days for DKT and 2645.2 
± 20.2 days for eSKT. No statistical signifi cance was found between DKT and 
eSKT in donor factors including: BMI, history of hypertension, fi nal fl ow rate or 
resistance. No statistical signifi cance was found in recipient age, BMI, waitlist days, 
GFR, panel reactive antibody, length of stay, or acute and chronic rejection episodes. 
The average donor ages for DKT and eSKT were 56.4 ± 15 yrs and 59.8 ± 6.1 yrs, 
respectively (p<0.0001). Donor creatinine was signifi cantly elevated in DKT v. 
eSKT (1.4 ± 1.5 mg/dL, 1.2 ±1.3 mg/dL, p<0.0001). Donor weight, conversely, was 
lower in DKT than eSKT recipients (78.9 ± 19.8 kg, 81.9 ± 19.9 kg; p=0.0281). 
Donor duration of diabetes was 3.4 ± 1.2 yrs for DKT and 2.9 ± 1.1 yrs for eSKT 
(p=0.0238). Glomerulosclerosis was signifi cantly higher in DKT v. eSKT, 2.5 ± 1.5 
(6-15%) and 1.7 ± 1.2 (0-5%) respectively. Average cold ischemia time was 23.1 
± 11.7 hrs for DKT and 19.3 ± 9.3 hrs for eSKT (p<0.0001). Discharge creatinine 
was signifi cantly higher in recipients of eSKT, 4.0 ± 2.9 mg/dL v. 2.9 ± 2.5 mg/dL 
in DKT (p<0.0001).
CONCLUSION:
Expansion of the donor pool demands constant evaluation of current protocols to 
meet the overwhelming demand for organs. DKTs have been shown to be a viable 
alternative to discarding kidneys too marginal for eSKTs but the current guidelines 
have been touted as too protective and there is no common protocol accepted in the 
evaluation of ECD for DKT. In this paper we provide a new dual kidney allocation 
score to standardize and refi ne selection.
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Abstract# C1844 
12 Month Outcomes of Expanded Criteria Deceased Donor Kidney 
Transplants. S. Turner, C. Callaghan, J. Olsburgh, N. Mamode, M. Drage, 
R. Hilton, J. Pattison, F. Calder, G. Koffman, J. Taylor, N. Kessaris. 
Department of Nephrology and Transplantation, Guy’s Hospital, London, 
United Kingdom.
Introduction:In the US, the proportion of ECD kidneys transplanted was 18% in 
2011, up from 16% in 2001. ECDs can be sub-divided into a junior group (under 70 
yrs, jECD) and a senior group (70 yrs and over, sECD). Use of these organs at our 
UK unit has increased and outcome data from such donors are limited.
Methods: We analysed results for all deceased donor (DD) kidney transplants 
performed at our centre in 2012. Outcomes included patient and graft survival, eGFR 
(four variable MDRD equation), biopsy usage, and combined length of inpatient 
stays over 12 months (LOS).
Results: Of 114 transplants, 56 (49%) were from standard criteria donors (SCD) 
and 58 (51%) were from ECDs; 5 of the ECDs were double. The median age of 
ECD recipients was 60.5 years vs 49.5 years for SCDs. Of the ECDs, 39 were jECD 
and 19 were sECD. There were 3 deaths with a functioning graft, 1 SCD at day 
59 and 2 ECDs at days 17 and 136 respectively. By 12 months, 3 recipients were 
lost to follow-up but all other recipients remain alive. All-cause graft loss rates at 
12 months were 6/56 (11%) SCD, 8/58 (14%) ECD, 5/39 (13%) jECD and 3/19 
(16%) sECD. There was a signifi cant difference in Karpinski score between 37 SCD 
biopsies (mean 2.6, SD 1.4) and 39 ECD biopsies (mean 4, SD 1.6; p<0.001) taken 
intra-operatively. Primary non-function rates were 1.8% for SCD, 6.9% for ECD 
overall, 5.1% for jECD and 10.5% for sECD. Delayed graft function rate, defi ned 
as the requirement for dialysis in the fi rst 7 days post transplant, was 32% in SCD, 
48% in ECD, 46% in jECD and 53% in sECD. Median eGFR was signifi cantly 
higher in the SCD than in the ECD group at 3 months (48 vs 32; p<0.001), 6 months 
(49 vs 30; p<0.001) and 12 months (47 vs 32; p<0.001). There was no difference 
in eGFR between jECD and sECD recipients. There was no signifi cant difference 
in the number of post-transplant biopsies or median LOS (17.8 days SCD vs 20.2 
days ECD; p=0.498) in the fi rst 12 months.
Conclusions: During 2012, more than half of our DD renal transplants came from 
ECDs. Recipients of ECD allografts did have higher rates of primary non-function, 
delayed graft function and signifi cantly lower eGFR at 3, 6 and 12 months. However, 
these allografts may be appropriate in selected recipients. The lack of inferiority of 
the older compared with younger ECDs may encourage cautious use of these organs 
though numbers are small at present.
DISCLOSURES: Mamode, N.: Grant/Research Support, Astellas International, 
Alexion.

Abstract# C1845 
Old Donors For Young Recipients. F. Fior,1 F. Nacchia,1 R. Momo,1 L. 
Spatola,2 G. Zaza,2 C. Ghimenton,3 L. Boschiero.1 1Kidney Transplant 
Unit, AOUI, Verona, Italy; 2Nephrology and Dialysis, AOUI, Verona, 
Italy; 3Histology and Pathological Anatomy, AOUI, Verona.
Introduction
Althought donor age is an important predictor of graft survival, kidneys from 
older donors increase transplant numbers. A clinical and biopsy based algorithm 
in selection and allocation of older grafts is a possible strategy to improve graft 
survival. We present the results of a retrospective study on allocation of old donor 
kidneys in young recipients.
Matherials and methods.
We retrospectively analyzed 282 kidney recipients who received graft from extended 
criteria donor (ECD) older than 60 years. All grafts were biopsied then assigned 
to single or double transplant according to Remuzzi histological score. Recipients 
were classifi ed as young (55 years old or less), intermediate (56-64 y.o.) and old (65 
y.o. or more). All patients were treated with triple therapy (63.3% CNI-based, 31.3 
% mTOR-based) and followed up in our unit. Statistical analyses were performed 
using t-test, ANOVA and Kaplan Meyer survival using STATA 11.2.
Results.
Results are shown in table 1 and table 2.

Recipients groups Young (≤55) Intermediate 
(56-64) Old (≥65) p

Patients 72 152 57
Mean donor age (s.d.) 66 (5) 69 (6) 72 (6) 0.000
Mean dialysis time, months (s.d.) 48 (52) 32 (29) 29 (22) 0.003
Mean cold ischemia time, hours 
(s.d.) 15 (5) 15 (4) 16 (5) 0.110
Mean recipients age (s.d.) 51 (5) 60 (3) 68 (3) 0.000
SKT/DKT % (n) 77/23 

(56/17) 63/37 (96/56) 60/40 
(34/23) 0.070

DGF % 27 25 34 0.420
Mean follow up time, months (s.d.) 52 (42) 45 (37) 41 (35) 0.130

Table 1: donors, recipients and transplant characteristics.
Young 
(≤55)

Intermediate 
(56-64)

Old 
(≥65) p

1 year follow up n 237 60 130 47
S-Cr umol/L (s.d.) 151 (50) 146 (62) 148 (58) 0.60
CrCl 24 h-urine collection 
(s.d.) 53 (24) 55 (27) 54 (24) 0.91

4 years follow 
up n 111 31 64 16

S-Cr umol/L (s.d.)
142 (67) 141(52) 125 (41) 0.55

CrCl 24 h-urine collection 
(s.d.) 53 (22) 46 (20) 53 (16) 0.28

Grafts survival 
% 0.20

1 year follow up 95.9 93.9 100
4 years follow up 90.7 86.6 97.2

Patients survival 
% 0.09

1 year follow up 100 96.3 94.4
4 years follow up 97.5 89 87.5

Table 2: graft functional outcome, patient and graft survival.
Conclusion.
These preliminary results show that old for young allocation allows good functional 
results if it’s guided by a clinical/histological algorithm. Prospective studies with 
wider sample and longer follow up are essential to confi rm our data.

Abstract# C1846 
Preemptive Kidney Transplantation in Elderly Recipients With 
Kidneys From Elderly Deceased Donors. E. Morales, E. Gutierrez, 
A. Hernandez, J. Rojas-Rivera, E. Gonzalez, M. Molina, M. Praga, A. 
Andres. Nephrology Department, Hospital 12 de Octubre, Madrid, Spain.
Introduction: Preemptive kidney transplantation (PKT) improves graft and patient 
survival compared to other renal replacement therapy options. A large number of 
elderly patients are potential candidates for kidney transplantation, while many 
kidneys from elderly deceased donors are discarded due to a lack of compatible 
recipients. There is no information about PKT in elderly patients receiving kidneys 
from elderly deceased donors.
Objective: To analyze the results of cohort of elderly patients receiving PKTs from 
elderly deceased donors and compare it with that of a cohort of elderly patients who 
received a kidney transplant after the onset of chronic dialysis.
Material and Methods: From 2007 to 2012, we performed a prospective 
observational study comparing 26 elderly patients receiving PKT with a control 
group of 26 elderly patients receiving a fi rst transplant after prior dialysis.
Results: Mean age was 74.3 ±2.9 years in the PKT group and 73.4±4.1 in the control 
group. Induction immunosuppression was similar in both groups. Mean donor age 
was 73.8 ± 4.1 in the PKT group and 74.4 ± 5.1 years in the control group. The 
actuarial 1-, 3-, and 5-year graft survival rates (death-censored) were 96%, 96% and 
96% in the PKT group and 76%, 68% and 68% in the control group (p = 0.02). The 
actuarial 1-, 3-, and 5-year patient survival rates were 92%, 78% and 78% in the PKT 
group and 83%, 83% and 83% in the control group. At the end of the study, renal 
function was similar in the two groups (PKT: Scr 1.7 ± 0.8 mg/dl and GFR-MDRD 
42.2 ± 18.3 ml/min/1.73 m2; control: Scr 1.6 ± 0.9 mg/dl and GFR-MDRD 40.4 ± 
13.8 ml/min/1.73m2). Proteinuria was 0.6 g/24 h in the PKT group and 0.3 g/24h 
in the control group (p = 0.08).

Cause PKT Group (N=26)
N (%)

Control Group (N=26)
N (%) P-value

Immediate renal function 24 (92.3) 14 (53.8) 0.002
Primary non-function 1 (3.8) 3 (11.5) 0.29
Delayed graft function 1 (3.8) 9 (34.6) 0.005
Early graft loss (≤3 months) 1 (3.8) 4 (15.4) 0.15
Acute rejection 6 (23.1) 1 (3.8) 0.043
Return to dialysis 0 (0) 4 (15.4) 0.03
Total number of deaths 4 (15.4) 4 (15.4) 1.0
Exitus with a functioning graft 3 (75) 1 (25) 0.15

Conclusion: Optimal kidney from deceased very old donors can be successfully 
transplanted in ESRD non dialysis elderly recipient when there are not other very 
old candidates in the waiting list.

Abstract# C1847 
CNI-Free Protocol in Kidney Transplant Recipients From Donors 
After Cardiac Death: Good Renal Function But High Incidence of 
Conversion to CNI. A. Sanchez-Escuredo,1 F. Diekmann,1 I. Revuelta,1 
N. Esforzado,1 M. Ricart,1 F. Cof&#02094;,1 V. Torregrosa,1 L. Peri,2 
J. Campistol,1 F. Oppenheimer.1 1Nephrology and Kidney Transplant, 
Hospital Clinic Barcelona, Barcelona, Spain; 2Urology, Hospital Clinic 
Barcelona, Barcelona, Spain.
Background: Donor after cardiac death (DCD) grafts are increasingly being used 
and show excellent results of survival despite the relatively high incidence of delayed 
graft function (DGF). Some studies have proposed a minimization of calcineurin 
inhibitor (CNI) therapy in DCD transplants to improve DGF. Our objective was 
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to assess the safety and feasibility of a CNI-free regimen in DCD patients and to 
compare it with brain-dead donors (DBD) under CNI treatment.
Methods: observational retrospective study between 2002 and 2011. A total of 109 
Maastrich category II DCD and 218 DBD with similar characteristics were included 
in this single centre. DCD group received polyclonal antibodies, mycophenolate 
mofetil, prednisone and mTOR inhibitor (starting at 6th day). DBD group received 
standard treatment: Basiliximab or polyclonal antibodies, mycophenolate mofetil, 
tacrolimus and prednisone. We report clinical data, graft and patient survival and 
acute rejection rate.
Results: The median follow-up was 75±34 months. DCD vs DBD: donor age 45±13 
vs 47±14, recipient age 49±11 vs 49±12 (p 0.693), cold ischemia time 14±3h vs 
17±5h (p < 0.001). DGF 72.5% vs 26.1% (p 0.001). Patient survival was 99.1% 
vs 95.9% (p 0.112) and graft survival at one year 89% vs 92.2% (p 0.253). Patient 
survival at 5 years 85.3% vs 90.1% (p 0.340) and graft survival 85.3% vs 78.8% 
(p 0.166). During the fi rst year 57.8% (n 63) of DCD patients were converted to a 
CNI treatment at a mean time of 2.7 months (8 days-82 months), mainly for surgical 
and wound healing problems. Serum creatinine at one year was 1.5 (1.26-2) mg/
dl vs 1.4 (1.16-1.8) mg/dl (p 0.078) and at last follow-up 1.37 (1.1-1.71) mg/dl vs 
1.35 (1.08-1.99) (p=0.8). At one year biopsy-proven acute rejection rate was 11% 
vs 16.1% (p 0.220).
Conclusion: DCD kidney transplantation with a CNI-free protocol is feasible and 
safe, however, is associated with a high conversion rate to CNI-based treatment. 
Despite the high DGF incidence, CNI-free therapy in DCD transplantation was not 
associated with inferior graft function nor higher rejection rates compared with DBD 
patients treated with standard CNI therapy.

Abstract# C1848 
Impact of The New Fast Track Kidney Allocation Scheme For 
Declined Kidneys in The UK. A. White,1 S. Pathak,1 H. Roberts,1 C. 
Ecuyer,1 K. Brady,1 B. Clarke,2 M. Wellberry-Smith,3 A. Hudson,4 M. 
Attia,1 L. Hostert,1 R. Baker,3 N. Ahmad.1 1Department of Transplantation, 
St James’s University Hospital, Leeds, United Kingdom; 2Department of 
Histocompatibility and Immunogenetics, St James’s University Hospital, 
Leeds, United Kingdom; 3Department of Renal Medicine, St James’s 
University Hospital, Leeds, United Kingdom; 4National Health Service 
Blood and Transplant, Bristol, United Kingdom.
Introduction: A ‘new’ Fast Tract Kidney Allocation Scheme (FTKAS) was 
implemented in the UK in November 2012 for simultaneous offering of previously 
declined kidneys. We evaluated the effectiveness of the FTKAS in utilization and 
outcome after transplantation in a single center over the fi rst year.
Methods: We surveyed all 23 adult renal transplant centers for their views on the 
system. Centre utilization was evaluated. Outcome after transplantation of FTKAS 
allocated kidneys in a single center was analyzed using a prospective database. 
Results: Ten centers participated in the scheme. Other centers cited graft and patient 
outcome concerns and inadequate logistical support for their non-participation. In 
the fi rst year of the scheme, 266 kidneys were offered via the FTKAS (175 DBD, 
91 DCD). Of these 158 kidneys were transplanted in 10 centres, 108 kidneys were 
discarded (utilization, 59%). Five centers utilized 75% of FTKAS kidneys. Our 
institution was the largest single user (26%). In comparison, 166 kidneys were 
offered through previous ‘declined kidney scheme’ in a fi ve-year period, 65 utilized 
in 59 transplants (39%) with fi ve centres accounting for 90% of utilization. In our 
institution 42 kidneys (23 DBD, 19 DCD) were transplanted in 39 recipients: 3 dual 
and 36 single kidney transplants. There were 1 primary non-function, 11 delayed 
graft function and 27 primary function. There was one recipient death and one 
biopsy proven acute rejection in the fi rst six-months. Six-month graft and patient 
survival were 95% and 97% respectively with 3-month median serum creatinine of 
158umol/L (IQR 126.5-209.25). Results were comparable to a matched group of 
kidney transplants allocated through the normal scheme.
Conclusions: The FTKAS has led to effective utilization of the declined kidneys 
with outcome after transplantation comparable to kidneys allocated through standard 
scheme. Concentration of the experience in a few centres may refl ect their experience 
of such kidneys. Non-participation in the scheme based on outcome concerns is 
mostly subjective whilst logistical issues need to be addressed.

Abstract# C1849 
ECD in Retransplantation UNOS Update:Proceed With Caution. H. 
Panchal, J. Patterson, J. Ortiz. Mount Sinai School of Medicine, New York, 
NY; Surgery, Lincoln Medical Center, New York, NY; Transplantation, 
Albert Einstein Healthcare Netwrok, Philadelphia, PA.
Introduction: Retransplant is preferred therapy for selected patients with allograft 
failure. Whether using ECD kidneys for retransplantation is clinically and 
programmatically prudent is elusive. We explored the last two decades of UNOS 
database to elucidate outcomes of ECD kidneys in patients with previous graft loss.
Methods: Retrospective analysis of 44,296 patients with ECD kidney as their fi rst 
transplant (Prim-ECD = 25508) and SCD/ECD kidney after previous graft loss 
(re-SCD =17130; re-ECD = 1658) was done. Cox proportional regression models 
were fi tted to compute hazard ratios and multivariate analysis was done adjusting 
for age, gender, race, BMI, PRA, HLA mismatch levels, cold ischemia time (CIT), 

waiting time, region and year of transplantation.Results: Prim-ECD recipients were 
signifi cantly older than re-ECD and re-SCD recipients (Mean= 58 vs. 49 vs. 42 years, 
p < .001), more likely to be diabetic (41.5% vs. 23.4% vs. 17.6%; p < .001), frequently 
obese (30% vs. 21.5% vs. 20.6%; p < .001) and had shorter waiting time (mean= 
756 vs. 797 vs. 854 days; p < .001) respectively. CIT was signifi cantly longer (p< 
.001) in both ECD groups; more ECD kidneys had prolonged CIT (>24 hours). By 
Kaplan Meier analysis, 1-, 3-, and 5-year death censored graft survival in re-ECD 
group was signifi cantly inferior to Prim-ECD (83% vs. 91%, 72% vs. 83%, and 62% 
vs. 73%, logrank p < .001); however, patient survival was signifi cantly superior 
(93% vs. 91%, 84% vs. 83%, and 76% vs. 73%; logrank p= .015) respectively. On 
univariate analysis, re-ECD kidneys experienced higher failure rate (HR= 1.19, 
95%CI= 1.11-1.27, P< .001), but patients experienced signifi cantly lower mortality 
rate than Prim-ECD kidneys (HR=. 89 95%CI= .80-98, p= .02). On multivariate 
analysis adjusting for the confounders graft failure risk remained signifi cant 
(HR= 1.23, 95%CI= 1.12-1.36, p< .001); however, patient mortality rate reversed 
(HR=1.25, 95% CI=1.08-1.44, p= .001). Compared to the re-SCD group, re-ECD 
had signifi cantly higher risk (Adjusted HR graft failure =1.72,95CI=1.57-1.89 and 
patient mortality =1.43, 95CI=1.17-1.75; p< .001).Conclusion: Although patients 
retransplanted with ECD were younger, thinner and less likely to be diabetic, graft 
outcomes were signifi cantly worse than primary transplantation with ECD. This may 
have signifi cant ramifi cations concerning patient and programmatic expectations.

Abstract# C1850 
Donation After Circulatory Death (DCD) Renal Allografts: The 
Impact of Donor Age On Recipient Outcome in a Contemporary 
Canadian Cohort. N. Rowe, M. Huynh, P. Violette, C. Weernink, A. 
Sener, P. Luke. Multi-Organ Transplant Program, Western University, 
London, ON, Canada.
Purpose: Donation after Circulatory Death (DCD) renal allografts continue to be 
an under-utilized organ source. While DCD grafts have comparable outcomes to 
neurological determination of death (NDD) grafts, the impact of donor age has been 
addressed in only a limited number of studies. The aim of our study is to compare 
patient outcome in recipients of DCD allografts from donors greater than 50 years 
of age to those 50 years of age and younger.
Methods: Institutional review board approved our study. 118 kidney transplant 
recipients received DCD allografts at our institution between July 2006 and 
September 2013. Recipient outcome variables (creatinine clearance (CrCl), 
readmission rate, length of hospital stay (LOS), or delayed graft function (DGF) ) 
were compared for donors older than age 50 and 50 years of age or less. Student 
t-test and Pearson chi-square test were used in analysis.
Results: Mean recipient age was 43.4 years (SD =14.5) and median follow-up was 
20.5 months (range 1.1 to 86.6). Recipients of kidney transplants from DCD donors 
51 years of age and older demonstrated lower CrCl at 1 month (50.3 mL/min vs. 
72.7 mL/min, p<0.001), 3 months (62.5 mL/min vs 87.9 ml/min, p = 0.002), and 1 
year (66.2 mL/min vs 87.8 mL/min, p = 0.013). The two groups did not differ with 
regard to delayed graft function χ2 =0.573, p = 0.706, graft loss χ2 = 0.779, p = 1.00, 
or hospital readmission χ2 = 0.294, p = 0.355. Hospital LOS was equivalent between 
the two groups (13.9 days vs. 13.8 days, p = 0.929). Recipients of older DCD kidneys 
(>50 years of age) tended to be older (59.2 vs. 49.3, p <0.001).
Conclusions: Recipients of DCD kidneys had similar short-term outcomes (DGF, 
LOS) between the two age categories. Recipients of the allografts from donors 
greater than 50 years of age demonstrated lower creatinine clearance at one year. 
Longer follow-up is required to determine long-term survival of these allografts.

Abstract# C1851 
Dual Kidney Transplants From Adult Marginal Donors: Double or 
Nothing. R. Stratta,1 J. Rogers,1 G. Orlando,1 U. Farooq,1 Y. Al-Shraideh,1 
A. Reeves-Daniel,2 A. Palanisamy,2 S. Iskandar,3 M. Gautreaux,1 A. 
Farney.1 1General Surgery (Transplant), Wake Forest; 2Internal Medicine 
(Nephrology), Wake Forest; 3Pathology, Wake Forest School of Medicine, 
Winston-Salem, NC.
Dual kidney transplantation (DKT) may reduce organ discard and optimize the use 
of kidneys from adult marginal donors. Methods: We retrospectively reviewed 
outcomes in DKT; if the donor creatinine clearance was <65 ml/min, then the kidneys 
were considered for DKT. Low risk patients (pts) were chosen with informed consent; 
all received either r-ATG or alemtuzumab induction with tacrolimus/mycophenolate 
± steroids. Results: From 11/01-3/13, 72 DKTS were performed including 46 from 
expanded criteria donors (ECDs), 17 (5 ECD) from donation after cardiac death 
(DCD) donors , and 9 from standard criteria donors (SCD). A total of 31 kidney 
pairs (43%) were imported from other donor service areas; cold ischemia times 
were  ≥30 hours in 22 cases (31%). Nearly all kidneys were refused by multiple 
centers and many were targeted for discard. Mean donor and recipient ages were 
60 and 59 years, respectively, including 15 donors and recipients  ≥70 years of age. 
Mean pre-KT waiting and dialysis vintage times were 12 months and 24 months, 
respectively. Pt and graft survival rates were 85% and 71% with a mean follow-up 
of 4 years. One year and death-censored graft survival rates were 90% and 80%. 
Outcomes did not differ by donor source or recipient age. 11 pts died at a mean of 
36 months post-DKT (8 with functioning grafts) and 13 experienced graft loss at a 
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mean of 34 months. The incidence of delayed graft function (DGF) was 24%; there 
were 2 cases (2.8%) of primary nonfunction. Mean length of initial hospital stay 
was 7.6 days. The 12 month incidences of surgical complications, acute rejection 
(AR), and major infection were each 17%. Mean serum creatinine and aMDRD GFR 
levels at 24 months were 1.5 mg/dl and 51 ml/min. Graft survival was comparable 
to concurrent single ECD and graft function comparable to concurrent SCD KTs. In 
the absence of DGF or AR, the proportionate nephron mass transplanted from donor 
to DKT recipient was 77% compared to 55-58% for pts receiving single KTs from 
SCD, ECD, or DCD donors. Conclusions: DKT using kidneys from marginal donors 
that otherwise might be discarded offer a viable option to counteract the growing 
shortage of single kidneys. Acceptable medium-term outcomes can be achieved 
with limited nephron mass donors with appropriate donor and recipient selection.

Abstract# C1852 
Increased Circulatory Death Donation Rates: Which Patients Are 
Benefiting? B. Mirshekar-Syahkal, P. Sun, M. Aly, J. Bradley, G. 
Pettigrew. Department of Surgery, University of Cambridge, Cambridge, 
United Kingdom.
Introduction: UK DCD rates have increased six-fold in the last 7 years, but it is 
not clear who benefi ts from DCD kidney transplants, particularly as the mean age of 
DCD donors is increasing and DCD kidney allocation is exempt from the national 
scheme. This study examines donor profi le and outcomes according to age at listing 
for renal transplantation in our centre, where twice as many DCD as DBD kidney 
transplants are currently performed.
Methods: Outcomes of adult patients listed for renal transplantation between 2002 
and 2012 were analysed. Patients were divided into three groups according to age at 
time of listing: <45, 45-65 and >65 (elderly). Times of listing, delisting, death and 
transplant details were recorded; DCD organs were allocated using a modifi cation 
of the national algorithm, which favoured age-matching donor and recipient.
Results: Of those listed for renal transplantation (1386), 559 were aged under 45, 691 
were 45-65 and 136 were over 65, with 74%, 70% and 53%, respectively, receiving 
a transplant. The proportion of elderly patients listed increased from 6% in 2002 
to 13% in 2012. Elderly patients had the highest rate of delisting (p<0.001): only 
7% of untransplanted patients who had been listed in the fi rst 6 years were active 
on the list at time of follow-up (cf 15% 45-65, 24% <45). Despite the preferential 
national allocation of DBD organs to younger, HLA-matched, recipients, there was 
no signifi cant difference in time to transplantation between the three groups, likely 
because whereas younger patients received an equal proportion of organs from DBD, 
DCD and live donors, older patients received a much higher proportion of DCD 
kidneys (64% in the >65 group, p<0.001). This refl ects local bias of allocating elderly 
DCD kidneys to elderly patients; 30% of kidneys from DCD donors over 65 were 
allocated to recipients over 65 (cf 20% of kidneys from comparable DBD donors). 
This bias has, however, a limited impact on overall DCD usage, because only 12% 
of all DCD kidneys were allocated to the over 65 group (of which half were from 
donors over 70). There was no signifi cant difference in graft survival between the 
three groups when censored for death as a cause of graft loss.
Conclusions: The time-frame for transplantation of elderly patients is limited. 
As numbers listed increase, preferential allocation of older DCD kidneys to this 
population may alleviate demand with minimal effect on the overall donor pool.

Abstract# C1853 
Composite Scores to Predict Post-Kidney Transplant Outcomes 
for Older Donors. D. Maluf,1 L. Jae,1 L. Suh,1 K. Anne,2 D. Pasha,1 
G. Lorenzo,3 B. Kenneth,1 M. Valeria.1 1UVA, Charlottesville; 2VCU, 
Richmond; 3NWU, Chicago.
Background. Kidney transplantation (KT) is the best treatment option for patients 
with end stage renal disease (ESRD). As a result of increased life expectancy, an 
increasing number of older adults are becoming organ donors. Although both donor 
and recipient chronological ages are known to be important factors of transplant 
outcomes, there is a great variability among older organ donors and/or recipients 
in their outcomes, probably as consequence of individual genetic background and 
epigenetic modifi cations.
Patients and methods. A total of 191 donor organ samples were evaluated using 
gene expression arrays from primary deceased donor KT recipients undergoing 
prospective follow-up and protocol biopsy (mean follow-up=3.8±3.6 months).
We integrated signifi cant pre-KT donor-recipient molecular and clinical variables 
to obtain a composite model system for accurately predicting KT outcomes. Our 
integrated prediction modeling was performed in two steps, 1) fi rst developing an 
overall (i.e. age-unrestricted) integrated model and 2) then developing separate 
age-restricted prediction models for older donor outcome prediction.
Results. Using 191 donor organ tissues (donor range 7-74 yr), we evaluated the 
overall prediction power of a combined model (gene expression and clinical factors). 
Receiver operating characteristics (ROC) and positive and negative predictive 
value (PPV/NPV) analyses were performed. At the statistical optimal cutoff point 
(Youden Index, AUC=0.781, p-value=1.43e-06), the combined model reached 
Sensitivity=0.80 and Specifi city=0.82. Despite a similar AUC value, the prediction 
model with donor age alone provide Sensitivity=0.78 and Specifi city=0.75 at the 
optimal cutoff, which suggest potential improvements and higher clinical utility of an 

integrative model in donor organ selection. Critically, when the analysis was limited 
to patients  ≥55-yr, we observed an AUC=0.63, p=0.059, with Sensitivity=0.62, 
Specifi city=0.69 for donor age alone. On the other hand, the combined model 
improved both Sensitivity=0.64 and Specifi city=0.78 at the statistical optimal cutoff 
point (AUC=0.71, p=0.020).
Conclusions. These results show that the addition of molecular markers improves 
the prediction value in older donors, where the variability associated with biological 
aging is crucial. These fi ndings support testing different molecular markers associated 
with biological age for elderly donor selection and outcome prediction

Abstract# C1854 
Survival Benefi t of Kidney Transplantation From Expanded Criteria 
Donors Undergoing Donation After Circulatory Death. S. Singh,1,2 S. 
Kim.1,2,3,4 1Division of Nephrology, Department of Medicine, University 
of Toronto, Toronto, ON, Canada; 2Institute of Health Policy, Managment 
and Evaluation, University of Toronto, Toronto, ON, Canada; 3Division 
of Nephrology and the Kidney Transplant Program, University Health 
Network, Toronto, ON, Canada; 4Division of Nephrology and the Renal 
Transplant Program, St. Michael’s Hospital, Toronto, ON, Canada.
Background Kidney transplantation from donors after cardiac death (DCD) as well 
as expanded criteria donors (ECD) has been increasing in frequency over time. Prior 
research showed that DCD kidneys have a slightly increased risk of graft failure vs 
non-DCD kidneys, but the relative risk was not signifi cantly greater amongst ECD 
vs non-ECD kidneys. However, the survival benefi t of combined ECD/DCD kidney 
transplantation in comparison to remaining on the wait-list is unknown.
Methods A retrospective cohort study of patients with end stage renal disease 
waitlisted for ECD kidney transplantation between 1 Jan 2000 and 31 Dec 2009 
was conducted using the Scientifi c Registry of Transplant Recipients. Previous 
kidney and multi-organ transplant recipients were excluded. ECD/DCD kidney 
transplantation was considered a time-varying exposure and a multivariable Cox 
proportional hazards models was fi tted to evaluate the relative hazard of death in 
ECD/DCD kidney transplant recipients in comparison to remaining on the wait-list 
for a non-ECD or ECD/non-DCD kidney (conservative therapy).
Results There were 72,437 patients included in the cohort, of which 534 received 
an ECD/DCD kidney transplant. Recipients of ECD/DCD kidneys were older at the 
time of listing, more likely to be male and less likely to be Black or Hispanic. Overall, 
combined ECD/DCD kidney transplantation was associated with a survival benefi t 
in comparison to conservative therapy (adjusted HR 0.83 [95% CI 0.68, 0.99], p = 
0.04). This represents a cumulative average hazard ratio over follow-up but the hazard 
of death is likely highest immediately post-transplant and subsequently decreases 
over time. Individual hazard ratios at critical time points post-transplant as well as 
the time to equal mortality risk are currently being evaluated.
Conclusion This study suggests that combined ECD/DCD kidney transplantation 
is associated with an overall survival advantage in comparison to remaining on the 
wait-list for a non-ECD or ECD/non-DCD kidney transplant. Further work is required 
to determine the time to equal mortality risk as well as subgroups of patients that 
may benefi t most from this strategy.

Abstract# C1855 
Expanded Criteria Donors Allow Successful Expansion On the Donor 
and Recipient Pools. A Single Centre Experience. S. Elias, R. Marcen, 
S. Jimenez, A. Fernandez, C. Galeano, C. Quereda. Nephrology, Ramon 
Cajal Hospital, Madrid, Spain.
Background: Due to the constant increase in waiting lists and the lower disponibility 
of young donors, the number of transplants from expanded criteria donors is 
growing continuously. However, their use is still controversial as graft survival 
could be negatively affected. The aim of the present study was to analyze the 
donor characteristics that infl uence graft survival. Patients and methods: It is 
a retrospective and observational single centre study in which 634 consecutive 
deceased donor kidney transplants, performed in our Unit between 2000 and 2012 
were included. Donor and recipient characteristics and graft outcome were obtained 
from the electronic medical records. Kidneys from donors with a serum creatinine 
above 2.5 mg/dl and older than 65 years with more than 25% of glomerulosclerosis 
in the kidney biopsy were not accepted for transplantation. Results: The mean age 
of recipients was 52.9±13.0 years, 207 (32.6%) aged more than 60 years. In addition, 
67.9% of donors have died by cerebrovascular disease, 46.5 % were more that 60 year 
old, 35.5% had a previous history of hypertension and 7.7% had a serum creatinine 
above 1.5 mg/dl. Altogether, 55.0% of grafts came from expanded criteria donors. 
Furthermore, 61 out of 233 biopsied grafts had >10% of sclerotic glomeruli. As our 
policy is to transplant old-for-old, there was a signifi cative relationship between 
recipient and donor age (r=0.691; 95%CI 0.648-0.729;p<0.001). Graft and patient 
survival at 5 years were 80% and 92% respectively. Cox univariate analysis showed 
that time on dialysis, donor last serum creatinine, a previous history of donor 
hypertension and peak PRA were the variables associated with graft survival. In 
the multivariate analysis; peak PRA (HR:1.01; IC95% 1.00-1.01; p=0.041), donor 
hypertension (HR:1.86; IC95% 1.27-2.73; p=0.001) and donor serum creatinine 
(HR 1.20; 95%CI 1.07-1.36;p=0.003) remained in the model. No association was 
observed between % of donor glomerulosclerosis and graft function at 6 months 
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or survival at 5 years. Conclusions: Our study shows that the use of expanded 
criteria donors provide satisfactory survival rates and allow increasing the number 
of transplants. Only donor serum creatinine and a previous history of hypertension 
but not age were the variables associated with graft survival.

Abstract# C1856 
Kidney Transplation From Very Old Donors: Pushing the Limits Too 
Far? M. Donatella,1 P. Vittorio,1 P. Gabriele,1 N. NIccolò,1 A. Gabriella,2 
B. Massimiliano,3 T. Carla,3 B. Anna,3 B. Ugo,1 F. Vistoli.1 1General and 
Transplant Surgery, University of Pisa, Pisa, Italy; 2General and Vascular 
Anesthesia, University of Pisa, Pisa, Italy; 3Nephrology, University of 
Pisa, Pisa, Italy.
Beginning in the late ‘90s, the disparity between growing number of patients on 
the waiting list for kidney transplantation (KT) and donor shortage, has forced the 
transplant community to explore the suitability of expanded criteria donors (ECD). 
In our procurement area (Tuscany), along with high donation rates, mean donor 
age is 65 years. We herein present the results of our policy for use of this very old 
donors in KT.
Methods.Between 2000 and 2012 220 KT were performed using grafts from 
brain dead organ donors aged 60 years or more: mean age 71 years, mean BMI 
25.7, mean calculated creatinine clearance 68 ml/min; 87% of the donors died 
because of cerebrovascular accident, 60% had a diagnosis of hypertension and 
12% were diabetics. Age was the only ECD parameter in 8% of donors. In 36% 
age was associated with a further ECD parameter, in 44% with 2, and in 12% with 
3. Results are presented after a maximum follow-up period of 120 months; 134 
patients received a single KT (SKT), and 86 a dual KT (DKT). Renal biopsies were 
taken from most donors (81%) and were scored according to Karkpinski et al. The 
outcome of SKT using grafts scored between 4 and 5 was compared to the outcome 
of DKT using grafts with the same biopsy score and to the outcome of SKT with 
grafts scored 3 or less.
Results. Baseline recipient characteristics were similar irrespective of the type of 
KT and whether or not a pre-KT biopsy was performed. Ten-year graft  and patient  
survival rates were similar between recipients of SKT and DKT. Similarly, patients 
whose grafts were selected according to biopsy scores (BIO-Y) had outcomes 
comparable to recipients whose grafts were selected without biopsy. When comparing 
the outcome of BIO-Y group based on the type of KT (SKT BIO score 4-5 vs DKT 
BIO score 4-5 and SKT BIO score 4-5 vs SKT BIO ≤ 3) graft and patients survival 
were similar across comparison groups.
Conclusion. Ageing of donor population challenges established algorithms of donor 
selection and graft allocation. Our experience suggests that kidneys from very old 
donors can be used in selected recipients. Routine biopsy does not necessarily helps 
in deciding between SKT and DKT, at least when scores do not exceed 5. Since 
donation after brain death is associated with donor ageing, the concept of ECD is 
doomed to evolve.

Abstract# C1857 
Short Term Outcomes of Recipients Transplanted With Machine 
Perfused Kidneys From Elderly Donors After Circulatory Death 
(DCD). B. Forgacs, G. Di Benedetto, Z. Hodi, E. Shaw, G. Giuffrida, O. 
Masood, V. Venkat, O. Okidi, N. Parrott, T. Augustine, T. Campbell, D. van 
Dellen, R. Pararajasingam, A. Tavakoli. Department of Transplantation, 
Manchester Royal Infi rmary, Manchester, United Kingdom.
Background: The use of the elderly (age>60 years) DCD donors in UK is rising in 
recent years. Hypothermic pulsatile machine perfusion of donor kidneys results in 
lower incidence as well as duration of DGF. The use and potential benefi t of machine 
perfusion of kidneys retrieved from elderly DCD donors is not well established.
Aim: To investigate the impact of hypothermic pulsatile machine perfusion on short 
term outcome of recipient transplanted with kidneys from elderly DCD donors.
Material and methods: From 10/2009 to 06/2013 sixty patients were transplanted 
with kidneys from DCD donors which were machine perfused prior the implantation. 
Recipients were grouped in two groups. Group A: donor age< 60 years and Group 
B: donor age>60years. Donor and recipient characteristics, renal function, 1 year 
patient and graft survival and perfusion characteristics were compared between 
the two groups. Continuous variables were compared using student’s t-test and 
categorical variables using Fisher’s exact test.
Results: The overall DGF rate in patients transplanted with kidneys from DCD 
donors decreased to 28% compare to 40% prior the machine perfusion era.

Group A Group B
Number of patients 40 20
Donor age (year; mean) 47 67*
Recipient age (year; mean) 47 59*
PNF (%) 0 2
DGF (%) 25 35
MP resistance at the start (mmHg/ml) 0.64 0.89*
MP resistance at the end (mmHg/ml) 0.24 0.31
Creatinine (μmol/l) at 3 month (mean) 162 219*
Creatinine (μmol/l) at 1 year (mean) 152 171
1 year patient survival (%) 97.5 100
1 year graft survival (%) 95 90
*=p<0.05 Group A vs Group B

Summary: The overall DGF rate is decreased using machine perfusion to 28%. The 
short term results of recipients transplanted with kidneys from elderly and younger 
donors are comparable. The benefi cial effect of machine perfusion on donor kidneys 
retrieved from elderly DCD donors is worth future studies.

Abstract# C1858 
Excellent Outcomes After Adult Dual Kidney Transplantation From 
Marginal Deceased Donors: Single Center Experience. A. Sharma, 
R. Fisher, M. Behnke, R. Ramanathan, A. King, M. Posner, A. Cotterell. 
Transplantation Surgery, Virginia Commonwealth University, Richmond, 
VA.
Background: Kidneys from extended criteria donors (ECD) that may not be 
considered suitable for transplantation singly, may be transplanted as ‘dual’ or 
‘simultaneous double’ in to adult recipients. However, skepticism about long-term 
outcomes may limit their widespread utilization.
Methods: The outcomes of adult dual kidney transplantation (ADKT) at our center 
were retrospectively compared to single ECD and standard criteria deceased donor 
(SCD) kidney transplantation (2004-12). Kidneys from Hepatitis C and pediatric 
donors were not included in this analysis. Univariate variables were compared using 
t-test for continuous and chi-square test for categorical variables. Kaplan-Meier 
patient and graft survival curves were compared using log-rank test.
Results: The ADKT recipients were signifi cantly older, had longer cold and warm 
ischemia times and none of them were re-transplant candidates. There was no 
difference in the rates of acute rejection or DGF. The death-censored graft survival 
after ADKT was comparable to SCD and ECD at 4-years. The SCD death-censored 
graft survival at 4-years was signifi cantly better than single ECD.

Adult Dual 
(n= 18)

SCD (n= 
330)

ECD 
(n=115) p-value

Donor characteristics
Age (yrs) 63.3 ± 8.5 37.0 ±11.7 61.4 ± 7.3 0.0001
Weight (kg) 85.2 ± 29.3 80.9 ± 21.9 86.7 ± 25.2 0.06
Recipient characteristics
Age (yrs) 61.2 ± 7.4 47.6 ± 12.7 56.1 ± 8.9 0.0001
Re-transplantation 0 51 (15%) 7 (6%) 0.01
Cold ischemia (hrs) 26.3 ± 7.4 17.4 ± 7.1* 21.2 ± 7.2 0.0001
Warm ischemia (mins) 45.8 ± 18.4* 31.0 ± 6.5 34.7 ± 10.5 0.0001
Pump perfusion 11 (61%) 99 (30%)* 67 (58%) 0.0001
DGF 2 (13%) 164 (50%) 62 (54%) 0.58
Acute rejection 1 (7%) 23 (7%) 16 (14%) 0.21
Patient survival (%)

1- / 4-yr 88 / 75 97 / 89 92 / 82
Dual vs. SCD p=0.36,
Dual vs. ECD p=0.73,
SCD vs. ECD p<0.005

Death-Censored Graft 
survival (%)

1- / 4-yr 89 /65 95 / 81 89 / 76
Dual vs SCD p=0.80,
Dual vs. ECD p=0.17,
SCD vs. ECD p<0.005

Conclusions: Despite signifi cantly longer cold and warm ischemia times, excellent 
intermediate-term patient and graft outcomes after adult dual kidney transplantation 
were comparable to those after standard criteria and single extended criteria 
deceased donor kidney transplants at our center. Adult dual kidney transplantation 
from marginal donors is a viable option to counteract the growing shortage of 
available organs.

Abstract# C1859 
Effi cacy and Safety of Early Use of Everolimus in Standard and 
Extended Criteria Deceased Donor KidneyTransplant Recipients: 
12-Month Preliminary Results of a Randomized Single Center Trial. 
I. Fernandes-Charpiot,1,2 H. Caldas,2 C. Mazeti,2 M. Baptista,1,2 J. Razera,2 
M. Abbud-Filho.1,2,3 1Faculdade de Medicina/Hospital de Base, Sao Jose 
do Rio Preto, Sao Paulo, Brazil; 2Laboratorio de Imunolgia e Transplante 
Experimental, Sao Jose do Rio Preto, Sao Paulo, Brazil; 3Instituto de 
Urologia e Nefrologia, Sao Jose do Rio Preto, Sao Paulo, Brazil.
Introduction: There are reports that kidney transplant recipients (RTx) from 
extended criteria (ECD) have worse outcomes than RTx from standard kidney donors 
(SCD) and that calcineurin inhibitors (CNI) nephrotoxicity may contributes to these 
results. Objectives: Evaluate outcomes of RTx of ECD treated with a CNI-free 
protocol and immediate use of Everolimus (EVL). Methods: 24-month, prospective, 
single center, open-label study. RTx (n=68) were allocated according to the type of 
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donor (ECD or SCD) and then randomized to start EVL on day 1 (n=33) or tacrolimus 
(n=35; TAC) combined with sodium mychophenolate, prednisone and induction with 
basiliximab. Results: After 12 month, 12(34%) ECD and 23(66%) SCD have been 
allocated to the TAC group while 11(33%) ECD and 22(67%) SCD received EVL. 
Incidence of diabetes, cold ischemia time, and duration of DGF were similar among 
groups except by age and DGF rate (TAC=65% vs. EVL=73%, p=0,03) which were 
signifi cantly higher in the EVL groups. Diabetes de novo/NODAT (TAC=17% vs. 
EVL=3%) and CMV diagnosis (58% vs. 31%, p=0.055, respectively) were more 
frequent in TAC groups. Biopsy-proven acute rejection (BPAR) in EVL and TAC 
groups was 21% vs. 12% (p=NS). Subgroups TAC-ECD, TAC-SCD, EVL-ECD, 
and EVL-SCD showed similar incidence of DGF length, wound complications, and 
a trend toward more BPAR (18%, 9%, 25%, and 20%, respectively, p=NS) and less 
CMV+ (68%, 51%, 38%, and 32%, p=NS) in EVL treated patients. Proteinuria was 
signifi cantly lower in TAC group (p=0.012). Serum creatinine did not differ among 
the 4 subgroups. One year graft survival for TAC-SCD, TAC-ECD, EVL-ECD, and 
EVL-SCD were 96%, 82%, 72%, and 91%, respectively. Overall 12-month patient 
survival for TAC and EVL were 97% and 96%, respectively. Conclusions:: Our 
results suggest that CNI free protocol with immediate introduction of EVL in the 
novo SCD RTx seems to be effective and safe when compared with SCD treated 
with conventional TAC protocol. EVL used in ECD RTx was not associated with 
improved outcomes although with similar mortality rates. We recommend caution 
using this protocol in ECD RTx until further studies confi rm these fi ndings.
DISCLOSURES: Fernandes-Charpiot, I.: Grant/Research Support, Novartis. 
Caldas, H.: Grant/Research Support, Novartis. Mazeti, C.: Grant/Research Support, 
Novartis. Baptista, M.: Grant/Research Support, Novartis. Razera, J.: Grant/Research 
Support, Novartis. Abbud-Filho, M.: Grant/Research Support, Novartis.

Abstract# C1860 
Quality of Life Outcomes After Transplantation of Expanded Criteria 
Deceased Donor Kidneys. H. Maple, K. Park, S. Turner, N. Mamode, N. 
Kessaris. Department of Nephrology and Transplantation, Guy’s Hospital, 
London, United Kingdom.
Introduction:  The number of kidneys transplanted from expanded criteria deceased 
donors (ECD) in our Unit has increased dramatically over recent years to 51% in 
2012. In the US, the number of ECD performed in 2011 was reported as 17.8%, up 
from 15.8% in 2001 (OPTN/SRTR 2011 Annual Data Report). Despite this increase, 
there is no published literature on quality of life from this group. The aim of this 
study was therefore to assess the quality of life in ECD recipients and compare it 
with that of standard criteria deceased donor (SCD) and living donor recipients.
Methods: Patients from our 2012 transplant cohort were asked to complete a 
questionnaire within the fi rst year after their surgery. This included validated 
measures of life satisfaction, mood, distress and health-related quality of life (SF12). 
Recipients were additionally asked about regret, perception of a net benefi t and the 
meeting of expectations.
Results: 91 recipients participated (53 deceased and 38 living). Living donor 
kidney recipients were signifi cantly younger (42.7yrs vs.54.7yrs; p<0.001). From 
the deceased donor transplants, 32 were form ECD and 21 from SCD (26 DBD and 
27 DCD). There was no statistically signifi cant difference demonstrated between 
the ECD and SCD groups or between DBD and DCD categories across each of the 
quality of life measures used (p>0.05). There was also no signifi cant difference 
between recipients of deceased and living donor kidneys (p>0.05). Regret (n=3) 
was not associated with inferior quality of life outcomes. Where expectations were 
unmet and where no net life benefi t was perceived, life satisfaction was worse 
(p=0.018 and p=0.001), mood was lower (p=0.027 and p=0.031) and distress was 
higher (p=0.024 and p=0.002). Inferior health-related quality of life scores were 
associated with those recipients who saw their lives as being the same or worse 
than before transplantation (SF12 32.2 vs 42.3; p=0.009).
Discussion: Even though this sample was small, transplantation with ECD organs 
does not appear to be associated with decreased quality of life. Inferior psychological 
and health related quality of life outcomes are not associated with graft function but 
rather are related to patient expectations and perceptions of life benefi ts. Transplant 
teams need to be aware of the impact of patient expectations, especially when 
these are unmet, in order to counsel patients appropriately both before and after 
transplantation.
DISCLOSURES: Mamode, N.: Grant/Research Support, Astellas International, 
Alexion.

Abstract# C1861 
Resource Use in Adult Dual Kidney Transplantation(DKT): Analysis 
of the United Network of Organ Sharing(UNOS) Database. A. Basu,1 
N. Kohn,3 M. Bhaskaran,2 N. Ali,2 E. Siskind,1 M. Barlow,1 R. Schwarz,2 
S. Fishbane,2 J. Nicastro,1 G. Coppa,1 E. Molmenti.1 1Surgery, North-
Shore LIJ Health System, Manhasset, NY; 2Nephrology, North-Shore LIJ 
Health System, Manhasset; 3Biostatistics, Feinstein Institute of Medical 
Research, Manhasset.
Aim:Compare the incidence of delayed graft function(DGF) and length of stay(LOS) 
in kidney transplants(KTx) from Expanded Criteria Donors(ECD), Standard Criteria 
Donors (SCD) >50 years old and DKT.Methods: STAR fi les were obtained from 

UNOS on 6/17/2013.All kidney-only transplants from 1/1/2006 to 12/31/ 2011 
were studied.Donor and recipient factors between ECD, SCD KTx and DKT were 
compared. A univariable screen examining the association between recipient factors 
and DGF was done using logistic regression.Factors that were associated with 
DGF (p<0.05) were included in a multivariable logistic regression analysis.LOS 
was compared among donor types using the log-rank test.Univariable screen and 
multi-variable Cox regression were done.Results: 17938 transplants met inclusion/
exclusion criteria-7526 (42%) SCD,9761 (54.4%) ECD and 651(3.6%) DKT.DKT 
donors had a higher age, terminal creat, proportion of glomerulosclerosis>15%, 
proportion of diabetics and of CVA deaths than SCD or ECD.Recipients of DKT 
were older, had longer CIT, lower BMI,lower proportion with PRA>30%,and a 
higher proportion of fi rst KTx.The incidence of DGF was 28.6%(SCD), 31.2%(ECD) 
and 24.7%(DKT)(p<0.0001).On univariable screen, the odds ratio(OR) of DGF for 
ECD was 1.13(95%CI 1.06, 1.21,p= 0.0003) and for DKT- 0.82(0.68,0.99,p=0.0393)
(ref:SCD).Upon multivariable analysis, OR of DGF for ECD was 1.15(1.08, 
1.23,p<0.0001) and for DKT- 0.88(0.73,1.06,p=NS)(ref:SCD).

Length of stay days(95% confi dence interval)
Single SCD Single ECD DKT

75th percentile 9(8,9) 9* 10(10,11)
Median 6* 6* 7*
25th percentile 4(4,5) 5* 5*

*95% CI were very narrow and could not be estimated

LOS for SCD was shorter than for DKT(p<0.0001) and for ECD(p<0.0061). 
LOS for DKT and ECD were similar.On univariable screen hazard ratio(HR) for 
LOS in ECD was 0.96(0.93,0.99,p=0.0035) and for LOS in DKT was 0.79(0.73, 
0.85,p<0.0001)(ref: SCD).On multivariable analysis, the HR for LOS in ECD 
was 0.98(0.95,1.02,p=NS) and for LOS in DKT was 0.82(0.75, 0.89, p<0.0001)
(ref:SCD).A HR<1 indicates longer LOS. Conclusions:On multivariable analysis, the 
OR for DGF in DKT was no different from that of SCD(>50yrs).However, the LOS 
was longer in DKT than SCD. More resources may be needed for DKT than for SCD.

Abstract# C1862 
Machine Perfusion Following Static Cold Storage in Kidney 
Transplantation Decreases the Duration of Delayed Graft Function 
and Time to Hospital Discharge. A. Pacheco-Silva, M. Borrelli Junior, 
L. Moura-Requiao, M. Souza Durao Junior, M. Nogueira Junior, L. 
Pertusier, G. Clarizia, P. Ongaro, E. Tonato, M. Silva, M. Wroclawski, S. 
Ximenes, A. Matos. Transplantation, Hospital Israelita Albert Einstein, 
Sao Paulo, Brazil.
In Brazil the incidence of DGF is very high (60-70%) mainly due to an inadequate 
care of the donors and long cold ischemia time. This high incidence of DGF is 
associated to a longer hospitalization and poorer long term graft survival. The 
objective of this work is to analyze the incidence of DGF, its duration and the time 
of hospitalization after transplantation in patients who received a kidney preserved 
in the machine perfusion (MP Group) after a long time of cold storage. We report 
the data from forty kidneys from DD preserved in the MP transplanted from 2/2013 
to 12/2013 and compare their evolution to 136 kidney transplants preserved by Cold 
storage (Control Group), realized from 11/2008 to 5/2012 at our hospital. Results: 
The mean total ischemia time was 32,8±6,5 (22,7±5,1 CS plus 10±2,1 MP) for MP 
and 22,7±4,8 for Control Group (P<0,0001). Donor age (46,5 x43 Y), Creatinine 
(1,35 X 1,30) and death by stroke (57,1% X 50%) were not signifi cantly different 
between MP and Control group patients. DGF incidence was 62,5% for MP compared 
to 76% in the control group (P= 0,14). However, DGF duration (days on dialysis) 
was 3,8 in the MP compared to 10 days in the control group (p=0,021). The hospital 
discharge was 13,8 days after transplantation for the MP and 19 days for the control 
group ((p=0,011) and the mean creatinine at discharge was 2,14 for MP and 2,6 for 
the control group. In conclusion, in a group of patients with a high incidence of DGF 
the use of MP after cold storage did not decrease DGF but contributed to a faster 
recovery of renal function and to a shorter time of hospitalization

Abstract# C1863 
Assessment of eGFR and One-Hour Biopsy Using In-Situ-Cooling 
Double-Balloon Catheters in Deceased Kidney Transplants. K. 
Mizutani,1,2 R. Hattori,2 T. Kinukawa,3 O. Kamihira,4 M. Gotoh.2 1Urology, 
Tokyo Women’s Medical University, Medical Center East, Tokyo, Japan; 
2Urology, Nagoya University School of Medicine, Nagoya, Japan; 
3Urology, Chukyo Hospital, Nagoya, Japan; 4Urology, Komaki Shimin 
Hospital, Komaki, Japan.
Introduction and Objectives:The shortage of deceased donor kidneys for 
transplantation has become a worldwide issue in the past decades. However, both 
availability and feasibility of marginal deceased donor kidneys are still problematic. 
To increase donor pool, we created a specially designed in-situ cooling system. The 
purpose of this study was to estimate availability of deceased donor kidneys, analyze 
donor one-hour biopsy, and better evaluate methods to estimate donor/recipient 
kidney function other than using donor Cr, comparing with living related transplants.
Materials and Methods:We studied 129 deceased renal transplant recipients (DD) 
who received kidneys from non-heart-beating donors beginning in 1984. Donors 
were in Maastricht Donor Categories III and IV and to minimize warm ischemic 
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kidney damage we performed in situ cooling with specially designed double-balloon 
catheters. Twenty-nine living-related transplants (LD) were a control group.
Results:In the DD group average donor Cr and eGFR levels at admission were 0.3-
2.1mg/dl (ave. 1.0) and 24-138 ml/min/1.73 (ave. 67) and levels before death were 
0.3-15.9 (2.7) and 4-164 (34). Average recipient Cr and eGFR levels at discharge 
were 0.3-5.3 (1.8) and .10-133 (39). To defi ne kidney function after transplant, 
the DD were classifi ed according to recipient eGFR at discharge: <25 for the poor 
function group (PF: n=32) and >25 for the good function group (GF: n=95). GF had 
higher eGFR levels at donor hospital admission than the PF (p=0.005). There was 
no statistically signifi cant difference in Cr levels of donor (at admission and before 
death) between those groups. Pathologically, the DD with less glomerular sclerosis 
of 1-hour biopsies had better graft survival than damaged subjects (p=0.015). Other 
histological scores were not associated with kidney survival.
Conclusion:Deceased kidney transplants had excellent renal function with our double 
balloon catheter system. Compared with donor Cr levels, eGFR and 1-hour biopsy 
could be useful for donor evaluation and transplant renal function.

Abstract# C1864 
Does Transplant On The Weekend Affect Outcomes Folllowing 
Kidney Transplant? A UNOS Analysis. G. Dube,1 S. Pastan,2 R. Patzer,3 
S. Mohan.1 1Medicine, Columbia University, New York, NY; 2Medicine, 
Emory University, Atlanta, GA; 3Surgery, Emory University, Atlanta, GA.
Admission to the hospital on a weekend (WE) has been associated with increased 
morbidity and mortality for a number of medical and surgical conditions compared 
with weekday (WD) admissions. These inferior outcomes may in part be related 
to a reduction in clinical personnel or access to some clinical services on the WE. 
Deceased donor renal transplants (DDRT) are urgent operations for which a delay 
in operative starting time will lead to an increase in cold ischemia time, which is 
associated with an increase in the risk of delayed graft function (DGF). There are 
few data examining the impact of WE transplant on outcomes following DDRT.
Methods: We analyzed outcomes for fi rst time DDRT recipients who received a 
solitary kidney transplant from 2000- 2010 in the UNOS registry and compared 
organs transplanted during the WE with those that occurred on a WD and their 
corresponding outcomes. Follow up data was available through October 2011.
Results: Among 97,611 transplants, 26,356 (27%) transplants were performed on a 
WE. Recipient and donor characteristics are shown in table 1.

Weekday transplant Weekend transplant P value
N 71,255 26,356
Age (yr) 50.4 ± 13 50.8 ± 13 0.002
Female (%) 39.3 40.1% 0.035
Caucasian (%) 49 49 0.99
Diabetic (%) 43.1 42.2 0.007
UNOS waiting time (yr) 2.01 ± 1.77 2.04 ± 1.79 0.017
PRA > 80% (%) 5.1 5.2 0.673
HLA-mismatch 3.9 ± 1.7 3.9 ± 1.7 0.155
ECD kidney (%) 15.8 16.2 0.189
DCD kidney (%) 7.92 7.27 0.001
CDC high-risk kidney (%) 7.85 8.0 0.548
Donor age (yr) 36.8 ± 16.8 37.1 ± 16.9 0.053
Donor terminal creatinine 
(mg/dl)

1.10 ± 0.9 1.09 ± 0.9 0.150

Donor diabetes (%) 5.4 5.6 0.154
Distance traveled by the 
organ (m)

54 (5 – 211) 56 (5 – 207) 0.915

Cold ischemia time (hr) 18.1 ± 9.2 17.8 ± 9.2 0.002

The incidence of DGF was similar (WD vs. WE: 23.1% vs. 23.2%, p=0.599). Overall 
graft survival was similar at 1-year (WD vs. WE: 90.56% vs. 90.56%, p=NS) ad 
5-years (WD vs. WE: 71.29% vs. 70.82%, p=NS)
Conclusion: There are small differences in the types of deceased donor organs 
utilized on the WE vs. WD, and in the characteristics of recipients who are called 
in for WE vs. WD transplants, though these differences are unlikely to be of clinical 
signifi cance. Renal transplants performed over a WE have similar short-term and 
long-term outcomes compared with renal transplants performed on a WD.

Abstract# C1865 
Does Ethnic Mismatch Between Donor and Recipient Affect Patient 
and Graft Outcomes in Kidney Transplantation? J. Guiteau, R. Cotton, 
T. Nguyen, S. Khaderi, C. O’Mahony, J. Goss. Michael E. DeBakey 
Department of Surgery, Baylor College of Medicine, Houston, TX.
Purpose: Differences in both pt and gt survival amongst different ethnic categories 
has been described across organ transplants. There has also been literature discussing 
racial mismatch (MM) between donor and recipient as a potential variable predicting 
decreased outcomes among the pediatric heart transplant population. Given the 
discrepancy in kidney donation across different ethnicities, we aimed to determine 
if there was a difference in pt and gt survival between pts who were ethnically MM 
with their donor versus those that were ethnically matched.
Methods: The UNOS-STAR fi le for kidney transplants (KT) as of 2013 was queried. 
Retransplants, multiorgan recipients, and those transplanted before 1997 were 
excluded from our analysis. The pts were then organized into their provided ethnic 
categories and divided into an ethnically matched donor-recipient group and an 
ethnically MM donor-recipient group. Demographic and lab data were compared 

using chi-squared and Kruskal-Wallis tests. Survival data were compared using 
Kaplan-Meier and log-rank tests. Analysis was performed on SPSS 20.0 (Chicago, 
IL).
Results: There were 247,123 pts identifi ed who met criteria for inclusion. Sixty 
percent of the pts that were ethnically matched were male while 59.8% of ethnically 
MM pts were male. The average age of non-MM recipients was 46.9 years and 
the average age of MM recipients was 47.8 years. Non-MM recipients spent an 
average of 531 days on the wait list while MM recipients spent 845 days. Total cold 
ischemia time was 10.8 hours in the non-MM cohort while the MM group was 17.4 
hours. When the two groups were compared using Kaplan Meier curves, the non-
MM recipients had 1, 3, and 5 year gt survivals of 93.3%, 85.6%, and 76.7%. MM 
recipients had gt survivals of 90.8%, 80.7%, and 69.8% over the same time periods (< 
p- 0.000). Pt survival over the same time periods for non-MM recipients were 96.8%, 
92.5%, and 87.1% while MM recipients were 95.6%, 90.6%, 84.8% (< p- 0.000).
Conclusion: Pts with ethnically matched donors were found to have improved gt and 
pt survival after KT with both pt and gt survival found to be signifi cantly different. 
Given the number of pts listed for KT and the overall lack of available organs, it is 
very diffi cult to implement changes to address this discrepancy. However, knowledge 
of a difference may infl uence donor selection as well as policy regarding allocation.

Abstract# C1866 
Effect of Donor and Recipient Gender/Race Disparity On Kidney 
Transplant Outcomes. W. Ally, D. Maluf. University of Virginia Health 
System, Charlottesville, VA.
Background: The influence of donor/recipient gender and race in kidney 
transplantation on graft and patient outcomes is still controversial, with a lack of 
consensus in the reported literature. The aim of this study is evaluate the effect 
of gender and racial disparities on outcomes in deceased donor kidney transplant 
recipients. Methods: This was a retrospective analysis of deceased donor kidney 
transplants performed between 2005 and 2010. All patients received calcineurin 
inhibitor based immunosuppression with patients followed for up to 5 years post-
transplant. Donor and recipient race stratifi cation was limited to African American 
(AA) and Caucasian (C). Three year graft and patient survival, acute rejection rates, 
and renal function (e12, 24, and 36 month) were reported. Multivariate analysis will 
be performed. Results: A total of 261 consecutives deceased donor renal transplant 
were stratifi ed into the following groups: donor AA to recipient C (n=21), AA to AA 
(n=61), C to AA (n=118), and C to C (n=61). Mean follow up time was 4.1+/- 1.8 
years. Three year death censored graft function for each group was worse in AA 
recipients (AA to C 94.7%; AA to AA 86.8%; C to C 93.4%; and C to AA 90.7%). 
Three year patient survival for each group demonstrate worse survival in the C to 
AA patients (AA to C 94.7%; AA to AA 95.1%; C to C 93.4%; and C to AA 89%). 
Three year acute rejection rates were comparable between groups: AA to C 5.3%; 
AA to AA 6.6%; C to C 13.1%; and C to AA 11.9%. Renal function as determined 
by the estimated glomerular fi ltration rates (ml/min/1.73m2) was similar between 
groups at 12 months (AA to C 51±24, AA to AA 51±21, C to AA 57±22, C to C 
53±17), at 24 months (AA to C 62±26, AA to AA 53±25, C to AA 58±21, C to C 
47±17), and at 36 months (AA to C 54±27, AA to AA 44±22, C to AA 54±26, C 
to C 47±16). Stratifying by both gender and race demonstrated that 3 year death 
censored graft survival was worse in AA female donors to AA recipients (male: 
81.0% and female 81.8 %) as compared to the other donor groups. Conclusions: 
Preliminary results suggest that AA kidney transplant recipients have impaired 
clinical outcomes regardless of donor race/gender. However, AA kidney transplant 
recipients (regardless of gender) from female AA donors appear to have worse graft 
function at 3 years as compared to other donor types. Additional analysis is needed 
to further evaluate this relationship.

Abstract# C1867 
Impact of KDPI On Shared Decision-Making. A. Grubbs,1 L. Ross,1 J. 
Thistlethwaite.1 1University of Chicago, Chicago, IL; 2.
Background: Currently, kidneys are dichotomously classifi ed as either Standard 
Criteria Donor (SCD) or Extended Criteria Donor (ECD). ECDs account for ~15% 
of kidneys. In contrast, the new kidney allocation system will rank all kidneys using 
a kidney donor risk index modifi ed into a continuous kidney donor profi le index 
(KDPI) with 1 (best) to 100 (worst).
Method: Online and paper surveys sent to nephrologists and kidney transplant 
surgeons regarding KDPI and how they would allocate kidneys using KDPI.
Results: 86 of 424 participants (20%) returned partial or complete surveys. 
Three completed surveys were excluded for not meeting the inclusion criteria. 
The respondents included 42% nephrologists and 58% transplant surgeons, with 
approximately half over 50 years of age. 62% of respondents supported the use of 
KDPI. Respondents were asked to select a KDPI cut-off score for typical candidates 
(not highly sensitized, doing well on dialysis) of different age ranges. Scores (mean, 
25%-75%) for each age group were: < 18 years (39, 25-50), 18-34 years (48, 39-60), 
35-49 years (57, 40-74), 50-60 years (66, 50-80), and > 60 years (76, 70-95). 51% 
(32/63) said that there should not be a KDPI score above which candidates should 
have to opt-in, and 38% of respondents selected a KDPI opt-in score less than 85, 
the score currently selected by UNOS. The majority (89.3%) of respondents thought 
that KDPI alone was inadequate for deciding about whether to accept all kidneys. 
About half of respondents thought that telling specifi c KDPI scores to candidates 
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would increase patient autonomy (51%, 34/67), increase shared decision-making 
(48%, 31/65), and would have no impact on physician autonomy (52%, 34/66).
Discussion: The new kidney allocation proposal was developed to increase effi ciency 
and reduce organ waste. Physician preferred KDPI cut-off levels for typical 
candidates of various ages suggest there will be a high rate of refusal of kidneys with 
higher KDPI scores. Whether this will result in greater organ wastage or change the 
demographic profi le of deceased donor transplant recipients to an older population 
with poorer expected survival is not known. Respondents were divided about its 
impact on patient autonomy, physician autonomy and shared decision-making.

Abstract# C1868 
Successful Use of Virtual Crossmatch (VXM) in Deceased-Donor 
Renal Transplantation (DDRT): A Single Center Experience. S. 
Puri, D. Kopchaliiska, J. Roberts, S. Tomlanovich. Departments of 
Transplantation and Immunogenetics, University of California, San 
Francisco, San Francisco, CA.
Objective: To evaluate safety and effi cacy of VXM in DDRT
Methods: Quarterly sera from patients actively waiting for deceased donor were 
tested for HLA antibodies using single antigen bead method. Targets of class I 
(>2000 MFI) and class II (>1000 MFI) antibodies were listed as unacceptable HLA 
in UNet, and thus the VXM is predicted to be negative with any offered donor. Based 
on negative VXM, 56 candidates received HLA mismatched transplants (52 kidney 
alone; 4 combined pancreas-kidney) at UCSF Medical Center between 11/2012 
and 7/2013. Donor-specifi c T and B cell fl ow cytometric crossmatch (FCXM) was 
performed retrospectively, results were not revealed to the treating physicians and 
thus did not infl uence the choice of immunosuppression (IS).
Recipient data: Mean(SD) age was 52.5(14) years; 30% were female. Two were 
re-transplant candidates. Seventeen (31%) recipients had no HLA antibodies, while 
16 (29%) had 2-19% CPRA, 7 (12%) had 20-39% CPRA, 6 (11%) had 40-60% 
CPRA, and 10 (17%) had DP/Cw antibodies. Race distribution: 30% Hispanics, 
25% African-Americans, 25% Caucasians, and 17% Asian. Causes of ESRD were 
Diabetes (30%), Glomerular diseases (28%) and Hypertension (12%). Induction IS 
included thymoglobulin (54%) and simulect (46%). Maintenance IS included MMF 
(100%), tacrolimus (94%) and prednisone (75%).
Donor data: Mean(SD) age and cold ischemia time were 36.2(13.8) years and 
11.4(4.8) hours respectively. Donor types: Standard criteria (71%), Donation after 
cardiac death (17%) and Extended criteria (9%).
Results: Nearly all (55/56) FCXM were negative, 1/56 was false positive. Six-month 
patient and graft survivals were 100% and 96% respectively (n=50). Mean(SD) 
serum creatinine at month 6 and month 9 (n= 19) was 1.23(0.46) mg/dl (93.79+35 
mmol/l) and 1.15(0.32) mg/dl (87.69+24 mmol/l) respectively. Seven patients 
(12.5%) experienced 8 episodes of acute rejections (4 each on protocol and cause 
biopsies), none of which resulted in allograft loss. Fifty percent of rejections were 
categorized as borderline, 38% (n=3) as ACR type 1a and 12% (n=1) as acute AMR.
Conclusions: VXM correctly predicts the results of FCXM in an ethnically diverse, 
low-moderate immunologic risk recipient population. Use of VXM does not increase 
the rate of early allograft rejection. VXM can eliminate physical crossmatch test 
and therefore minimize cold-ischemia time in DDRT.

Abstract# C1869 
Deceased Donor Kidney Transplant: Organ Donation and Utilization 
in Ethnic Minorities. Review of The SRTR Annual Report. M. Asolati, 
P. Wai, D. di Sabato, P. Kuo, A. Lu. Surgery/Transplantation, Loyola 
University Medical Center, Maywood, IL.
Background: Previous studies have shown that minorities and vulnerable 
populations experience a suboptimal access to kidney transplantation due to cultural, 
educational and geografi c barriers, with discrepancies between potential and actual 
donation in minorities. We analyzed differences in deceased kidney donation 
and utilization between different ethnic groups, as surrogate of access to kidney 
transplantation for adult pts.
Material and Methods: Analysis of the SRTR annual data report (public data).
Over the analyzed decade (2000/01-2010/11) the overall deceased kidney donation 
rate ( / 1,000 deaths) has increased from 16.4 to 19.6 with variations between ethnic 
groups. Donation has remained unchanged for Caucasians (C) from 18 to 19, almost 
doubled for African Americans (AA) from 9.2 to 17.9, increased from 20.6 to 28 for 
Hispanic (H), from 3.1 to 5.3 in other/unknown (O/U) ethnicities, unchanged for 
Asians (A), 6.8 vs 6.3. The overall % of organs discarded has also increased from 
12.68 to 17.93, with a trend to higher discard in AA (7.69) and O/U (6.6) compared to 
C (4.99) and H (4.11). In the same period of time the overall number of active listed 
patient has increased from 39,564 to 54,001. The percentage of total distribution of 
pts waiting for kidney transplant shows a decline for C (45.5 to 40.3) overall stability 
for AA (34.5 to 33.5) and O/U (1.3 to 1.3) and increase for H (12.8 to 17.7) and A 
(6 to 7.3). Similar trend for newly listed patients in these ethnic groups: C 50.9 to 
46.5, AA 29.3 and 29.3, other 1.2 to 1.3, H 13 to 16.5. Even though the total annual 
number of kidney transplant has increased in all ethnic groups, since 2006 (2006 vs 
2011), it has decreased in C (9,005 to 8,388) and O/U (219 to 188) and increased in 
AA (3,991 to 4,174), H (2,143 to 2,340) and A (843 to 965).

Conclusions: These data suggest that the rate of kidney donation/transplantation has 
increased in minorities and may refl ect a possible improvement in kidney transplant 
care access in these populations. The increase in deceased kidney donation seems to 
be more pronounced in AA and H. The increased kidney discard may refl ects a more 
aggressive approach in provisional organ acceptance and not necessarily related to 
a specifi c ethnic group. Study limitation: data review not capturing multifactorial 
barriers for different ethnic groups. Patient education remains a key factor to improve 
access to transplantation for minorities and all other pts.

Abstract# C1870 
Analysis of Donor Risk in Kidney Transplant Recipients Over 70: 
Does The Reward Warrant The Risk? J. Marti, M. Sharma, V. Nair, S. 
Ames, J. Rocca, S. Florman, M. Goldstein. Recanati Miller Transplant 
Institute, The Mount Sinai Medical Center, New York, NY.
Background: As the number of patients over 70 on the renal transplant waiting list 
rises, transplant teams must weigh the risk of prolonged waiting time against the 
challenges of the donor pool.
Materials and Methods: We performed a descriptive analysis of UNOS data from 
the NYRT donation service area from 2005-2012. Patients were divided by recipient 
age (Age ≤ 70 vs. Age > 70 years) and deceased donor type.
Results: Recipients > 70 years (n=400) had similar graft survival as younger 
recipients (n=4300). Recipients > 70 years receiving grafts from donors after 
cardiac death (DCD) experienced similar graft survival as those using non-DCD 
grafts (5-years graft survival: 83.2% vs. 80.2%, p=0.847). However, DCD grafts 
had greater DGF incidence in the older cohort (54.4% vs. 74.2%, p=0.034). The 
older cohort received extended criteria donors (ECD) more often and these grafts 
trended to a worse graft survival (5-years graft survival: 74.4% vs. 86.3%, p=0.08) 
despite a similar incidence of DGF (39.5% vs. 44.9% respectively, p=ns.). The use 
of CDC high-risk donors and donors with positive HCV antibody in HCV positive 
recipients offered similar survival in both cohorts without different DGF incidence.
Conclusions:CDC high risk donors and donors with positive HCV antibody are a 
good option for recipients over 70 years while the use of DCD and ECD should 
be carefully balanced with the consequences of facing DGF in these recipients.

Abstract# C1871 
Experience With Deceased Donor Kidney Transplantation in 114 
Septuagenarians. R. Stratta,1 A. Farney,1 G. Orlando,1 U. Farooq,1 
Y. Al-Shraideh,1 A. Reeves-Daniel,2 A. Palanisamy,2 S. Iskandar,3 M. 
Gautreaux,1 J. Rogers.1 1General Surgery (Transplant), ; 2Internal 
Medicine (Nephrology), ; 3Pathology, Wake Forest School of Medicine, 
Winston-Salem, NC.
Outcomes of deceased donor (DD) kidney transplantation (KT) in patients  ≥70 
years of age are understudied. Methods: We retrospectively reviewed DD KT 
outcomes in patients (pts)  ≥70 years transplanted at our center. All pts received 
antibody induction with FK, half-dose MMF, ± steroids. Results: Over a 10.5 year 
period, we performed 114 KTs in pts  ≥70 (mean 74 years, range 70-84) including 
43 pts  ≥75. The recipient group included 60 males and 77 Caucasians with a mean 
waiting time of 20 months. 75 pts (66%) received kidneys from expanded criteria 
donors (ECDs) including 14 dual KTs. Delayed graft function occurred in 26%. 
With a mean follow-up of 3 years, pt survival was 83% and kidney graft survival 
was 77%. One year and death-censored kidney graft survival rates were 91% and 
89%. Results were similar in pts < or  ≥75 years of age. Of 26 graft losses (GL), 
10 occurred within 1 year (6 poor graft function, 4 death with a functioning graft 
[DWFG]). Of the 16 remaining late GLs, 11 were DWFGs, 3 chronic allograft/
polyomavirus nephropathy, and 2 other. DWFG accounted for 15 of the 26 (58%) 
GLs. In the 11 surviving pts with GL, 2 were retransplanted, 5 are on the waiting 
list, and 4 died after resuming dialysis. At present, 90 of the 95 surviving pts (95%) 
have functioning grafts. Causes of death in 19 pts were cardiovascular (13), sepsis 
(3), and malignancy (3). The incidences of acute rejection and major infection were 
14% and 45%. In 33 cases, the mate kidney from the same donor was transplanted 
into a <70 year old pt (mean age 55.3 years) at our center. With a mean follow-up 
of 5 years, pt (79% and 94%, p=0.15) and kidney graft survival (64% and 67%) 
rates in the donor-matched pairs were comparable in the older and younger age 
cohorts, respectively. Death-censored kidney graft survival (81% older versus 69% 
younger) rates demonstrated that the older group had more DWFGs (21% versus 3%, 
p=0.05). Conclusions: Advanced recipient age has a minimal effect on short-term 
outcomes as acceptable results can be achieved in appropriately selected elderly pts 
using predominantly ECD kidneys, which may not be appropriate for younger pts. 
However, medium-term outcomes are largely infl uenced by a higher incidence of 
DWFGs in the elderly, suggesting that matching strategies for kidney and patient 
longevity are warranted.

Abstract# C1872 
A Critical Analysis of Quantization of the Flow Cytometry Crossmatch: 
Its Changing Role Since 1969. J. Rosenberg. Histocompatibility 
Laboratory, Gift of Life Michigan, Ann Arbor, MI.
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Flow cytometry crossmatches result in a fl uorescence value, the median channel shift 
MCS, which is used to help decide if the renal transplant recipient can be desensitized. 
Assumptions are made which affect the reliability of the MCS value. The most 
signifi cant one is the inaccuracy of the MCS because of a lack of a true negative 
control, or “blank” which is necessary for accurate quantization and determination 
if the crossmatch is positive. A surrogate serum sample is used as the negative 
control because of the impossibility of obtaining a true negative control. The MCS 
must therefore be considered a semi-quantitative approximation of the amount of 
antibody attached to the cells and the determination of positivity an arbitrary decision. 
To demonstrate that the MCS correlates with the titer of a serum sample we took 
7 serum samples with varying degrees of anti-HLA antibody as assayed by their 
panel reactive activity and titered against a panel of frozen cells of varying HLA 
specifi city. The highest dilution of the serum sample showing activity was taken as 
the titer. A fl ow cytometry crossmatch was performed with each serum sample using 
the same source of cells. The titer of each serum sample was plotted against the MCS 
of the crossmatches using a log-log plot since both measurements are exponential 
functions (the titer is a logarithm to the base 2 and the MCS a logarithmic function 
to the base 10). The correlation coeffi cient (r) was 0.93 with a p value of 0.01. The 
formula for the relationship between the 2 variables was, titer = 0.05 x MCS - 3.5. 
There was a wide range of differences between the calculated and actual titer values 
using this formula. There was a 70% difference between actual and calculated at a 
titer of 1:2 but only a 1% difference at a titer to 1:1024. Flow positive-cytotoxicity 
negative crossmatches are compatible with excellent outcomes of renal transplants if 
aggressive immunosuppression is used. Under these circumstances in our laboratory 
the MCS of the T cell crossmatch is 89±60 and the B cell crossmatch is 182±153. 
We conclude that the fl ow cytometry semiquantitative assay of antibody strength 
correlates with the titer of the antibody or antibodies in the recipient’s serum and 
its numerical value can aid in evaluating whether or not a renal transplant should 
be performed and what immunosuppression should be used, particularly when the 
MCS is in the aforementioned range. These values can be more helpful than whether 
the crossmatch is deemd positive or negative.

Kidney: Living Donor Selection, Surgical Management
 Tuesday, July 29, 2014
 9:30 AM - 6:30 PM
 Exhibit Hall

Abstract# C1873 
Neutrophil-Gelatinase Associated Lipocalin (N-GAL) to Assess 
Perioperative Acute Kidney Injury in Minimal Access Donor 
Nephrectomy: A Pilot Study. E. Aitken, A. Vesey, J. Glen, M. Steven, M. 
Clancy. Transplant Unit, Western Infi rmary, Glasgow, United Kingdom.
Introduction: 
Perioperative insults: hypotension, hypovolaemia and pneumoperitoneum, occurring 
during laparoscopic live donor nephrectomy (LDNx) may effect both donor and 
recipient kidneys. The signifi cance of these insults is poorly understood. Delayed 
graft function is rare in living donor transplants, nevertheless a degree of acute kidney 
injury (AKI) in the recipient is well recognized. Other lapararoscopic abdominal 
surgical procedures are known to be associated with adverse renal haemodynamic 
effects and decreased urine output. The degree of acute tubular injury in donors 
however, has not previously been evaluated.
Until recently, a lack of sensitive biomarkers for AKI has made assessment of 
perioperative renal insults in the donor diffi cult. Any subtle changes in serum 
creatinine are masked by the effect of nephrectomy. Neutrophil-gelatinase associated 
lipocalin (N-GAL) is a novel biomarker of early AKI, demonstrated to be predictive 
of morbidity and mortality following cardiac surgery and polytrauma. This study 
evaluates AKI in donors using the novel biomarker N-GAL.
Methods:We report the results of a pilot study of 20 patients undergoing HALDN. 
eGFR and serum NGAL measurements (Triage CardioRenal Panel, Alere) were 
obtained pre-operatively, immediately post-operatively, 1 day and 6 weeks post-
operatively. Perioperative fl uid balance data was also collected.
Results: Mean donor age was 40.6+/-11.1 years. Mean pre-op’ eGFR was 105.6+/-
10.1ml/min/1.73m2. Day 1 post-op’ mean eGFR was 65.7+/10.4 ml/min/1.73m2 

and mean eGFR 6 weeks post-op’ was 74.1+/-8.6ml/min/1.73m2. Mean pre-op’ 
intravenous fl uid volume administered was 2250+/-1106.2ml in the 12 hours prior 
to surgery. Mean intra-op’ intravenous fl uid volume was 1175+/-466.6ml. Mean 
pre-op’ N-GAL was 72.2+/-14.0ng/ml on day 01 and increased by 45.1+/-36.0 ng/ml 
following overnight fasting, by a further 14.9+/-7.2% immediately following surgery 
and a further 3.1+/-1.2% by post-op’ day 1 . ΔNGAL was observed to correlate 
inversely with eGFR at 6 weeks p<0.001, r2=0.52 respectively).
Conclusions: We conclude that clinically measureable AKI occurs in the donor 
following LDNx. This may be masked by the relative crudeness of current clinical 
measures such as eGFR and serum creatinine. Perioperative AKI is associated with 
poorer donor eGFR at 6 weeks. Peri-operative hypovolaemia appears to play a role 
in the development of donor AKI. Optimisation of perioperative fl uid management 
is likely to have a protective role.

Abstract# C1874 
Right Renal Vein Lengthening Using Gonadal Vein in Living Donor 
Renal Transplantation. A. Sharma, S. Singh, D. Kenwar, S. Kumar, M. 
Minz. Renal Transplant Surgery, PGIMER, Chandigarh, India.
PURPOSE
Transplantation of right living donor kidney remains problematic because of the short 
length of the renal vein. A variety of methods have been described in literature to 
overcome this handicap including obtaining a cuff of IVC with the open approach, 
generous mobilization of recipient iliac vein by ligating the internal iliac vein. 
However, technique of transplanting right kidneys obtained by laparoscopy remains 
far from ideal especially in obese patients or those with deep pelvis. Lengthening 
of renal vein by use of synthetic graft, saphenous vein or gonadal vein remains an 
attractive option but experience in published literature remains limited.
METHODS
All patients underwent laparoscopic donor nephrectomy. Vascular control was 
obtained in all by double application of Hemolok® clips as is the policy at our centre 
for all renal donors. The gonadal vein was mobilised from insertion at IVC till its 
entry into pelvis along with the ureter and was procured with the kidney. Donor 
gonadal vein was distended with saline. All its tributaries were ligated and the vein 
was split open along its length which was then anastomosed to the renal vein in a 
circumferential fashion.
RESULTS
Between September 2012-January 2014, 251 live donor nephrectomies were 
performed. 26/251 were right sided procedures. 10/26 patients consented for 
lengthening of renal vein. In two patients, intraoperatively, the right renal vein 
stump was thought to be of suffi cient length by the surgeon and in one patient, 
gonadal vein was friable and hence could not be used. The data of remaining seven 
patients [M:F 2:5, Mean age 47.1+7.0 yrs] is being presented. The renal vein length 
increased by 1.6 +0.36 cm and ease of performing venous anastomosis was similar 
to the left sided kidney.

All grafts had good diuresis with the mean Day 0 output being 19.0 + 4.0 litres. The 
mean serum creatinine at discharge was 1.4 + 0.37 mg%. No vascular complication 
was recorded.
CONCLUSIONS
Lengthening of right renal vein by using gonadal vein graft is safe and technically 
feasible in majority of patients.

Abstract# C1875 
Restored Kidney Transplant Using Kidney Nephrectomized For Small 
Renal Tumor: Updated Results of Clinical Trial. Y. Ogawa,1 K. Kojima,2 
R. Mannami,2 M. Nishi,2 M. Mannami,2 K. Kitajima,3 H. Afuso,4 S. Ito,5 N. 
Mituhata.5 1Urology, Tokyo-West Tokushukai Hospital, Akishima, Tokyo, 
Japan; 2Urology, Uwajima Tokushukai Hospital, Uwajima, Ehime, Japan; 
3Urology, Kagoshima Tokushukai Hospital, Kagoshima, Japan; 4Urology, 
Chubu Tokushukai Hospital, Okinawa, Japan; 5Urology, Kure-kyousai 
Hospital, Kure, Hiroshima, Japan.
OBJECTIVES: Kidneys after nephrectomy for small renal tumor have been 
considered as a potential source for solving the organ donor shortage. Buell, 
Mannami, Nicol, Meng, and He respectively reported 14, 8, 31, 13, and 19 cases using 
kidneys after resection of RCC. WHO guideline placed small renal cell carcinoma 
(RCC) into the low-risk category of cancer transmission. So we have performed 
two prospective clinical trials that utilize restored kidneys after resection of renal 
tumors for transplanting into unrelated and related recipients.
METHODS: Our study has an estimated enrollment of 20 unrelated cases and 
5 related cases requiring one year of follow-up and was approved by our Ethics 
Committee. Donors opted to undergo nephrectomy for small tumor and live related 
donor nephrectomy for diseased kidney. After nephrectomy, the kidney was restored 
and transplanted into unrelated and related recipients.
RESULTS: A total of 12 unrelated donor patients and two related donors had renal 
tumors in donor kidneys consisted of RCC (low-moderate complexity on RENAL 
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nephrometry) in 13 cases and AML in one. A total of 76 dialysis patients aged 31-
85 years were enrolled as candidates for unrelated transplant. Unrelated transplant 
was performed in 12 patients including 4 with a history of transplant and related 
transplant in 2 patients. All patients received initially triple immunosuppression. 
Nine recipients experienced rejection episodes and the latest serum creatinine levels 
ranged from 1.08 to 2.68 mg/dl at 8 to 40 months after transplant. One returned 
to dialysis, one unrelated recipient died of infection and uremia at 5 months and 
another related recipient died of unknown cause with functioning graft at 2 months. 
There is no RCC recurrence.
CONCLUSIONS: Selected candidates can benefi t from restored kidney transplant, 
achieving good renal function without recurrence of RCC. Related and unrelated 
transplant recipients may benefi t from accepting discarded kidneys with small RCC 
in exchange for a shorter waiting time on dialysis.

Abstract# C1876 
Effect of CT Angiogram Findings On the Live Kidney Donor Pool 
Amongst Minorities. A. Rahnemai-Azar, R. Berkenblit, S. Friedman, L. 
Kayler. Surgery, Montefi ore Medical Center, Albert Einstein College of 
Medicine, New York, NY.
Potential live kidney donors undergo an abdominal CT angiogram (CTA) to assess 
the vascular anatomy and to detect other medical abnormalities that might affect 
the surgical plan or render the potential donor ineligible. Little data regarding CTA 
fi ndings in minority potential donors exists. A single-center retrospective cohort 
study of potential kidney donors between 2009 and 2012 was performed. CTA 
reports were analyzed by two board certifi ed radiologists. Of 223 potential donors 
23% were Black, 36% Hispanic, and 41% Other (35% White; 6% Asian, Indian, or 
Unknown) race. There were no signifi gant differences between the racial groups in 
terms of age or sex, CTA fi ndings of renal artery multiplicity, vein abnormalities, 
or presence of renal stone. Kidney donation occurred with 35%, 41% and 46% of 
potential donors in each group, respectively (p=0.4020). Further imaging studies 
were required due to the presence of CTA fi ndings in 21%, 20%, and 18% of patients 
in each group (p=0.8555). Twenty-two (10%) patients were excluded as a potential 
donor predominantly due to CTA fi ndings. A signifi cantly higher proportion of Blacks 
(19%) were not allowed to donate due to CTA abnormalities compared to Hispanic 
(4%, p=0.0153) or other race (10%; p=0.0143) donors.[table 1]Racial disparity in 
attainment of living donor kidney transplantation has been identifi ed at every step 
of the kidney transplant process. We show that Black race is associated with CTA 
fi ndings that render a potential donor ineligible. To the best of our knowledge there 
is no systematic data available describing CTA fi ndings effect on potential kidney 
donor pool amongst minorities.
Table 1. Donor Characteristics and Outcomes by Race

Abstract# C1877 
Protocol Based Reduction in Narcotic Use and Length of Stay 
Following Robotic Live Donor Nephrectomy. M. Mulloy, R. Cross, M. 
Tan, M. Sellers, M. Johnson, T. Ommert, S. D’Annunzio, H. Pollinger. 
Transplant, Piedmont Transplant Institute, Atlanta, GA.
Introduction: The expansion of living donor renal transplantation has been facilitated 
by the application of minimally invasive surgical technology. Introduction of robotic 
surgical technology along with pharmacologic advances in peri- and post-operative 
pain control may signifi cantly improve the donor experience by reducing post-
operative pain, narcotic use and length of stay. We describe our experience with 
a protocol combining the peri-operative use of intravenous acetaminophen (IV 
APAP) and injectable liposomal bupivacaine (ILB) with robotic surgical techniques.
Methods: This is a retrospective study of a narcotic minimization protocol involving 
hand assisted laparoscopic live donor nephrectomy (HADN) and robotic assisted live 
donor nephrectomy (RADN) at a single center between June 2012 and Nov 2013. In 
May 2012 our center approved the use of IV APAP. Subsequently, 27 living kidney 

donors undergoing HADN received an intra-operative dose of IV APAP followed 
by 3 post-op doses. A historical comparison group of 28 donors underwent HADN 
without IV APAP. Additional groups for comparison included 35 donors who 
underwent RADN with administration of IV APAP and 28 donors who underwent 
RADN with administration of IV APAP and subcutaneous ILB. Primary end points 
were use of patient controlled anesthesia (PCA), oral narcotic use, length of stay 
(LOS) and renal recovery.
Results:
Comparison of HADN Vs. RADN

Control IV APAP IV APAP IV APAP
HADN 
(n=28)

HADN 
(n=27)

RADN 
(n=35) RADN-EXP (n=28)

LOS (days) [p<0.05]*,** 2.6 1.9 1.5 1.3
PCA (patients) [p<0.05]*,** 25 (89%) 3 (10%) 0 (0%) 0 (0%)
PO oxycodone (mg) 34 36 25 18
Pre-Serum creatinine (mg/
dL) 0.88 0.98 0.91 0.93
2 week serum creatinine 
(mg/dL) 1.32 1.51 1.36 1.36

*Control Vs. All Study Groups
**IV APAP HADN Vs. All Other Study Groups
Conclusion: The introduction of IV APAP into our live donor nephrectomy protocol 
resulted in a signifi cant decrease in LOS and PCA use. Implementation of RADN 
signifi cantly reduced LOS, eliminated the need for PCA, and decreased oral narcotic 
use. Utilization of ILB produced a non-signifi cant, but step-wise reduction of LOS 
versus RADN with IV APAP and further decreased oral narcotic usage. No negative 
effect on short term renal recovery was noted between the four groups. Active areas 
of future study include fi nancial considerations, patient satisfaction, and long term 
donor and recipient outcomes.

Abstract# C1878 
Five Year Experience With Single-Port Donor Nephrectomy as a 
Standardized Approach. J. LaMattina, J. Powell, M. Phelan, D. Leeser, 
S. Neiderhaus, S. Bartlett, R. Barth. University of Maryland School of 
Medicine, Baltimore, MD.
In 2009, our center adopted a single-port transumbilical approach for living kidney 
donation and accepted this as our standardized approach after initial success. Our 
fi rst reports demonstrated equivalent donor and recipient outcomes and improved 
patient satisfaction. Here we update our results with our 5 year experience and provide 
follow up of over 300 cases. Methods: A retrospective review of all single-port 
donor nephrectomies was performed under IRB approval. Operative and hospital 
records were collected and utilized to create a database of these patients. Results: 
Between 2009 and 2014, 338 cases were initiated via a single port approach. Left 
nephrectomy was performed in 97% of cases. Thirty-two cases (9.5%) required 
placement of additional ports due to technical challenges with renal mobilization 
or visualization due to intraabdominal fat. Multiple vessels were present in 41% of 
cases. Incisional hernia developed in 8 cases (2.4%). One patient required conversion 
to an open procedure for bleeding. Two patients required a return to the OR in the 
perioperative period: 1 for a bowel injury and 1 for an internal hernia. Two patients 
required post-operative blood transfusion. Operative time decreased between the fi rst 
100 cases and the subsequent cohort. Conclusions: Single port donor nephrectomy 
can be reliably performed with safe outcomes. As our prior report indicated, a low 
rate of incisional hernia exists, but this rate has has not increased with prolonged 
follow-up. Our earlier work supporting improved patient satisfaction, combined 
with this present large series of excellent outcomes, suggest that the single port 
approach should be the standard surgical approach in centers with appropriate 
technical expertise.

Abstract# C1879 
Donor Factors Which Infl uence the Procedure of Retroperitoneal 
Laparoscopic Live Donor Nephrectomy. T. Yagisawa, A. Nukui, T. 
Kimura, K. Nannmoku, A. Kurosawa, A. Miki, Y. Sakuma. Renal Surgery 
& Transplantation, Urology, Jichi Medical University, Tochigi, Japan.
Introduction and Objective:
Retroperitoneal laparoscopic approach for live donor nephrectomy (RPLDN) has 
the advantages such as no risk to intra-abdominal organ injuries and direct access 
to the renal artery/vein, however, the disadvantages of a small working space. We 
assessed the donor’s factors which infl uenced the operating time and diffi culty of 
the procedure.
Methods:
We performed RPLDN in 164 living donors. The donor was placed in the full 
lateral position and 3 ports are created under the 12th rib. Under the insuffl ation of 
CO2, tissue dissection around the kidney, the renal artery/vein and the ureter were 
prepared. A 6 cm skin incision was made from the inner port to the rectal muscle and 
the ureter was transected directly from the incision. Thereafter, the renal artery and 
vein were transected using an EndoGIA vascular stapler laparoscopically and the 
kidney was removed from the incision using a hand. The relationship between the 
operating time /blood loss volume and the donor’s factors such as BMI, kidney weight 
and fat tissue thickness/volume of subcutaneous, fl ank pad, and around the kidney 
measured by CT fi ndings were investigated by univariate and multivariate analyses.
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Results:
A left kidney was procured in 142 cases and a right kidney in 22 cases. The median 
weight of the kidney was 174 g. The median operating time was 220 minutes and 
warm ischemic time was 136 seconds. The median blood loss was 90.0 ml. The BMI, 
kidney weight, fat tissue thickness/volume of fl ank pad and especially abdominal side 
around the kidney, had a signifi cant relationship of the operating time. No relationship 
was found between blood loss volume and the donor’s factors.
Conclusions:
The BMI, kidney weight, and fat tissue thickness/volume of retroperitoneal space, 
especially abdominal side around the kidney, are the limiting factors of the operating 
time and diffi culty in RPLDN.

Abstract# C1880 
Outcomes of Pure Retroperitoneoscopic Live Donor Nephrectomy 
(RPLDN): Single Center Experience of 764 Cases. K. Omoto, T. Nozaki, 
M. Inui, D. Toki, T. Shimizu, T. Hirai, Y. Sawada, H. Ishida, K. Tanabe. 
Department of Urology, Tokyo Women’s Medical University, Tokyo, Japan.
INTRODUCTION: Laparoscopic donor nephrectomy is a standard method of donor 
nephrectomy. We have tried to establish the technique of pure retroperitoneoscopic 
live donor nephrectomy (RPLDN) since 2001. In order to assess the safety, feasibility, 
and usefulness of RPLND, we reviewed our experiences of RPLND.
METHODS: From July 2001 to April 2013, 764 patients underwent live donor 
renal transplants with allografts procured by RPLDN at our institute. Study variables 
included operative time, time to retrieval of the kidney, blood loss, warm ischemic 
time (WIT), hospital stay, number and length of renal vessels, graft function and 
complications.
RESULTS: One hundred seventy-two patients had more than two renal arteries. 
Donor nephrectomy was carried out successfully in all patients. One case was 
changed to open donor nephrectomy because of severe adhesion in the renal hilum 
due to a previous surgery. Mean operative time was 286 ± 79 min, WIT 4.7±1.5 
min, and mean blood loss 47 ± 57 ml. No serious complications, such as massive 
bleeding or bowel injury, were encountered except for one case of lung embolism 
after surgery. Ureteral complications that needed reconstruction occurred in 5 patients 
(0.7%). No patients required hemodialysis after transplantation due to acute tubular 
necrosis. Serum creatinine levels in recipients at 7 and 14 days were 1.4 and 1.5 mg/
dl on average, respectively. Slow graft function was noted in 18 patients (2.4%).
CONCLUSIONS: Although the operative time was long a nd should be improved, 
RPLDN can be performed with acceptable allograft function and early postoperative 
morbidity. The incidence of ureteral complication in recipients was extremely low.

Abstract# C1881 
Retroperitoneoscopic Procurement of Kidneys With Multiple Renal 
Arteries Does Not Affect Graft Survival and Ureteral Complications. 
K. Omoto, T. Nozaki, M. Inui, D. Toki, T. Shimizu, T. Hirai, Y. Sawada, 
H. Ishida, K. Tanabe. Department of Urology, Tokyo Women’s Medical 
University, Tokyo, Japan.
Objective:
To assess the effect of kidney allografts with multiple renal arteries (MRA) on donor 
and recipient outcomes after retroperitoneoscopic live donor nephrectomy (RPLDN).
Patients and Methods:
From July 2001 to August 2010, 533 patientsunderwent live donor kidney transplants 
with allografts procured by RPLDN at our center. Of these, 406, 105, and 22 patients 
had one, two, and three renal arteries, respectively. We compared retrospectively the 
collected clinical data of each donor with MRA and the recipient with those with 
single renal artery (SRA) as controls.
Results:
Signifi cant differences were found between the one and three renal artery groups 
regarding operative time, estimated blood loss, warm and cold ischemic time, 
and incidence of slow graft function (SGF). There were no signifi cant differences 
regarding patient and graft survival among the three groups. Major complications, 
such as open conversion, bleeding, and blood transfusion were not found in patients 
with MRA. Five ureteral complications occurred. Of these, one patient with MRA 
had ureteral complications. In univariate analysis, MRA patients had a risk factor 
of developing SGF (p = 0.005) but not ureteral complications following RPDN.
Conclusions: Kidneys with MRAafter RPLDN increasethe risk of SGF in recipients. 
However, they provide similar outcomes regarding long-term graft survival and 
complications compared with those of SRA. Renal artery multiplicity may not 
increase the risk of ureteral complications.

Abstract# C1882 
Initial Utilization of an Electronic Medical Record Living-Donor 
Kidney Transplant Preoperative Checklist. B. Gill, H. Arora, H. Kerr, 
S. Flechner, D. Goldfarb. Glickman Urological and Kidney Institute, 
Cleveland Clinic, Cleveland, OH.
Purpose: We created an electronic medical record(EMR) living-donor kidney 
transplant(LDKT) preoperative checklist used to enhance patient safety and 

prevent “never” events such as transplant with incompatible (ABO)blood type, 
positive (XM)cross match, infectious disease(ID) transmission, or an anatomically 
inappropriate kidney.
Methods: Recipient preoperative EMR checklists from September 2011 deployment 
until present were retrospectively reviewed. The checklist included both recipient and 
donor information: demographics, ABO, XM / panel reactive antibody(PRA) results, 
ID status(Hepatitis B, Hepatitis C, Human Immunodefi ciency Virus), and kidney 
anatomy(laterality, arteries, veins, ureters). Attestation statements acknowledging 
compatibility in each domain were required. The checklist used auto-populated 
recipient data directly from the EMR and donor data manually entered from source 
documentation. This ensured critical review of source documentation and facilitated 
identifi cation of incompatibility by the recipient surgeon. Checklists were completed 
1-7 days pre-transplant. Completion rates of the entire document and individual 
sections were assessed.
Results: A total 157 LDKT checklists were reviewed. Mean recipient age was 48.4 
years with 56.6% male and 43.5% female. Checklist completion rate was 87.9% 
across 5 surgeons. All completed checklists contained recipient ABO while 5.1% 
lacked donor data, but 98.6% noted ABO compatibility. Similarly, XM results were 
omitted in 7.2% of checklists(up to 18.1% lacked virtual PRA data) but overall XM 
was acceptable in 93.5% with 1 erroneously noting incompatibility. Risk of ID was 
completed in all but 6.52% of checklists while 98.5% were deemed acceptable. 
Anatomic details were present in all but 3.6% of checklists with only 1(paired donor 
organ from another hospital) not confi rming donor and recipient surgeon discussion. 
The checklist identifi ed 1 instance of inadequate ID screening, which cancelled 
transplantation 1 day pre-operatively. No “never” events occurred.
Conclusions: This novel EMR-based preoperative LDKT checklist enhanced patient 
safety by preventing “never” events. It operated by facilitating critical review and 
referencing of source documentation to confi rm ABO, XM, ID risk, and anatomic 
organ compatibility. It is easy to use with high compliance rates and is available 
to all healthcare team members. Further means to ensure completeness and 100% 
compliance are being evaluated.

Abstract# C1883 
Living Donor Renal Transplantation With Incidental Renal Cell 
Carcinoma From Donor Allograft. J. Lugo Baruqui, G. Burke, L. Chen, 
J. Sageshima, G. Guerra, O. Ekwenna, W. Ashar, B. Luis, G. Ciancio. 
Surgery, Miami Transplant Institute, Miami, FL.
OBJECTIVE
To report our series of cases of patients with living donor kidney transplant in 
which incidental renal cell carcinomas were diagnosed after transplantation and 
their follow up.
PATIENTS AND METHODS
We performed a retrospective study in out record of patients with living donor kidney 
transplant with incidental tumors at the time of donor nephrectomy. All incidental 
tumors were resected with partial nephrectomy in the back-table preparation of the 
graft and analyzed in frozen-section as per protocol. Transplantation process in the 
recipient proceeded at the discretion of the surgeons.
RESULTS
Between September 2009 to August 2013, we identified four cases of renal 
allografts from living donors with incidental renal cell carcinoma. All cases showed 
immediate graft function after transplantation. Three of the four cases with renal 
cell carcinoma were classifi ed as Fuhrman grade 1/4, and only one was grade 2/4. 
Median age of donors was 49 years (41 to 54 years) and of recipients was 57.1 years 
(20 to 79 years). After a median time of 27 months of follow up (16 months to 38 
months) all patients remain alive. All incidental tumors were resected completely 
with clear margins in frozen-section analysis. No tumor recurrence has been 
evidenced by ultrasound follow up in the recipients of the transplanted kidneys or 
donor contralateral kidneys. Only one patient presented with a decline in kidney 
function due to non-compliance. The rest of the patients remain with stable serum 
creatinine values. All patients were managed with immunossuppression protocol 
with tacrolimus (level 8-10 ng/mL) and mycophenolate mofetil (MMF) as part of 
their immunosuppression maintenance therapy.
CONCLUSION
As we expand the candidate pool for living kidney donation, donors with renal 
tumors might be accepted for donations. Since frozen-section analysis are reported 
after transplantation, the incidental fi nding of renal cell carcinoma after transplant 
represents a sign of alarm in both donor and recipient. From the oncologic point 
of view, complete resection of the tumor with free margins before transplantation 
could offer a cure for the disease without risk for developing cancer in the recipient. 
Close monitoring of renal function and tumor recurrence is advised. Longer follow 
up is required to observe the risk of tumor recurrence, and before making any 
recommendation in terms of immunosuppressive theraphy in these patients.

Abstract# C1884 
Which Laparoscopic Technique Is Preferable in Minimal Invasive 
Donor Nephrectomy in Women? O. Cavdaroglu, E. Gurluler, U. Cakir, 
A. Gurkan, I. Berber. Transplant Center, Acibadem University, Istanbul, 
Turkey.
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Our aim is to compare the outcomes of three different methods of graft extraction 
during the laparoscopic donor nephrectomy in women.
Between November 2010 and January 2014, we performed 254 female donor 
nephrectomies with three different minimal invasive methods in our center. These 
methods are Standard Laparoscopic Donor Nephrectomy (SLDN), Laparoendoscopic 
Single Side Donor Nephrectomy (LESS-DN), and Laparascopic with Transvaginal 
Extraction Donor Nephrectomy (LTE-DN). These three groups were compared in 
terms of age, body-mass index (BMI), duration of operation, warm ischemia time, 
amount of blood loss, cosmetic satisfaction score and pain score at postoperative 
24th hour, also recipients’ creatinine levels at the time of discharge were evaluated.
184 of these donors underwent SLDN, 9 patients underwent LESS-DN and 61 
patients underwent LTE-DN. Warm ischemia time was signifi cantly longer and 
cosmetic satisfaction score was signifi cantly higher in the LTE- DN group than the 
others (p<0.05 for both of them). There was no signifi cant difference in terms of age, 
BMI, duration of operation, amount of blood loss, and pain score at postoperative 
24th hour. Also recipients’ creatinine levels at the time of discharge revealed no 
signifi cance.
Higher cosmetic satisfaction score with successful graft function may favor the 
choice of LTE-DN in women.

Abstract# C1885 
Right Versus Left Retroperitoneoscopic Living Donor Nephrectomy. 
T. Kashiwadate,1,2 K. Tokodai,1,2 N. Amada,1 I. Haga,1 T. Takayama,1 A. 
Nakamura,1 T. Jimbo.1 1Department of Surgery, Sendai Shakaihoken 
Hospital, Sendai, Japan; 2Division of Transplantation, Reconstruction 
and Endoscopic Surgery, Tohoku University, Sendai, Japan.
Introduction Retroperitoneoscopic donor nephrectomy (RDN) has become the 
new gold standard for the kidney removals of living donors. However, most RDN 
cases are on the left side due to longer renal veins. There have been fewer reports 
comparing the perioperative outcomes between right and left RDN.
Methods We retrospectively reviewed 151 consecutive patients who underwent 
RDN between May 2005 and July 2013. Right and left nephrectomy were performed 
for 87 and 64 patients, respectively. We compared these two groups with respect 
to intraoperative parameters, renal function, complications, and postoperative stay.
Results There were no signifi cant differences between the two groups regarding 
blood loss, warm ischemic time, postoperative donor’s creatinine levels, and 
hospital stay. The time required for graft extraction and overall operative time were 
signifi cantly shorter for the right nephrectomy than the left nephrectomy. Only one 
case in the right nephrectomy required open conversion because of uncontrollable 
bleeding from the inferior vena cava.
Conclusion These results show that both the right and left RDN can be performed 
with similar outcomes.

Abstract# C1886 
Totally Robotic Donor Nephrectomy for Living Related Kidney 
Transplantation: Initial Experience. A. Dalgic, H. Sozen,1 G. 
Yagci.2 1Transplantation, Gazi University, Ankara, Turkey; 2GENERAL 
SURGERY, Gata Medical School, Ankara, Turkey.
From open surgery to laparoscopic surgery, there has been an evolution in the 
surgical technique for live donor nephrectomy which goes beyond patient comfort. 
Here we report our initial experience of totally robotic donor nephrectomy for living 
related renal transplantation.
Material and Methods: Totally robotic donor nephrectomy was performed in 5 cases 
since September 2013 at Gazi University Transplantation Center, Ankara/Turkey.
Results: There were 2 female and 3 male donors. Median age of the donors was 
37.5 years (range, 38-48). Median operating time was 134 minutes (range 123-184 
min). Three out of fi ve were right, 2 were left kidneys. Mean warm ischemia time 
was 3.5 minutes (range, 3.1-5.2 min). None of the patients required conversion to 
open. Median blood loss was found 55 ml (range, 45-145ml); none of the patients 
required either intraoperative or postoperative blood cell transfusion. No surgical 
complications encountered after surgery. No case of graft loss occurred among the 
recipients. Rapid function was observed from all recipients.
Conclusion: Our initial experience confi rmed about the feasibility of robotic 
nephrectomy for living-donor kidney transplantation. It is a safe and effective 
procedure. The totally robotic recovery is an evolving technique. The cost of this 
procedure remains the only signifi cant disadvantage; however all future efforts 
should be directed to signifi cantly decreasing procedure costs.

Abstract# C1887 
Can Abdominal Surgical History Be Preventing Factors of the Hand 
Assisted Laparoscopic Left Nephrectomy for Living Donor Kidney 
Transplantation? T. Hiramitsu, T. Yamamoto, M. Tsujita, N. Goto, S. 
Narumi, Y. Watarai. Transplant and Endocine Surgery, Nagoya Daini Red 
Cross Hospital, Nagoya, Aichi, Japan.

Background
As a surgical procedure for the donor of the living related kidney transplantation, 
hand assisted laparoscopic nephrectomy is widely performed. It is a feasible and 
safe method, but sometimes thought to be inappropriate especially for donors with 
abdominal surgical histories because of adhesion.
Purpose
The effi cacy of hand assisted laparoscopic living donor left nephrectomy (HALDLN) 
for such living related donors were investigated comparing with donors without 
abdominal surgeries.
Patients and methods
361 donors for living related kidney transplantation between January 2009 and March 
2013 were investigated retrospectively. Operative result including operative time, 
blood loss, warm ischemic time and open conversion was reviewed. And as for graft 
quality, the length of renal artery, vein, ureter, time to initial urination, delayed graft 
function cases were also investigated.
Results
In 361 donors, 358 donors were performed HALDLN. 3 donors were performed 
open nephrectomy. In 358 donors, 17 donors had abdominal surgical histories. 341 
donors had no abdominal surgical histories (non- abdominal surgical history group) 
and were compared with the donors with abdominal surgical histories (abdominal 
surgical history group). There no signifi cant difference in these factors between these 
two groups. But open conversion was done for only one donor of non-abdominal 
surgical group because of the uncontrollable bleeding. Delayed graft function due 
to nephrectomy was not found in this study.
Conclusion
HALDN is a feasible and safe method for the living related donors even with 
abdominal surgical histories.

Abstract# C1888 
A Randomised Study On Skin Closure in Laparoscopic Living Donor 
Nephrectomy: Modern Tissue Adhesive (Cyanoacrylate) Versus 
Conventional Intracutaneous Suture. S. Vormdal,1,2 M. Skauby,1 S. 
Lonar,1,2 O. Oyen.1 1Transplant Medicine, Oslo University Hospital, 
Rikshospitalet, Oslo, Norway; 2Faculty of Medicine, Oslo, Norway.
Purpose: The aim of the present study was to compare the modern tissue adhesive 
cyanoacrylate (Liquiband) to conventional, intracut. suture and dressing, with regard 
to wound characteristics, time consumption, patients´ self-satisfaction and cost.
Material & Methods: 64 donors, subjected to laparoscopic hand-ass. nephrectomy, 
were randomized to skin closure either with tissue adhesive (n=32) or suture (n=32). 
The follow-up assessments were carried out on postop. days 2, 4 and at departure; 
evaluated by the use of a previously set numerical scale for rubor, secretion, gaps, 
oedema and blisters. Infections and complications/reinterventions were recorded, 
as well as skin closure time and costs.
Results:
Wound Characteristics, Rated by 
scales [0-1/3]
Judged at Postop.days:

Tissue adhesives n=32 
2.day-4.day-
Discharge:Mean

Suture n=32
2.day-4.day-Discharge:Mean

Erythema [0-3] 0,52 – 0,55** – 0,48* 
- 0,52** 0,98 – 0,75 – 0, 64 – 0,79

Secretion [0-3] 0,33** - 0,38 - 0,29 
– 0,33 0,59 – 0,12** – 0,03** - 0,25*

Oedema [0-1] 0,00* – 0,00* – 0,00* 
– 0,00* 0,09 – 0,08 – 0,11 – 0,09

Gaps [0-3] 0,09 – 0,34 – 0,40 – 0,28 0,00 – 0,00 – 0,00* – 0,00*
Bullae [0-3] 0,00* – 0,00** – 0,00 

– 0,00* 0,16 – 0,20 – 0,03 – 0,13
Wound closure time (min) [range] 5,8** [3-9,2] 8,6 [4,4-13,6]

There were signifi cant results in favour of tissue adhesive regarding wound closure 
time and the wound characteristics ‘rubor’, ‘blisters’ and ‘oedema’ (t-test **: 
p<0.05; *: p<0.10; with the *- indicated group demonstrating favourable results). 
Whereas, the wound parameters ‘secretion’ and ‘gaps’ altogether showed a rather 
evident tendency in favour of suture, partially at signifi cant levels. A low rate of 
complications/reop./infections did not give rise to any signifi cant differences.
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Top: Liquiband glued Pfannenstiel incision Bottom: Conventionally intracut. sutured 
incision; Both at postop. day 6.
Conclusion: Our study concludes that gluing is signifi cantly faster, less traumatic by 
avoiding needle penetrations and seems particularly suitable for small, laparoscopic/
trocar incisions.

Abstract# C1889 
Outcomes of Retroperitoneoscopic Live Donor Nephrectomy in 
Patients With Renal Artery Aneurysm. K. Omoto, T. Nozaki, M. Inui, 
D. Toki, T. Shimizu, T. Hirai, Y. Sawada, H. Ishida, K. Tanabe. Department 
of Urology, Tokyo Women’s Medical University, Tokyo, Japan.
INTRODUCTION: Kidney transplantation with renal artery aneurysm (RAA) 
requires skilled technique for vascular reconstruction in bench surgery. Some cases 
are highly complicated and affect graft survival. We have been trying to establish 
a procedure of pure retroperitoneoscopic live donor nephrectomy (RPLDN). The 
outcomes of RPLDN in patients with RAA are not yet fully understood. In this 
study, we examine the outcome of recipient and donors with RAA using RPLDN 
at our institute.
METHODS:Seven hundred sixty-four patients underwent live donor renal 
transplants with allografts procured by RPLDN at our institute between 2001 to 2013. 
Of these, 8 (1.0%) patients had renal artery aneurysms. Study variables included 
operative time, blood loss, warm ischemic time (WIT), total ischemic time (TIT), 
hospital stay, and early graft function. Surgical renovascular reconstructions were 
performed in all patients with RAA.
RESULTS: Mean size of RAAs was 1.4 ± 0.7 cm (range: 0.9 – 2.8 cm). No 
signifi cant differences were found between aneurysm and non-aneurysm groups 
regarding operative time, time to retrieval of the kidney, mean blood loss, hospital 
stay, or early graft function (Table 1). Post-operative bleeding and ureter stenosis that 
required reconstruction of the ureter were found in the aneurysm group. Univariate 
analysis showed RAA to have a risk factor of developing ureteral complications in 
recipients (p < 0.001) following RPLDN.
CONCLUSIONS: RPLDN in patients with RAA could be an option for laparoscopic 
live donor nephrectomy because of excellent outcomes. On the other hand, post-
operative ureteral complications should be carefully followed up following RPLDN.

Aneurysm(+) (n=8) Aneurysm(-) (n=756) P value
Operative time (min) 305　±　45 285　±　79 0.457
Time to retrieval of the kidney (min) 241　±　36 227　±　71 0.578
Blood loss (ml) 37　±　28 47　±　57 0.621
WIT (min) 5.1　±　1.9 4.7　±　1.5 0.455
TIT (min) 107　±　21 94　±　30 0.222
Hospital stay (days) 3.8　±　1.0 3.7　±　1.4 0.840
SGF (%) 0 17 (2.2) 0.668
DGF (%) 0 0 -
sCr at POD7 (mg/dl) 1.2 ± 0.4 1.4 ± 1.0 0.572
sCr at POD14 (mg/dl) 1.3 ± 0.5 1.5 ± 2.8 0.840

Abstract# C1890 
Unspecified Live Kidney Donation By Urological Patients. H. 
Kimenai,1 F. Dor,1 K. Klop,1 M. Betjes,2 W. Zuidema,2 W. Weimar,2 J. 
Ijzermans.1 1Department of Surgery, Erasmus MC, University Medical 
Center, Rotterdam, Netherlands; 2Department of Nephrology, Erasmus 
MC, University Medical Center, Rotterdam, Netherlands.
Introduction: Unspecifi ed live kidney donations (anonymous donations) have been 
successfully implemented in our live donor kidney transplantation (KT) program. 
Amongst them were patients referred to us by urologists. They were diagnosed with 
a urological condition for which a nephrectomy was indicated as treatment, but 
renal function was not impaired. As autotransplantation has a considerable risk of 
complications, and has no benefi t for patients with normal renal function, unspecifi ed 
kidney donation can be considered.
Methods: We retrospectively searched all clinical data of our live kidney donation 
program from 1994-2013. We identifi ed all unspecifi ed kidney donors and their 
recipients (n=93). Among those, six were referred to us as potential donors with 
pre-existing urological disorders requiring nephrectomy. They all underwent state 
of the art donor screening. We examined the clinical course of these donors and 
outcome in the recipients.
Results: Of 6 patients, 5 had an indication for nephrectomy because of therapy-
resistant loin pain and 1 insisted on a nephrectomy, after iatrogenic ureter injury 
during a leiomyoma resection. Of the 5 patients treated for loin pain, 1 previously 
had an infarction of a small part of the kidney, 1 had persistent pain after stone 
extraction. All laparoscopic donor nephrectomies were performed without major 
complications (median hospital stay 4 days) and all patients treated for pain were 
free of complaints after surgery (median follow up 20 months).
Six unspecifi ed donors enabled 8 KTs (2 domino-paired). In the recipients, there 
was one early death due to cardiac arrest, in a patient with pre-existent cardiac 
failure. All remaining recipients but one had excellent graft function with a mean 
follow up of 6 years.
Discussion: There is no published data on transplanting kidneys from live donors 
with urological complications.
Obviously, these potential unspecifi ed donors should meet all criteria for live kidney 
donation. Our data show that when nephrectomy is indicated as treatment for selected 
urological conditions, the kidney can be donated anonymously, with excellent results 
in both donors and recipients.

Abstract# C1891 
Hand Assisted Retroperitoneoscopic Live Donor Nephrectomy With 
No Side/anatomy Exclusions: Single Centre Experience With 139 
Cases. J. Fronek,1 L. Janousek,1 J. Mendl,1 T. Marada,1 O. Viklicky.2 
1Transplant Surgery Department, Institute for Clinical and Experimental 
Medicine, Prague, Czech Republic; 2Nephrology Department, Institute for 
Clinical and Experimental Medicine, Prague, Czech Republic.
BACKGROUND: Our study reports last 139 consecutive hand assisted 
retroperitoneoscopic live donor nephrectomies (HARS) performed at our institution 
since 6/2011. HARS nephrectomy technique has been introduced by the author in 
Prague/Czech Republic in January 2003, since June 2011 is being used for all the 
donors including right sided and complex anatomy cases (mutliple vessels and 
ureters, retroaortic renal vein, renal artery diseases, etc). The main benefi t of HARS 
approach is increased safety for the donor. Risk of bleeding and intraabdominal injury 
is low thanks to hand assistance and extraperitoneal approach.
METHODS: Data were collected prospectively. The operation is performed in the 
manner described by Wadström et al 2002, with minor modifi cations. Tere were 
all anatomical variations accepted for surgery, including right sided cases when 
indicated.
RESULTS: There was no conversion to open nephrectomy, one donor was re-operated 
on the fi rst postoperative day for bleeding from paraaortic lymphatics, this donor 
was also given two units of blood. The median blood loss was zero otherwise, 
meaning no use of suction or no blood in container. The median post-operative 
hospital stay was 2 days. We observed few minor complications including one 
wound infection, one wound seroma and three wound haematomas. There was one 
case of postoperative bleeding from paraaortic lyphatics mentioned above which 
required retroperitoneoscopic re-operation, there was one case of incisional hernia 
which occured some 8 months after surgery. All donors have life-long long follow 
up. There was one case of delayed graft function due to early rejection observed, 
all the other patients had immediate graft function.
CONCLUSIONS: HARS is a safe way of performing living-donor nephrectomy 
with low risk of severe complications, minimal morbidity and fast recovery. It is 
safe alternative to the transperitoneal miniinvasive as well as other nephrectomy 
techniques. It can be used safely for all the anatomical variations as well as right 
sided cases.
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Abstract# C1892 
Laparoscopic Donor Nephrectomy and Primary Post-Operative 
Pain Control Therapy. R. Dieter, T. Dick, J. Call, A. Raines. Pharmacy, 
Intermountain Medical Center, Murray, UT.
The purpose of this study was to understand the outcomes associated with the 
use of ketorolac compared to standard analgesic therapy post laparoscopic donor 
nephrectomy (LDN).
This was an IRB approved, single center, retrospective cohort analysis utilizing 
chart review. Subjects were identifi ed using our institution’s kidney donor list and 
the electronic medical record system. Subjects 18 years and older who underwent a 
LDN between November 1, 2007 and July 31, 2012 at our institution, who received at 
least one dose of intravenous (IV) opioid analgesics or IV ketorolac post-operatively, 
and with suffi cient electronic records of patient-controlled analgesia (PCA) data 
available were included in the study and categorized to an opioid only group or 
a ketorolac plus opioid group. Data were collected utilizing paper and electronic 
medical records and the United Network for Organ Sharing database. The primary 
endpoint was opioid analgesic requirements per day while on PCA following LDN 
reported in intravenous morphine equivalents. Secondary endpoints included time 
to fi rst stool, time to diet initiation during hospitalization, time to discharge, average 
daily pain score, change in estimated creatinine clearance using the CKD-EPI 
equation, bleeding events, naloxone usage, readmission rates, and mortality within 
the fi rst year following procedure.
Average cumulative opioid requirements while on PCA reported in IV morphine 
equivalents was 104 mg in the opioid only group (n=39) compared to 106 mg in the 
ketorolac plus opioid group (n=28). There was no difference in average daily pain 
scores on post-operative days 1-3. There was no difference in serum creatinine or 
creatinine clearance using the CKD-EPI equation at one year post kidney donation. 
Average hospital length of stay was similar between the two groups (4.3 days in 
both groups).

Group
SCr at 
1 Year 
(mg/dL)

CrCl at 1 Year 
(CKD-EPI) 
(mL/min/1.73 
m2)

Length 
of Stay 
(days)

IV Opioid 
Requirements 
in Morphine 
Equivalents 
(mg)

Pain 
Score 
POD 1 

Pain 
Score 
POD 2 

Pain Score 
POD 3 

Ketorolac 
plus 
Opioid 
(n=28)

0.95 58 4.3 106 4 3 2

Opioid 
Only 
(n=39)

0.95 59 4.3 104 4 3 2

In this single-center, retrospective analysis, the use of ketorolac as an adjunctive 
analgesic therapy following a laparoscopic donor nephrectomy resulted in no 
difference in opioid requirements, kidney function at one year, or hospital length of 
stay. Additional randomized, prospective studies are needed to further assess safety 
and effi cacy of ketorolac after kidney donation.

Abstract# C1893 
Comparing Robotic Single Incision Laparoscopic Donor Nephrectomy 
With Standard Laparoscopic Donor Nephrectomy in Living Kidney 
Donors. J. Archambault, N. Rowe, I. Nagdee, A. Sener, P. Luke. Urology, 
Western University, London, ON, Canada.
Background: Given the number of patients with end-stage renal disease on the 
kidney transplant wait-list, transplant programs across Canada are developing 
strategies to increase the available donor pool. One potential strategy is to limit 
post-nephrectomy morbidity for living kidney donors through the use of robotic 
single incision laparoscopic surgery.
Methods: We performed a prospective single-center study comparing robotic 
single incision laparoscopic nephrectomy (n = 5) with standard multiple incision 
laparoscopic nephrectomy (n = 7) in living kidney donors. We compared operating 
time, length of hospital stay, and self-reported pain scale.
Results:Demographics were similar between the robotic and standard laparoscopic 
donor groups in regards to age (mean= 51 years) and body mass index (BMI). 
Operative time was also comparable between the two groups at 268 minutes and 
255 minutes, respectively.The robotic group length of hospital stay was slightly 
longer at 3.4 days compared to 3.0 days for the standard group.Post-operative pain 
scores on day 1 and 7 were 4.8 and 2/10 in the robotic group versus 5.5 and 2.4/10 
in the standard laparoscopic group. There were no signifi cant intra-operative or 
post-operative complications in either group.
Conclusion: Our early experience with single incision robotic donor nephrectomy 
suggests that this procedure is safe and comparable to standard laparoscopic donor 
nephrectomy. With an increasing sample size and longer post-operative follow-up 
period, we hope to determine whether decreased post-operative pain scores following 
robotic laparoscopic surgery results in shorter length of hospital stay and faster 
recovery time for living kidney donors.

Abstract# C1894 
Laparoscopic Donor Nephrectomy Training in the UK: Results 
From an Independent Trainee Survey. H. Sharma,1,2 C. Wong,1 A. Al-
Bakry,1,2 D. Ridgway,1 A. Sharma,1 S. Mehra,1 T. Augustine,2 A. Hammad.1 
1Trasplant Surgery, Royal Liverpool Hospital, Liverpool, United Kingdom; 
2Trasplant Surgery, Manchester Royal Infi rmary, Manchester, United 
Kingdom.
Introduction: Laparoscopic donor nephrectomy (LDN) is an essential part of renal 
transplantation practice. No study has been done as yet to look at the LDN training 
of transplant trainees in the UK. Though training courses in donor nephrectomy are 
available, it is not clear if they materialize into training opportunities for transplant 
trainees. We aim to quantify the training of renal transplant trainees with a formal 
survey.
 
Methods: An independent electronic survey consisting of ten questions was 
disseminated to surgical trainees via a web-based link (Survey monkey) placed on 
Carrel club forum and email/paper invitations to different transplant units across 
the UK.
 
Results :A total of 53 responses were received from across the UK. 70% and 
22% transplant centres were reported to perform hand assisted LDN and “totally 
laparoscopic “ or hand assisted LDN respectively. 20% trainees were PGY1-3, 
22% PGY 4-6, 17% post residency training, 19% IMG training > 2 yr. transplant 
experience, 21% IMG training < 2 yr. transplant experience respectively. Majority 
of trainee responses were from England 58% followed by Wales 19%, Scotland 
15% and Northern Ireland 9%. 96% trainees reported that they had performed < 
10 laparoscopic donor nephrectomies as primary surgeon. 58% trainees had been 
fi rst assistant in 11-25 donor nephrectomies and 24% had assisted in 26-50 donor 
nephrectomies. 40% trainees had been on a course for donor nephrectomy. There 
was no correlation in seniority in training grade compared to donor nephrectomies as 
primary surgeon (p=0.9). There was no correlation in donor nephrectomies as primary 
surgeon compared to trainees on rotation (p=0.88) and service post trainees (p=0.82). 
The likelihood of a trainee to perform >10 LDN in transplant training was < 1 in 25.
 
Conclusions: This study confi rms poor training opportunities in LDN in UK. 
The trainers need to address this issue urgently. UK training system has no LDN 
fellowship training opportunities hence developing LDN fellowships can be a way 
forward.

Abstract# C1895 
Live Kidney Donors With Adrenal Incidentalomas: What Have We 
Learnt So Far? B. Kocak, E. Arpali, C. Karatas, M. Kalayoglu. Organ 
Transplantation, Memorial Sisli Hospital, Istanbul, Turkey.
Introduction:The prevalence of adrenal incidentalomas(AI) is reported to be 
between 0,8 and 5%.Majority of the AI was found to be benign nonfunctional 
lesions, leaving a small but important proportion of malignant or functioning 
masses.Especially, metastatic lesions of the adrenal gland should be ruled out which 
could be the only manifastation of a metastatic cancer in a living kidney donor.We 
present a series of living kidney donors with AI, their preoperative evaluation and 
operative management are reviewed.Patients and Methods:734 laparoscopic donor 
nephrectomy(LDN) patients operated between 2008 and 2014 were reviewed.The 
data of 10 patients with AI were retracted and compared with the rest of the group.
All patients with AI were detected by CT scan during routine preoperative donor 
evaluation.The functionality of AI was determined.Adrenalectomy was performed in 
all patients prior to LDN, concomitantly.After the benignity of the masses was shown 
by frozen section the operations were resumed with LDN.Age, BMI, postoperative 
hospital stay, operative time, VAS and perioperative and postoperative complication 
incidences were calculated and compared between the two groups.Results:All AI 
were found to be nonfunctioning benign masses (1.3%).Mean ages of the patients 
with AI and without AI were 55±12.9 and 46.3±13.4 years, respectively.Mean BMIs 
of the patients with AI and without AI were 29.8±2.8 and 26.9±9, respectively.Mean 
operative time was 99±22 minutes in adrenalectomy group and 88,1±22 minutes 
in the other group.Mean postoperative VAS determined in the fi rst 24 hours was 
1.7±0.78 in adrenalectomy group and 1.7±0.9 in routine LDN group.Postoperative 
hospital stay was 2.8±1.7 days in adrenalectomy patients whereas it was 2.5±1.3 
days in only LDN group.The differences between the mean ages and BMIs of the 
two groups were found to be statistically signifi cant, whereas the mean postoperative 
hospital stay, the mean operative time and the mean visual pain score during the 
fi rst 24 hours after surgery were not statistically different between the two groups.
No increment in operative complication risk was also established in adrenalectomy 
patients.Conclusion:Concomitant adrenalectomy could be performed safely with 
similar results. Although, the primary malignancy incidence of AI less than 4 cm in 
diameter is less than 2%, a small adrenal mass could be the only manifestation of a 
metastatic tumor in a living donor.Therefore, LDN should follow an adrenalectomy 
with frozen section examination in living donors with AI.
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Abstract# C1896 
Adrenal Insuffi ciency After Living Kidney Donation. A. Edwards, A. 
Rossi, A. Vijayan. Transplant Nephrology, Washington University in St 
Louis, St Louis, MO.
Safety of living donors is paramount to the transplant community. Although rare, 
donor nephrectomy is associated with post-surgical problems. We present a case of 
adrenal insuffi ciency after laparoscopic left donor nephrectomy.
A 28 year old Caucasian woman was evaluated as a kidney donor. She had no medical 
history and had an active lifestyle. Pre-operatively, her creatinine was 0.8 mg/dL 
with estimated GFR of 100.6 mL/min. All other testing including UA, urine protein, 
blood work, CXR, EKG were normal and blood pressure was 102/55 mmHg with 
HR of 74/min. Intraperative course was uneventful.
Post-operatively she had persistent nausea and vomiting. Her creatinine was 1.0 
mg/dL. She eventually tolerated oral intake and was discharged on post-op day 5 
but readmitted on post-op day 12 for recurrent nausea, dehydration, hypotension 
(BP 70/60 mmHg). Non-contrast abdominal CT revealed post-op changes in the 
renal fossa, no fl uid collection and normal adrenal glands. She received IV fl uids 
and was discharged home. She continued to have nausea, vomiting, weight loss, 
and syncope. Extensive testing at outside hospital with CT scan of head, Holter 
monitor and 2-D echo did not reveal an etiology. She was re-evaluated at our center 
and found to have 20 lb weight loss and orthostatic hypotension (BP 103/71 mmHg 
lying, 94/62 mmHg sitting and 84/60 mmHg standing). Labs were unremarkable. 
An ACTH stimulation test (250 mcg) was abnormal with baseline value of 2.7 mcg/
dL and 60-minute value of 17 mcg/dL. She was started on prednisone 20 mg daily 
with prompt improvement of symptoms and changed to hydrocortisone 20 mg per 
day with follow-up by endocrinology.
Adrenal insuffi ciency has been reported after radical nephrectomy with resection of 
the unilateral adrenal gland. To our knowledge, this is the fi rst case of proven adrenal 
insuffi ciency after living donor nephrectomy. Left nephrectomy requires ligation 
of the adrenal vein, which may produce vascular congestion and reduce function. 
Functional reserve in the contralateral gland should prevent adrenal insuffi ciency. In 
our patient, it appears that the right adrenal had decreased function as manifested by 
the abnormal ACTH stimulation test. Presentation of adrenal insuffi ciency is highly 
variable with symptoms ranging from vague and insidious to life-threatening. The 
diagnosis requires high index of clinical suspicion and demonstration of low cortisol 
production. Timely evaluation and treatment is crucial and potential kidney donors 
should be counseled regarding this rare complication.

Abstract# C1897 
Hand Assisted Laparoscopic Donor Nephrectomy, Outcomes and 
Complications- A Single Center Study in a Developing Country. I. 
Khan, M. Khan, M. Jamil, D. Shohab, R. Asad, A. Saeed. Urology and 
Kidney Transplant, Shifa International Hospital, Islamabad, Federal, 
Pakistan.
Introduction Due to ever increasing problem of ESRD in developing countries, 
there is acute shortage of renal donors. In countries like Pakistan, deceased donor 
program is not well established due to religious and social constraints. Prolonged 
hospital admission and perioperative complications are major hindrances in living 
donor nephrectomies. We share our experience of Hand assisted laparoscopic live 
donor nephrectomies (HALLDN) in last 2 years, fi rst ever in Pakistan
Material and methods
We did a retrospective study of 74 cases of HALLDN, done at our center from January 
1, 2012 to December 31, 2013. Data was collected by chart review. Three regular 
ports and a hand port were inserted for operation. Evaluation of intraoperative and 
postoperative parameters were done in terms of side of donor kidney, number of 
arteries and veins, warm ischemia time, conversion to open procedure, per op and 
post op complications, analgesia requirement and hospital stay.
Results
38(51.4%) female and 36(48.6%) male patients with mean age of 34.99 ± 9.868 
years and mean BMI of 26 ± 6.38 underwent surgery. 15 (20.3%) patients were right 
kidney donors and rest were left.16 (21.6 %) donors had 2 renal arteries and 04 (5.4 
% ) had 2 renal veins. Mean warm ischemia time was 1.54 mins. 2 patients were 
converted to open and mean hospital stay was 3.41 days. 2 patients had superfi cial 
wound infections and 3 had prolonged ileus of 72 hours post op. All recipients had 
immediate or delayed graft function with only one requiring hemodialysis post op 
due to ATN.
Conclusion
HALLDN is a safe procedure with fewer complications and short hospital stay in all 
living renal donors regardless of side and number of hilar vessels of donor kidney.

Abstract# C1898 
Fast Track Hand-Assisted Laparoscopic Donor Nephrectomy: A 
Randomized Clinical Trial. V. Alberts,1 R. Minnee,1 F. Bemelman,2 
K. van der Pant,2 M. Hollmann,3 M. Idu.1 1Surgery, Academic Medical 
Center, Amsterdam, Netherlands; 2Nephrology, Academic Medical Center, 
Amsterdam, Netherlands; 3Anesthesiology, Academic Medical Center, 
Amsterdam, Netherlands.

Purpose: Our aim was to compare fast track with standard care after hand-assisted 
laparoscopic donor nephrectomy (HALDN) and to investigate if fast track care is 
advantageous in terms of quality of life and hospital stay.
Methods: In a single-center randomized clinical trial, 52 kidney donors were 
randomized to fast track (n=26) or standard perioperative care (n=26). Primary 
outcome was postoperative recovery of physical performance one month after 
surgery, measured by the Short Form-36 (SF-36) questionnaire. Secondary outcomes 
were recovery of physical performance three months after surgery, minor and major 
complications and postoperative hospital stay.
Results: Baseline characteristics were comparable between both groups. The 
SF-36 recovery of physical performance score after one month was 73 (standard 
deviation (SD) ±2.6) in the standard care group and 75 (SD±3.0) in the fast track 
group (p=0.60). One donor in the standard care group developed an ileus and no 
complications occurred in the fast track group. Median hospital stay was 4 days 
(interquartile range (IQR) 3-4) for the standard care group, versus 3 days (IQR 3-4) 
for the fast track group (P=o.63). Fast track donors had signifi cantly less pain on the 
fi rst post-operative day (P<0.01).
Conclusions: This study did not show a signifi cant difference in quality of life and 
hospital stay for donors after hand-assisted laparoscopic donor nephrectomy when 
compared with standard care.

Abstract# C1899 
Pain Management After Laparoscopic Donor Nephrectomy. N. 
Nesselhauf, P. Sandoval, M. Carroll, J. Wexler, S. Yi, C. Du, S. Mohan, 
D. Cohen, L. Ratner, D. Tsapepas. NY-Presbyterian Hospital - Columbia 
University Medical Center, New York, NY.
Advances in surgery have made laparoscopic donor nephrectomy (LapNx) a common 
practice for organ procurement in living donor renal transplantation. While this is a 
minimally invasive procedure, patients experience post-operative pain. This study 
evaluates analgesic requirements, as morphine equivalents, in patients undergoing 
a LapNx.
Methods: Retrospective study of 274 adult living donors who underwent LapNx 
from July 2011 to Dec 2013. Post-operative pain management included ketorolac 
and as needed hydromorphone, hydrocodone, oxycodone, morphine, or fentanyl. 
Daily oral morphine equivalents of opioids were calculated for post-operative days 
(POD) 0-4. Patients were categorized by gender for comparison.
Results: With the exception of age, demographics were similar. Male donors received 
higher doses of intra-operative sedatives and analgesics. Female patients required 
signifi cantly higher amounts of analgesia vs males on POD1 (see fi gure). A subgroup 
analysis of females stratifi ed by age (<50yrs and  ≥50yrs) indicates higher opioid 
usage among younger female donors, 30(18-652) vs 20(10-34), p=0.002. Renal 
function declined, expectedly, from the pre- to post-donation period in all donors.

Females Males p value
n=162 n=112

Demographics
Age 44.7±11.4 41.3±12 0.019
White, n(%) 29 (18) 33 (29) 0.914
Body mass index, kg/m2 26.5±4.8 27.6±5 0.26
Length of stay, days 2.3±0.7 2.2±0.9 0.178
Intra-operative sedation and analgesia
Propofol, mg 207.4±101.5 272.9±91.5 0.002
Midazolam, mg 2.1±0.9 2±0.9 0.093
Hydromorphone, mg 1.2±0.5 1.6±0.5 0.0001
Fentanyl, mcg 240.4±83.7 253.5±116.3 0.526
Renal function
Pre-donation eGFR by MDRD 90.6±20.5 89.8±18.9 0.856
6 month eGFR by MDRD 62.8±13 57.9±12 0.119

Values represented as mean±SD unless noted

Conclusion: Analgesic requirements among female patients undergoing LapNx were 
signifi cantly higher on POD1. This was driven by higher analgesic usage among 
younger female donors. Clinicians should have heightened awareness for early 
post-operative pain among female donors especially those <50yrs of age. Further 
study to understand why this group required more is planned.

Abstract# C1900 
Does “Kidney Dose” Matter in Living Donor Kidney Transplantation? 
R. Redfi eld, J. Fast, G. Leverson, B. Welch, M. Rizzari, T. Ziemlewicz, A. 
Djamali, D. Kaufman. University of Wisconsin, Madison, WI.
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Background: Small studies suggest that living donor kidney volume impacts post 
transplant recipient outcomes.
Methods: We performed an analysis of 406 consecutive adult living kidney donor/
pairs at a single institution over an eight-year period (2004-2011) who received 
a similar immunosuppression regimen (Simulect/Tacrolimus/ Mycophenolate/
Prednisone). Donor kidney volume was calculated from computed tomography 
angiograms. The ratio of donor kidney volume (cc) to recipient weight (kg) 
defi ned the “kidney dose.” We assessed recipient post transplant kidney function 
by correlating the 1-year recipient estimated glomerular fi ltration rate (eGFR) and 
creatinine (Cr) with donor kidney dose. Cox regression analysis was used to address 
whether kidney dose affected graft functional outcomes.
Results: The average donated kidney volume of the 406 live donors was 186 cc 
(std 33.4). The average kidney dose was 2.40 cc/kg (std 0.735, range: 0.97 cc/
kg to 7.11 cc/kg). The kidney dose weakly correlated with recipient Cr and eGFR 
at 1-year post transplant, Figure 1 and 2. Analyzing a specifi c cohort without 
postoperative complications, delayed graft function, rejection, recurrent disease, 
BK virus nephropathy, unmatched kidneys, and were not dialysis dependent, had 
only a marginally improved correlation of kidney dose to Cr at 1 yr and a similar 
correlation to eGFR (Figure 1 and 2). In a cox regression analysis, kidney dose was 
not a signifi cant predictor of graft functional outcome.
Conclusions: This analysis does not support the use of donor kidney volume in the 
preoperative selection of appropriate living kidney donors/recipient pairs. It is likely 
that the biological effect of a “kidney dose” is over shadowed by the many other 
determinants of recipient renal function at 1-year post transplant.

Abstract# C1901 
The Incidence and Management of Nonalcoholic Fatty Liver Disease 
in Potential Kidney Donors. K. Mekeel, R. Loomba, J. Halldorson, A. 
Hemming. Transplant and Hepatobiliary Surgery, University of California 
San Diego, San Diego, CA.
Purpose: To determine the incidence and management of NAFLD and NASH in 
prescreened living kidney donors.
Methods: Between January 2010 and December 2013, 399 potential kidney donors 
were registered and underwent blood and HLA typing at our institution. Of these 
potential donors, 106 completed the evaluation including computed tomography 
(CT) scan. Diagnosis of NAFLD was based upon presence of hepatic steatosis on 
imaging using liver to spleen ratio (L:S ratio, <1.1) criteria, and absence of anti-
HCV and HBsAg, and negative history of excessive alcohol use, and secondary 

causes of hepatic steatosis or other causes of elevated serum ALT or AST (LFTs). 
14 patients (13.2%) had elevated ALT, TB or AST, and 10 patients (9.4%%) had 
hepatic steatosis noted on CT. 6 patients (5.6%) had both abnormal LFTS and 
hepatic steatosis on imaging.
Results: From the group with abnormal LFTs or imaging, 8 patients (44%) proceeded 
to donation. Patients with mild steatosis and normal BMI and LFTs were allowed to 
donate (2). 2 patients had normalization of LFTs without intervention. 3 patients with 
mild transaminase elevation and/or mild steatosis on imaging were counseled about 
diet and weight loss, and allowed to donate once transaminases normalized. Average 
weight loss was 8 lbs. A patient with persistent abnormal LFTs, but normal BMI and 
imaging was referred for a liver biopsy examination. Liver biopsy showed mild (5-
10%) steatosis without signs of NASH and he was cleared for donation. 10 patients 
were not cleared for donation. 4 patients were ruled out for medical or anatomic 
issues without work up of for liver disease. One patient was referred to hepatology 
and but had improvement in LFTs after weight loss, however was ruled out due to 
the presence of nephrolithiasis. 5 patients were excluded based upon on the presence 
of signifi cant liver disease. One patient was found to have alcohol abuse as likely 
contributing factor for liver disease. 2 patients did not proceed with their evaluation 
after being referred to hepatology for further work up and liver biopsy. 2 patients 
had NASH without cirrhosis on liver biopsy and were excluded from donation.
Conclusion: 10 – 13% of healthy potential living kidney donors are found to have 
NAFLD based upon either elevated ALT/AST or imaging during work up. Patients 
with mild transaminase elevation or mild steatosis on imaging are likely ok to 
proceed with donation, especially if diet and weight loss leads to normalization of 
ALT and AST. Patients with signifi cant steatosis on imaging or persistent elevation

Abstract# C1902 
Outcomes of Living Donors With Asymptomatic Nephrolithiasis. A. 
Patel,1 C. Dowling,1 E. Minja,2 H. Sun.1 1Renal and Pancreas Transplant 
Division, Saint Barnabas Medical Center, Livingston, NJ; 2Department 
of Surgery, Saint Barnabas Medical Center, Livingston, NJ.
Background:
Improved sensitivity of CT imaging has increased the prevalence of incidentally 
detected nephrolithiasis in potential living kidney donors(LKD). We compare 
the clinical outcomes in potential LKDs who were found to have incidental 
nephrolithiasis vs. LKDs without nephrolithiasis.
Methods:
24 LKD candidates with incidental nephrolithiasis(study group) were identifi ed; 20 
donated(all laparoscopically). A control group of 26 LKDs without nephrolithiasis 
was identifi ed. A questionnaire was administered to identify the frequency of: 1)
symptoms/signs related to nephrolithiasis and 2)procedures needed for management 
of nephrolithiasis after either CT imaging(if no donation) or living donation
Results:
% of males, mean age, mean BMI, and mean follow-up time in the study and control 
groups were 20.8% and 34.6%, 48 and 40 years, 24.3 and 27.4, and 895 and 1106 
days, respectively. Mean stone size of the largest stone in each patient of the study 
group was 3mm (range:0.25–9mm).

No Stone 
(control) 
(n=26)1

Stone 

(n=24)

Native 
kidney with 
stone left 
in place 
(n=16)2

Bilateral 
stones 
(n=12)

Multiple 
stones 
(n=15)

Stone size 
>2mm 
(n=10)3

Microscopic 
hematuria

15.3% 4.2% 12.5% 8.3% 6.7% 0%

Macroscopic 
hematuria

3.8% 0% 0% 0% 0% 0%

UTI 26.9% 12.5% 12.5% 16.7% 13.3% 0%
UTI from 
obstructing stone

0% 0% 0% 0% 0% 0%

Ipsilateral fl ank 
pain4

15.4% 25% 18.8% 25% 20% 0%

Contralateral 
fl ank pain

30.7% 25% 12.5% 16.7% 26.7% 0%

Procedures for 
stone 

0% 0% 0% 0% 0% 0%

MDRD GFR 
<60ml/min5

26.9% 30% 41.7% 33% 27.3% 44.4%

1 P value=NS
2 did not donate, bilateral stones, or nephrectomy of non-stone containing kidney
3 9/10 patients had nephrectomy of stone containing kidney
4 0 of the 4 individuals who did not donate experienced fl ank pain; ipsilateral=side 
of nephrectomy
5 individuals who did not donate were not included in the calculation
Conclusions:
The risk of stone-related complications in individuals with asymptomatic 
nephrolithiasis identifi ed by CT imaging during the donor evaluation process 
is not increased compared to individuals without nephrolithiasis. The presence 
of multiple stones or bilateral stones is not associated with an increased risk of 
stone-related complications. The presence of a stone >2mm to <9mm or a solitary 
kidney with nephrolithiasis may be associated with a lower post-donation GFR. A 
larger sample size, with longer follow-up, needs to be evaluated to confi rm these 
preliminary fi ndings.
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Abstract# C1903 
Age-Matching Improves Graft Survival After Living Donor Kidney 
Transplantation. S. Lee,1 J. Kim,1 S. Choi,1 K. Yoon,1 N. Yun,1 C. Oh,1 
G. Shin,2 H. Kim,2 S. Kim,2 S. Kim.3 1Surgery, Ajou University School of 
Medicine, Suwon, Korea, Republic of; 2Internal Medicine, Ajou University 
School of Medicine, Suwon, Korea, Republic of; 3Urology, Ajou University 
School of Medicine, Suwon, Korea, Republic of.
Donor and recipient age in kidney transplantation are known to affect graft and 
patient survival. To address the question of whether the age difference between 
donor and recipient impacts on graft survival and death-censored graft survival after 
transplantation, we examined the impact of age matching (less than 10-year age 
difference) on the survivals after living donor kidney transplantation.
Two hundred one cases of the primary living donor kidney transplantation were 
performed and were divided into two groups, age-matched (n=123) vs. age-discrepant 
(n=78). Variables included in this study were age, gender, body weight, height, kidney 
disease, type and duration of dialysis prior to transplantation, degree of human 
leukocyte antigen (HLA) mismatch, ischemic time, graft weight, episode of rejection, 
type of immunosuppression, recipient serum creatinine after transplantation, and 
causes of patient death and graft loss.
We observed the disparities of graft survival (P=0.008) and death-censored graft 
survival (P=0.003) between the groups. One-, three-, and fi ve-year death-censored 
graft survival was 100%, 100%, and 97% in the age-matched group; 97%, 90%, 
and 88% in the age-discrepant group. By Cox regression multivariate analysis, 
the variable of age-matching was an independent predictor for both graft survival 
(ß=1.325, P=0.017) and death-censored graft survival (ß=2.217, P=0.021).

During living donor and recipient matching, age difference between donor and 
recipient should be minimized.

Abstract# C1904 
What Happens to Elderly Patients On the Waiting List for a Renal 
Transplantation? M. Laging,1 B. Rakké,1 J. Kal-van Gestel,1 C. Konijn,2 
M. Betjes,1 W. Weimar,1 J. Roodnat.1 1Internal Medicine, Erasmus MC, 
Rotterdam, Netherlands; 2Dutch Transplantation Foundation, Leiden, 
Netherlands.
 
Background
It is diffi cult for elderly patients to fi nd and accept a living kidney donor. How are 
their chances on the waiting list for a kidney transplant?
Methods
Between January 2000 and July 2011: 2323 patients had been or still were on the 
regional waiting list for a renal transplantation. Waiting time was defi ned as time 
between start dialysis and being removed from the list. Patients were categorised 
according to age at infl ow on the waiting list: group 1:<25 (n=134), group 2: 25-45 
(n=583), group 3: 45-55 (n=526), group 4: 55-65 (n=646) and group 5: >65 years 
(n=434).
Results
In December 2013: 124 (5.3%) patients were still waiting, 532 (23%) patients were 
delisted without a renal transplantation (278) or died while on the waiting list (254), 
1667 (71.8%) received a deceased (DD, 647) or living donor (LD, 1020) renal 
transplantation. In the total population, mean waiting time in the 5 age groups was: 
2.0±3.1, 2.4±2.7, 2.7±2.9, 2.2±2.3 and 1.9±1.6 years. Waiting time was signifi cantly 
shorter in group 5 compared to groups 2,3 and 4. After 1.7 years 50% and after 2.7 
years 75% of group 5 patients were taken off the list. Patients in the 5 age groups 
were removed from the list at: 3.8±6.1, 2.8±3.1, 3.8±3.8, 2.3±1.9 and 1.7±1.4 years. 
In group 5 this was signifi cantly sooner than in groups 2,3 and 4. Mean waiting 
times for DD transplantation in the 5 age categories were: 3.8±2.4, 3.8±2.2, 3.7±2.2, 
3.3±2.5, 2.8±1.8 years respectively. Differences were signifi cant between the oldest 
and all other age categories. Mean waiting times for LD transplantation in the 5 age 
categories were: 1.0±2.1, 1.4±2.3, 1.7±2.4, 1.5±2.1 and 1.2±1.3 years. Difference 
was not signifi cant between the groups.
Conclusion
In the highest age categories 28 and 39% of patients on the waiting list were not 
transplanted because they did not survive. In this population living donor kidney 
transplantation lags behind. In order to improve their survival living donor kidney 
transplantation should be promoted in elderly.

© The Authors. Compilation © The American Society of Transplant Surgeons, The Transplantation Society and the American Society of Transplantation



610

Abstract# C1905 
Outcomes of Living Kidney Transplant Recipients From the Elderly 
Donors. T. Kimura, T. Yagisawa, K. Nanmoku, A. Kurosawa, Y. Sakuma, 
A. Miki, A. Nukui. Surgical Branch, Institute of Kidney Disease, Jihi 
Medical University Hospital, Shimotsuke, Tochigi, Japan.
Objective:
The number of end-stage kidney disease patients has been increasing. Due to the 
donor shortage, the number of expand criteria donors such as the elderly has also 
been increasing. We investigated the outcomes of kidney transplant recipients from 
the elderly donors.
Methods:
We performed 158 cases of living-donor kidney transplantation between April 
2003 and March 2013. All patients received quadruple immunosuppressants, such 
as tacrolimus or cyclosporine, mycophenolate mofetil, methylprednisolone, and 
basiliximab. Seventeen patients received the kidneys from over than 70 years old 
donors (G1) and 141 patients received the kidneys from younger than 70 years old 
donors (G2). We compared the difference in patient and graft survivals, graft function, 
and complications such as acute rejection episode, cytomegalovirus antigenemia, 
and surgical complications between the groups.
Results:
The mean recipient/donor age was 51.4±10.8/73.6±3.3 years in G1 and 
44.8±14.8/54.5±9.5 years in G2. The mean HD period was 23.8±29.8 months in 
G1 and 37.0±51.3 months in G2. The patient/graft survival (death censored) were 
100%/100% at 1 year and 94%/100% at 3 year in G1, 100%/100% at 1 year and 
99%/99% at 3 year in G2 (not signifi cant NS). GFR at 1/3 year(s) after transplantation 
was 45.7/44.7 ml/min/1.73m2 in G1 and 50.7/51.7 ml/min/1.73m2 (NS). Acute 
rejection occurred in 3 (18%) of G1 and 40 (29%) of G2 (NS). The incidence of 
cytomegalovirus antigenemia was 35% in G1 and 44% in G2, respectively (NS). 
Surgical complications were observed in 2 (12%) of G1 and 13 (9%) of G2 (NS).
Conclusion:
The outcomes of kidney transplant recipients from the elderly donors were the same 
as those from the younger donors. Kidney transplantation from the elderly donors 
aged 70 years could be performed with high success rate.

Abstract# C1906 
Long-Term Renal Function After Size-Mismatched Renal 
Transplantation. T. Hirukawa, Y. Hidaka, T. Yamamoto, T. Hiramitsu, 
M. Tsujita, N. Goto, S. Narumi, Y. Watarai. Nagoya Daini Red Cross 
Hospital, Nagoya, Japan.
Aim: It is controversial whether incompatibility between donor kidney weight and 
recipient weight infl uences long-term function of renal allograft. We retrospectively 
assessed the association of the ratio of the kidney weight with the recipient weight 
(Kw/Rw) and long-term graft survival and function. Method: 292 patients who 
received living donor renal transplants in our hospital between 2002 and 2007 were 
included. Patients diagnosed with acute rejection, those aged <17 years, and those 
with inaccurate data collection were excluded. Patients were divided into two groups: 
those with Kw/Rw <2.7 (n=96) and those with Kw/Rw >2.7 group (n=126). The 
two groups were compared according to recipient/donor gender and age, recipient 
weight, allograft weight, immunosuppressant regimen, and eGFR at 1 month and 
1, 3, 5, 7, and 9 years after transplantation. Using protocol renal biopsy samples 
obtained at 1 h and 1 year after transplantation, we also compared glomerular volume 
(GV), measured by the Weibel and Gomez method, between the two groups (<2.7: 
n=20, >2.7: n=28). Results: The mean eGFR at 1 month and at 1, 3, and 5 years 
after transplantation in the Kw/Rw <2.7 group was 46.2, 43.3, 41.7, and 40.4 ml/
min/1.73 m2. These values were signifi cantly lower than the corresponding values in 

the Kw/Rw >2.7 group: 54.2, 46.2, 44.2, and 41.2 ml/min/1.73 m2 (p <0.05).There 
were no signifi cant differences between the two groups in eGFR or in graft survival 
at 7 years after transplantation (p =0.18). In multiple regression analysis, the factor 
most affecting eGFR during the follow-up period (72±34 months) was donor age. 
In addition, Kw/Rw affected eGFR only at 1 month and 1 year after transplantation. 
The median GV in the 1 h biopsy was 1.6±0.4 × 106 μm3 in the Kw/Rw <2.7 group 
and was 1.8±0.4 ×106 μ3 in the Kw/Rw >2.7 group (p =0.18). At the 1 year biopsy, 
median GV was 2.0±0.5×106 μm3 (<2.7) and 1.7±0.4×106μm3 (>2.7) (p =0.04). GV 
showed a trend to increase in the Kw/Rw <2.7 group at 1 year after transplantation. 
Conclusion: In the observation period, signifi cant adverse effects on long-term 
allograft function caused by size-mismatched renal transplantation were not found. 
We conclude that glomerular enlargement, which was common in the Kw/Rw <2.7 
group, allows for the effective maintenance allograft function.

Abstract# C1907 
Transplantation of ABO A2 Kidneys Into O Recipients: Do IgM 
Anti-A1 Titers Matter? J. Tierney, B. Helmink, D. Shaffer. Vanderbilt 
University Medical Center, Nashville, TN.
Purpose: Previous studies have shown successful kidney transplantation from 
ABO A2 donors into O or B recipients with low anti-A titers. To increase organ 
availability the new UNOS kidney allocation system (KAS) will incorporate A2 to 
B allocation. Criteria for A2 to O or B kidney transplants (txs) vary, from anti-A IgG 
titers (DTT treated serum) <1:8 (1) to anti-A IgM/G <1:16 or IgM/G > 1:8 with pre-tx 
plasmapharesis (2). Some report higher early graft failure with IgG titers >1:8, others 
found no correlation between IgG titers and acute rejection (AR) or allograft loss 
(1,2). The UNOS KAS does not provide anti-A titer criteria for A2 to B transplants. 
We report a high incidence of early AR or thrombotic microangiopathy (TMA) in 
A2 to O living donor (LD) transplant recipients with low IgG but high IgM/G titers.
Methods: A retrospective review identifi ed seven A2 to O LD kidney txs over 12 
years at our institution. Both IgM/G and IgG (DTT treated) titers were reported. 
All patients (pts) received antibody induction and Tac/MMF/Pred maintenance.
Results: Results are summarized in Table 1. All pts transplanted had pre-tx IgG 
anti-A titers <1:8. 4 pts had early allograft dysfunction with AR or TMA or both 
(mean 7 days post tx; range 2-16 d) with one graft loss POD 8 due to accelerated 
AR and cortical necrosis. Of these 4 pts, 3 had IgM/G titers >1:8 and the 4th had 
IgM/G=1:8. Of the three pts without rejection, one had IgM/G > 1:8.

Pt IgG 
titer

IgM/G 
titer biopsy path intervention transplant outcome

1 1:4 1:32 POD#8 ACR/AVR transplant 
nephrectomy failed

2 1:4 1:128 4 1/2 yrs focal ATN none functioning
3 1:4 1:8 POD#16 ACR/AVR/C4d+ solumedrol functioning
4 1:4 1:8 none none none functioning
5 0 1:4 none none none functioning
6 1:2 1:64 POD#3 TMA/C4d+ PLEXx5, IVIG, 

rituximab functioning

7 1:2 1:32 POD#2 TMA/C4d+ PLEXx6, IVIG, 
rituximab functioning

Conclusions: Although good long term outcomes were achieved, our data show a 
high incidence of early AR and/or TMA and suggest caution in A2 to O kidney txs 
with high recipient anti-A IgM/G titers despite low IgG titers. Steps to lower anti-
IgM/G pre-tx may reduce the risk of early AR or TMA.
1. Transpl 2005;80:75
2 Trans Proc 2001;33:3327
DISCLOSURES: Shaffer, D.: Grant/Research Support, Novartis, Astellas.

Abstract# C1908 
Successful Utilization of Living Donor Renal Allografts From Donors 
Above 60: A Multicentre Study. Y. Qureshi,1 J. Poopula,2 S. Heap,2 A. 
Bagul,2 M. Morsy,2 R. Pararajasingam,3 T. Campbell,3 A. Ghazanfar.1,2 
1Medical School, St Georges University of London, London, United 
Kingdom; 2Department of Transplantation, St Georges Healthcare NHS 
Trust, London, United Kingdom; 3Department of Transplant Surgery, 
Manchester Royal Infi rmary, Manchester, United Kingdom.
Background: Worldwide the population is aging. According to the recent UK 
census, for the fi rst time ever there are more people alive above 60 than under 16. 
This swing in population dynamics requires forward planning and modifi cations to 
our existing practice. One such practice is reluctance in taking kidneys from donors 
above 60years for transplants.
Methods: We retrospectively analysed living donor data of two NHS trusts and 
analysed 107 renal transplants from donors above 60. We analysed the outcome 
of donors and recipients in terms of postoperative complications, renal functions 
and patient survival. Baseline characteristics were compared using t-test, Fisher’s 
exact-test, Chi-square-test or Mann-Whitney-U-test. Survival analysis was performed 
using Kaplan–Meier estimates and log-rank test. P value of <0.05 was considered 
statistically signifi cant.
Results: As shown in [table 1] and [table 2]. No signifi cant difference in patient 
and graft survival was recorded.
Conclusion: Renal transplantation from donors above 60 is a safe option to expand 
living donor programmes.
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Donor demographics/Outcomes Cohort A (>60yrs) 
N=107

Cohort B (18-
59yrs) N=577 Signifi cance

Gender: female (%) 55 (51%) 314 (54%) 0.584
Age in years (median:range) 65 (60-77) 43.4 (19-59) <0.05
BMI (kg/m2)(median:range) 26 (19-30) 28 (18-34) 0.562
GFR pre-donation 
(median:range) 79 (64-124) 92 (68-132) <0.05
GFR pre-donation (donated 
kidney) 36 (32-67) 45 (38-69) <0.05
GFR post-donation(kidney 
6 mo) 44 (38-73) 54 (44-77) <0.05
GFR post-donation(kidney 
1 yrs) 48 (40-71) 54 (46-84) <0.05
Haemorrhage (%) 3 (2.8%) 11 (1.9%) 0.686
Wound infection 6 (5.6%) 27 (4.6%) 0.620
Median hospital stay (days) 2.5 (2-11) 2.5 (2-13) 0.722

Recipient Demographics/
Outcomes

Cohort A (>60yrs) 
N=107

Cohort B (18-59yrs) 
N=577 Signifi cance

Gender: Male (%) 68 (63.5%) 369 (64%) 0.682
Age in years(median: range) 44 (26-71) 38 (18-74) 0.038
BMI (kg/m2)(median: range) 26.5 (18-38) 28.5 (18-39) 0.056
HLA 2 DR mismatch (%) 21 (19.6%) 38 (6.5%) <0.05
Warm ischemia time (min; 
median) 3 (1-11) 3 (1-9) 0.382
Cold ischemia time (min; 
median) 132 (38-316) 139 (48-348) 0.586
Haemorrhage 5 (4.6%) 23 (3.9%) 0.661
Delayed graft functions 4 (3.7%) 19 (3.2%) 0.611
Rejections 4 (3.7%) 21 (3.6%) 0.661

Abstract# C1909 
Absence of Effect of Pre-Transplant Body Mass Index On Post Kidney 
Transplant Outcomes. S. Tremblay,1 A. Shields,1 T. Kaiser,1 J. Revollo,1 
U. Dhir,1 R. Alloway,1 E. Woodle,1 T. Diwan.1 1University of Cincinnati, 
Cincininati, OH; 2The Christ Hospital, Cincinnati, OH.
Renal transplantation has proven survival benefi ts for obese and non-obese patients 
on dialysis. Poorer graft outcomes have been reported in obese patients. We evaluated 
the effect of pre-transplant body mass index (BMI) on post-transplant outcomes.
Methods: An analysis of a 2-center prospective database, linked with the SRTR, 
was conducted. Transplants between 2001-11 with a controlled immunosuppressive 
regimen of RATG, early CS withdrawal, tacrolimus and mycophenolate were 
included. Recipients were analyzed by BMI category for baseline characteristics, 
delayed graft function (DGF), death-censored graft survival and recipient death with 
a functional graft. Descriptive, survival and Cox regression analyses were performed.
Baseline characteristics: 467 recipients were grouped by BMI category. 
Demographic characteristics were similar across all BMI categories except for 
recipients with BMI <24.9kg/m2 who were younger than those with BMI  ≥25kg/
m2, p<0.05, and those with BMI 30-34.9kg/m2 had more pre-transplant diabetes than 
those with BMI 20-24.9kg/m2, p<0.05. Overall 66% of recipients received living 
donors with 75% in the category of BMI>35.
DGF: DGF was similar across all groups (all comparisons p>0.1). Deceased-donor 
kidney transplantation was associated with a higher incidence of DGF (16% vs. 
2.3% respectively, p<0.01).
Proportion of DGF by BMI group and donor type.

TXP type DGF
Group (BMI,kg/m2)
< 20 20-24.9 25-29.9 30-34.9 ≥35

Deceased n=9 n=43 n=53 n=37 n=14
Yes (%) 11.1 21.9 13.3 16.2 14.3

Living n=23 n=76 n=96 n=73 n=43
Yes (%) 4.4 0 1.1 5.5 2.3

Recipients with BMI  ≥35kg/m2 were not at increased risk of DGF when compared 
to those with BMI <35kg/m2 (p=0.972).
Death-censored graft survival and recipient survival: Overall 1-year graft survival 
was 97.8% with no statistical difference between groups (p=0.59). Graft survival 
was 95.2% and 91% at 3 and 5 years respectively. Adjusting for type 2 diabetes, 
donor type, race, BMI at baseline and number of HLA mismatch, BMI at baseline 
was not associated with increased allograft failure (HR 1.066, p=0.121). Patient 
survival was 99.4%, 95.6% and 91.4% at 1, 3 and 5 years respectively (all p>0.1).
Conclusion: BMI does not seem associated with increased risk of graft loss or 
recipient death, including when comparing deceased and living donors. This may 
have important implications for kidney transplant candidacy.

Abstract# C1910 
Prevalence of Angiotensin II Type 1 Receptor Antibodies in Living 
Kidney Donors Prior to Donation: A Concern? E. Hernandez-Mendez, 
J. Arreola, J. Ramirez, S. Calleja, N. Castelan, M. Salcedo, M. Vilatoba, A. 
Contreras, B. Gabilondo, J. Granados, L. Morales Buenrostro, J. Alberu. 
Transplantation, Nephrology, Inst. Nal. Ciencias Medicas y Nutricion SZ, 
Mexico City, Distrito Federal, Mexico.
Background. The pre-donation prevalence of antibodies to Angiotensin II type 1 
receptor (AT1Rab) and their possible post-donation effects in living kidney donors 
(LKD) are unknown. In this study, pre-nephrectomy (pre-N) sera from 113 strictly 

normotensive and non-obese LKD who donated between 03/2009-06/2012 were 
tested for ATR1Ab. Renal function and blood pressure (BP) pre-N, and at 1- and -12 
mo post-nephrectomy (post-N) were recorded for every patient. Methods. Serum 
samples obtained the day before nephrectomy and kept frozen at -70ºC were tested by 
ELISA (CellTrend GmbH, Luckenwalde, Germany). AT1Rab was considered positive  
≥ 17 IU. Results. Ten out of 113 (8.8%) LKD were AT1Rab positive (median 22.8, 
r 17.5->89 IU). Variables analyzed according to AT1Rab +ve/-ve status are depicted 
in the Table. At 1-yr of follow-up none of the LKD developed HTN defi ned as BP 
>130/85 and no patient was on antihypertensive drug.

LKD charactersitics +ve AT1Rab 
(n=10)

-ve AT1Rab
(n=103) P

Gender Female (%) 90 59.2 0.05
Age at Nephrectomy, yrs 41.5 (31-50.5) 38 (29-45) 0.71
Median pre-N SCr (mg/dL)
Median pre-N eGFR (ml/min/1.73m2)

0.79
103.5

0.76
105.9

0.85
0.58

Median 1 mo/12 mo post-N Scr (mg/dL)
Median 1 mo/12 mo post-N eGFR (ml/min/1.73m2)

0.97/0.97
73.8/74.1

1.1/1.06
72.4/74.5

0.1/0.19
0.49/0.87

Median Δ eGFR 12 mo versus pre-N (ml/min/1.73m2) -27.6 -27.3 0.50

Discussion. The prevalence of an apparently indolent effect of AT1RAb status in 
healthy adults is herein documented in LKD. Although adverse effects have not 
been detected in renal function and blood pressure at a short-term follow-up, longer 
observation of all the LKD will be necessary to draw fi nal conclusions.

Abstract# C1911 
Size Matters: Center Differences in the Inclusion of Compatible 
Donor/Recipient Pairs in Kidney Paired Donation. V. Cowan, J. 
Graham, L. Ratner. Department of Surgery, Columbia University College 
of Physicians and Surgeons, New York, NY.
Purpose: The utilization of compatible donor/recipient pairs (CD/RP) is 
controversial in kidney paired donation (KPD), but can effectively facilitate the 
transplantation of immunologically incompatible live donors and may also insure 
higher quality kidney transplants (KTx) for CD/RP.
Methods: An online questionnaire was sent to the membership of ASTS and NATCO. 
Questions were designed to determine what factors infl uenced the decision to 
utilize CD/RP in KPD. A Likert scale was used (1-5) in which “1” refl ected strong 
disagreement and “5” was a strong affi rmation.
Results: There were 231 respondents (97 transplant centers). Care providers from 
smaller centers tended not to offer CD/RP (ANOCAVA; Y-int p<0.02). Respondents 
that offered CD/RP in their PKD program were then queried as to their motives 
and dichotomized into 2 groups according to center size; small (≤150 KTx/year) 
versus large ( ≥151 KTx/year). Respondents from smaller centers are not as strongly 
supportive of the use of CD/RP to increase the number of completed transplantations 
(3.85 v. 4.54; p=0.0001) or as a means to increase the organ supply (3.91 v. 4.51; 
p=0.0001). Also, smaller centers are less apt to view CD/RP as an approach to 
successfully transplant blood type O (3.89 v. 4.42;p=0.0007) or highly sensitized 
recipients (4.17 v. 4.57;p=0.004). Lastly, smaller centers are less enthusiastic about 
using CD/RP to obtain a younger donor kidney for the recipient of a compatible 
donor (3.2 v. 3.79;p=0.004).
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Discussion: Smaller centers are less likely to incorporate CD/RP in their PKD 
program. As such, smaller centers may be doing their patients a disservice by not 
aggressively pursuing transplantation of ABO incompatible donor pairs or high-
sensitized recipients. Moreover, even in smaller centers that use CD/RP, there 
is a decreased comfort level as to the role that CD/RP should play in improving 
access to KTx.
Conclusion: These attitudes regarding CD/RP should be re-examined by smaller 
programs to address the obvious advantages of transplantation of their incompatible 
live donors into more immunologically appropriate hosts.

Abstract# C1912 
Should Hematuria Exclude You as a Kidney Donor? M. Carroll, L. 
Herlitz, K. Carroll, L. Ratner, S. Mohan. Kidney and Pancreas Transplant, 
Columbia University, New York.
Purpose: Identify potential kidney donors with asymptomatic isolated microscopic 
hematuria and determine if this should be a relative or an absolute contraindication 
to donation.Methods: Retrospective review of 896 potential kidney donors from 
2008-2013 identifi ed 30 donors with isolated microscopic hematuria. Further testing 
included cysto and in some cases either pre-donation bx or post perfusion bx. Donors 
who didn’t have any identifi ed etiology for hematuria on cysto, were referred for 
renal bx. Results: 25/30 proceeded with donation. 14/30 patients had abnormal 
cyst, donated and had post perfusion bx (except 1 donor). 13/16 had normal cyst 
with pre-donation bx. 13 donors with abnormal cyst and 3 donors with normal cyst 
but no pre-donation bx had post repercussion bx. A total of 29 bx were available =2 
cases of thin membrane disease, 2 cases of focal glomerulosclerosis, 3 cases of IgA 
nephropathy, 9 cases of age-appropriate glomerulosclerosis and 13 normal renal 
bx.Conclusion: Our results support our protocol for the potential donor with isolated 
hematuria provides both an appropriate level of caution for subjects while preventing 
the unnecessary exclusion of them from the small pool of living donors available.

Abstract# C1913 
Perirenal and Intra-Abdominal Fat Mass Is Superior to BMI 
in Predicting Outcome of Laparoscopic Donor Nephrectomy. J. 
Lafranca,1 L. Prens,1 A. Moelker,2 M. Koek,3 W. Niessen,3 J. IJzermans,1 
F. Dor.1 1Department of Surgery, Division of Transplant Surgery, Erasmus 
MC, University Medical Center Rotterdam, Rotterdam, Netherlands; 
2Department of Radiology, Erasmus MC, University Medical Center 
Rotterdam, Rotterdam, Netherlands; 3Department of Medical Informatics, 
Biomedical Imaging Group Rotterdam, Erasmus MC, University Medical 
Center Rotterdam, Rotterdam, Netherlands.
Background The exact infl uence of the Body Mass Index (BMI) on outcome of 
laparoscopic donor nephrectomy (LDN) is still under debate. We hypothesized that 
other parameters, such as fat mass, may have a stronger correlation with perioperative 
complications and short-term results of LDN.
Methods A retrospective database search and pre-operative imaging review were 
conducted in a cohort of live kidney donors who underwent LDN between 2004 and 
2013 in our centre. Of 620 donors, compatible pre-operative imaging was available. 
A volumetric measurement of the perirenal fat mass in mm3 was carried out based 
on CT-scans. As a validation, several linear measurements of abdominal visceral 
fat (IAF-measurements) were performed on both CT and MRI-scans. These data 
were correlated with several outcome measures of LDN in both univariable en 
multivariable regression models.
Results BMI correlates with some outcome measures of LDN. However, the volume 
of perirenal fat demonstrates a stronger correlation in even more outcome measures 
in univariable and multivariable regression: operation duration (p < 0.001), estimated 
blood loss (p < 0.001), and difference in serum creatinine (p < 0.001) and estimated 
GFR (p = 0.002) at 1 year postdonation. Furthermore, the IAF measurements show 
the same signifi cant correlation, both in the CT-cohort as in the MRI-cohort.
Conclusions In this large cohort of live kidney donors, we have confi rmed that BMI 
alone is not the best predictor for outcome of LDN. Importantly, since the IAF is a 
linear measurement, no complex software is required. Therefore, we conclude that 
the measurement of intra-abdominal fat is a useful additional parameter in predicting 
peri- and postoperative outcome of LDN and should be included in the assessment 
of possible live kidney donors.

Abstract# C1914 
Kidney Weight and Recipient Body Weight Ratio Predict Long-Term 
Graft Outcome. A. Akdur, M. Kirnap, E. Kolsarici, S. Yildirim, G. Moray, 
M. Haberal. General Surgery and Transplantation, Baskent University, 
Ankara, Turkey.
Purpose:At the time of transplantation, the functional nephron mass of an allograft 
is a widely recognized determinant of graft function and survival. We retrospectively 
reviewed the relationship between the ratio of the weight of the renal allograft before 
implantation and the body weight of the recipient (Kw/Rw) on long-term outcomes 
of kidney transplantation.
Methods: Clinical data of 277 patients who underwent living-donor kidney transplant 
at our institution from January 2008 to May 2013 were analyzed retrospectively. 

© The Authors. Compilation © The American Society of Transplant Surgeons, The Transplantation Society and the American Society of Transplantation



613

According to Kw/Rw patients were divided to 3 groups. (Group 1 ‘low’= Kw/
Rw<2,85; group 2 ‘medium’=2,85< Kw/Rw<4,1; group 3 ‘high’== Kw/Rw>4.1) 
The fi rst and sixth month, fi rst and third year creatinine levels were compared with 
Kw/Rw. No protocol kidney biopsy specimens were obtained, and biopsies were 
performed only for investigation of biochemical abnormaliies (elevated serum 
creatinine levels).
Results: 185 of patients were male and 92 of them were female. Forty fi ve patients 
were pediatric. In fi rst year serum creatinine levels (fi rst and sixth month and fi rst 
year) are signifi cantly low in group 3 (p<0005). Graft survival rates were signifi cantly 
low in group 1 (p<0005).
Conclusions: The Kw/Rw ratio is an important factor that affects long-term graft 
function. Although multiple factors affect graft function, further studies are needed 
determine the signifi cance of the Kw/Rw ratio in donor selection.

Abstract# C1915 
The Impact of Donor Age On Early and Long Term Outcomes After 
Living Donor Kidney Transplantation. A. Rajab,1 R. Pelletier,1 T. 
Pesavento,2 M. Henry.1 1Surgery/Transplant, Wexner Medical Center 
at The Ohio State University, Columbus, OH; 2Transplant Nephrology, 
Wexner Medical Center at The Ohio State University, Columbus, OH.
Between January 2001 and December 2012, 1268 living donor kidney transplants 
were performed at our center. We compared both donor and recipient outcomes 
for old donors (age ≥ 50 years) compared with young donors (age< 50 years). 
264 transplanted kidneys were from donors  ≥ 50 years (134 age  ≥50-<55, 88 
age  ≥55-<60 and 42 age  ≥60 years). The remaining 1004 kidney transplants were 
from donors < 50 years of age. 31 recipients in the old donor group (11.7%) had 
at least one kidney transplant previously compared to 143 recipients in the young 
donor group 14.2%). All donor procedures were performed using the hand assisted 
laparoscopic approach. Two donors from the young donor group were converted 
to an open technique; both due to hemorrhage. All donors tolerated their procedure 
well with the mean serum creatinine prior to donation, and six weeks, six months, 
one year and two years post donation being not signifi cantly different between the 
two groups. All kidneys were successfully transplanted. Three patients in the old 
donor group (1.1%) lost their kidney in the fi rst 30 days after transplantation versus 
8 patients, (0.8%) in the young donor group. There were no signifi cant differences 
between the two groups in one, three and fi ve year graft survival, patient survival 
and death censored graft survival (Table). The mean serum creatinine levels at 1, 3 
and fi ve years post transplant were 1.7±08, 1.8±1.2 and 1.8±1.4 mg/dl respectively 
for the young donor kidney recipients and not signifi cantly different from recipients 
of old donor kidneys (1.9±0.8, 2.0±0.72.2.0±1.9 mg/dl, respectively). We conclude 
that use of kidneys from older living donors resulted in good recipient outcomes, 
comparable to those from young living donors. In additions, older living donors 
tolerated their donor surgery procedure well and should not be excluded from 
donation based exclusively on age.
Groups (N) One Year One 

Year
One 
Year

Three 
Years

Three 
Years

Five 
Years

Five 
Years

Graft 
Survival

Patient 
Survival

Death 
Censored 
Graft 
Survival

Graft 
Survival

Patient 
Survival

Graft 
Survival

Patient 
Survival

Older Donor (N=264) 92.8% 95.4% 97.3% 86.3% 91.6% 79.3% 86.4%
Young Donor (N=1004) 93.4% 85.3% 97.9% 85.3% 91.4% 76.3% 84.9%

Abstract# C1916 
Obesity Is Associated With Inferior General Health Following Live 
Kidney Donation Independent of Surgical Complications. H. Ibrahim,1 
D. Berglund,2 K. Gillingham,2 G. Sieger,3 A. Matas.2 1Medicine, University 
of Minnesota, Minneapolis, MN; 2Surgery, University of Minnesota, 
Minneapolis, MN; 3Transplant Information Services, University of 
Minnesota Medical Center- Fairview, Minneapolis, MN.
Background: Previous studies have reported reduced physical quality of life scores 
for living kidney donors with high BMI at donation though the impact of short-term 
surgical complications remains unclear. We hypothesized that donors with a BMI  
≥30 kg/m2 and complications < 3 months from donation would be at increased risk 
for long-term poor general health.
Methods: We surveyed the general health of 1,326 living kidney donors, >1 
year from donation, on a scale ranging from “excellent” to “very good”, “good”, 
“fair” or “poor”. Using logistic regression, we analyzed BMI and the presence of 
complications <3 months from donation as a risk factor for inferior health ratings.
Results: Time from donation to survey was 17.4 ± 11.2 years with an average age 
of 58.2 ± 12.6 years. Those with a baseline BMI >30 kg/m2 and who experienced 
a complication within the fi rst 3 months were signifi cantly older at the time of 
donation. There was no difference in race, relationship to the recipient or age at 
donation amongst the other groups.
Donors with a BMI  ≥30 kg/m2 and no complications <3 months had a 2.33 
fold increased risk for reporting “good”, “fair”, or “poor” health outcomes (OR 
2.33, p<0.01) compared to a 2.06 fold increased risk for those with short-term 

complications (OR 2.06, p=0.03). Those with a BMI <30 kg/m2 and <3 month 
complications were the only group with signifi cantly increased odds for “fair” or 
“poor” health outcomes (OR 2.01, p<0.01) (Table 1).
Table 1: Logistic Regression- Predictors of Inferior General Health.

Variable
General health “good”, 
“fair” or “poor” (n=384)
HR (95% CI) (p-value)

General health “fair” or “poor” 
(n=89)
HR (95% CI), p-value

BMI <30 w/ 
complications <3mo 1.50 (1.11, 2.03) (<0.01) 2.01 (1.21, 3.32) (<0.01)
BMI ≥30 NO 
complications <3mo 2.33 (1.60, 3.39) (< 0.01) 1.85 (0.95, 3.62) (0.07)
BMI ≥30 w/ 
complications <3mo 2.06 (1.08, 3.95) (0.03) 2.51 (0.93, 6.78) (0.07)
Age at survey (years) 1.04 (1.03, 1.05) (< 0.01) 1.04 (1.02, 1.06) (< 0.01)

Conclusion: Obese donors are at greater risk for reporting inferior general health 
many years from donation regardless whether they experienced post-surgical 
complications.

Abstract# C1917 
Post Hoc Subgroup Analysis of ZEUS: Outcome On Renal Function, 
Effi cacy and Safety in Living-Donor Kidney Transplant Recipients 
After Conversion From a Calcineurin Inhibitor to an Everolimus 
Based Regimen. F. Lehner,1 C. Sommerer,1 W. Arns,1 P. Reinke,1 U. 
Eisenberger,1 R. Wuthrich,1 K. Pressmar,1 I. Hauser,1 M. Porstner,2 C. 
May,2 E. Paulus,2 A. Muehlfeld,1 B. Suwelack,1 H. Wolters,1 O. Witzke,1 
R. Stahl,1 K. Budde.1 1ZEUS Study Group, Germany; 2Novartis Pharma, 
Nueremberg, Germany.
Background: To study renal function and patient outcome in living donation 
subgroup of kidney de novo transplant recipients after conversion to an everolimus 
(EVR) based regimen and withdrawal of calcineurin inhibitor therapy.
Methods: Post hoc subgroup analysis from the prospective, open-label, controlled, 
multi-center study ZEUS. 300 renal transplant (Tx) patients were randomized at 
month (Mo)4.5 post Tx to either receive EVR plus enteric coated-mycophenolate 
sodium (EC-MPS ) or cyclosporine (CsA) plus EC-MPS regimen, among them 80 
living donor recipients (EVR n=42; CsA n=38).
Results: Adjusted eGFR (Nankivell) in living donation subpopulation at Mo12 was 
74.2 (95%CI[70.5;78.0]) mL/min/1.73m2 in EVR vs 63.6 (95%CI[59.5;67.8]) mL/
min/1.73m2 in CsA pts, resulting in a difference of 10.6mL/min/1.73m2 in favor of 
EVR pts (p<0.001). BPARs occurred in 6 pts of EVR and one pt in the CsA group 
(p=0.11), all BANFF grade I except one BANFF grade II among EVR pts. One 
death occurred in CsA, none in EVR subgroup; graft loss occurred in neither of the 
groups. Discontinuation due to AEs were 6 for EVR pts (14%) and 5 (13%) in CsA 
pts of living donor subgroups from randomization to Mo12. Overall safety profi le 
was similar between both treatment groups.
Conclusions: EVR-based regimen with early elimination of CNI therapy in living 
donor kidney transplant recipients is associated with a signifi cant renal benefi t at 
12Mo post Tx without compromising safety and effi cacy.
DISCLOSURES: Lehner, F.: Other, Novartis, Astellas, BMS and Roche , speakers 
fee, research/consultancy support. Sommerer, C.: Grant/Research Support, Novartis, 
Astellas, Teva. Arns, W.: Other, Novartis, BMS, Roche and Astellas, Study honoraria. 
Eisenberger, U.: Other, Novartis, Sanofi  and Janssen-Cilag, travel fees. Hauser, I.: 
Other, Novartis, Roche, Astellas, Sanofi , Hexal, speakers and study honoraria, travel 
support. Porstner, M.: Employee, Novartis. May, C.: Employee, Novartis. Paulus, E.: 
Employee, Novartis. Suwelack, B.: Other, Novartis, Astellas, BMS, study honoraria 
/ research support / speakers fee. Witzke, O.: Other, Amgen, Astellas, Bristol-Myers 
Squibb, Chiesi, grant/study honoraria,speakers fee,travel expenses, Novartis, Roche, 
Pfi zer and Sanofi , grant/study honoraria,speakers fee,travel expenses. Budde, K.: 
Other, BMS, Chiesi,  Novartis,  Hexal, Pfi zer, Veloxis, consultancy agreement, travel 
support, BMS, Chiesi,  Novartis,  Hexal, Pfi zer, Veloxis, grant/research support, 
speakers / study honoraria, Effi mune, consultancy agreement, Siemens, AiCuris, 
Astellas, BmT GmbH, Roche, grant/research/travel support, speakers/study fee.

Abstract# C1918 
AB0 Incompatible Living Donor Kidney Transplantation Program 
in Prague. O. Viklicky, A. Parikova, J. Slatinska, L. Pagacova, J. Maly, 
J. Fronek. Institute for Clinical and Experimental Medicine, Prague, 
Czech Republic.
ABO incompatible (ABOi) kidney transplantation is an important modality to 
facilitate living donor transplant for incompatible pairs. Here we report the fi rst 
successful series of the program initiated in 2011.
10 (6 males and 4 females) end stage renal disease patients had undergone living 
donor ABOi kidney transplantation, in 3 of them the pre-emptive transplantation was 
performed. Desensitization was offered to only low risk (PRA<20%) fi rst kidney 
transplant recipients without DSA (Luminex). Desensitization protocol consisted 
of single rituximab (375 mg/m2) dose 28 days before scheduled surgery, tacrolimus 
QD 0.2 mg/kg, MMF 2000mg/day and prednisone 30mg, all initiated 14 days 
before surgery. Antigen specifi c immunoadsorption (IA) was initiated a week before 
surgery and respective number of therapies depended on pre- and post-transplant 
hemagglutinin titers. Surgery was performed only if titers <1:8 were detected.
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There were 4 O, 4 A and 2 B blood group recipients and 3 AB, 3 A and 4 B blood group 
donors. PRA were detectable before transplantation (17, 13 and 2%) in 3 recipients. 
Hemagglutinin titers varied from 1:8 to 1:512, and respective number of IA session 
from 2 to 9 before transplantation. Post-transplant IA were indicated only if titers 
increased >1:8 during fi rst week, in 5 patients no IA post-transplant were performed. 
Follow-up varies from 1 to 35 months. No bleeding complications occurred. There 
were 2 biopsy proven early antibody mediated rejections with Luminex de novo 
DSA confi rmation successfully treated with steroids and plasmapheresis but no T 
cell mediated rejection occurred. In 3 months protocol biopsies C4d positivity was 
detected in 2 patients including the patient with highest initial titer. At the end of 
the follow-up all patients have excellent kidney graft function (serum creatinine 
80 to 155 μmol/L).
In conclusion, the inclusion of only low risk kidney transplant recipients seems to 
be option for safe ABOi program initiation in the transplant center without previous 
knowledge of this method.

Abstract# C1919 
Outcome of Kidney Transplantation in Bahrain. A. El-Agroudy, A. El-
Agroudy,1 S. Ghareeb,1 S. Alarrayed,1 B. Alhaiki,1 A. Al-Aradi,1 E. Farid,2 
H. Alhellow,3 S. Abdulla.3 1Nephrology and Transplant Department, 
Salmaniya Medical Complex, Manama, Bahrain; 2Immunology, Salmaniya 
Medical Complex, Manama, Bahrain; 3Transplant Surgey, Salmaniya 
Medical Complex, Manama, Bahrain.
Pupose: Renal transplantation is considered the optimal form of renal replacement 
therapy for patients with end stage renal disease. Kidney transplantation was started 
in Bahrain in 1995 at our unit.
Methods: Between June 1995 and December 2013, 125 renal transplants in 124 
patients were performed at our unit. There were 115 living related donor and 20 
deceased donor transplants (DD), including 81 male and 44 female patients. Most 
of the recipients were Bahraini (94.1%) and 116 (92.8%) of them received their 
fi rst graft. Diabetic nephropathy was responsible for 22.4% of end-stage kidney 
disease. Their age ranged from 3 to 66 years and the follow up period was 1 to 216 
months postoperatively.
Results: Dialysis before transplantation was done in 85.4% of patients. All patients 
received triple drug immunosuppression and induction therapy with baziliximab. 
There were a total of 22 (17.7%) episodes of acute rejection diagnosed clinically 
and/ or by graft biopsy. Most of the rejection episodes occurred within the fi rst 
month post-transplantation. Seven (5.6%) grafts had primary non-function due 
to acute tubular necrosis (ATN), and all of them were from DD. There were 15 
episodes of severe infection. Seven patients died from their infection including three 
due to severe respiratory tract infection. Three patients developed cytomegalovirus 
infection which was diagnosed on clinical and serological grounds. Three patients 
developed malignancy (one lymphoma, one Kaposi sarcoma and one brain tumor). 
There were 3 surgical and urological complications encountered in our patients. 
At the last follow-up visit, there are 86 patients (68.8%) have good graft function. 
Thirty-eight patients lost their graft, 16 of them due to death with functioning grafts. 
The commonest cause of graft loss was chronic rejection.
Conclusions: The overall results in our center are comparable to those published from 
other centers in the Arab World. Our main challenge is shortage of kidney donors.

Abstract# C1920 
Expanded Criteria Living Kidney Donor Outcomes Following 
Donation: Single Center Mexican Experience. G. Martinez Mier,1 D. De 
la Cruz Cardenas,2 A. Ricardez Espinoza,2 E. George Micceli,2 L. Jimenez 
Lopez,2 E. Aguilar Sandoval,2 J. Garcia Esquina,3 R. Alvarado Arenas,3 
M. Pedraza Zarate.4 1Organ Transplantation, IMSS UMAE189/HRAEV 
Nefrologia y Trasplantes de Veracruz, Veracruz, Mexico; 2Urology, IMSS 
UMAE 189, Veracruz, Mexico; 3Surgery, IMSS UMAE 189, Veracruz, 
Mexico; 4Research, IMSS UMAE 189, Veracruz, Mexico.
BACKGROUND: Due to superior results with living kidney transplantation, efforts 
to include the use of “expanded criteria living kidney donors” are carried out. Living 
expanded criteria kidney donors are: age > 60 years old; obesity: BMI either >30 
kg/m2; hypertension: >140/90 mmHg or on blood pressure medication; low GFR; 
proteinuria: either  ≥150 mg/day or  ≥300 mg/day or microscopic hematuria. Reports 
about the clinical outcomes following donation on this donor group is scarce. Herein, 
we examined the evolution following nephrectomy of our expanded criteria living 
donor one year post-nephrectomy.
MATERIAL AND METHODS: From 01/2010 to 09/2012 161 donors were 
followed for a year. 31 donors were classifi ed as expanded criteria living donors 
(ECLD) and 130 as standard living donors (SLD). Outcome measures were: blood 
pressure, gain of weight, BUN, serum creatinine, eGFR (CKD-EPI), 24-hour 
proteinuria and microscopic hematuria.
RESULTS: 84% of ECLD have BMI > 30 kg/m2, 13% were ECLD for 24-hour 
proteinuria > 150 mg/day and 3% were > 60 years of age. Blood pressure was not 
statistically signifi cant higher following donation in ECLD (125 ± 5 / 86 ± 4 vs. 
118 ± 8 / 79 ± 7) similarly to SLD. There was a weight loss of 1.25 ± 0.19 kg in 
ECLD and practically no weight change in SLD. BUN and serum creatinine did 

not change in both groups. eGFR decreased by 20 ml/min/1.73m2 in both groups 
although there were not statistical signifi cant differences. All donors have a 24 hour 
proteinuria increase (>150 mg/day), but ECLD was more pronounced (6.9% vs 
29%). NO changes were noted in microscopic hematuria. CONCLUSIONS: ECLD 
have good 1-year outcomes following donation, however there was an increase in 
proteinuria following donation. Prospective follow-up is warranted.

Abstract# C1921 
Outcome of ABO Incompatible Kidney Transplantation in Patients 
With Unrelated Combinations. T. Kimura, T. Yagisawa, K. Nanmoku, 
A. Kurosawa, Y. Sakuma, A. Miki, A. Nukui. Surgical Branch, Institute 
of Kidney Diseases, Jichi Medical University Hospital, Shimotsuke, 
Tochigi, Japan.
INTRODUCTION:
Due to the severe shortage of deceased-donor kidneys in Japan, ABO incompatible 
(ABOi) living-donor kidney transplantation (LKT) has been performed since the late 
1980s. Recently, ABOi LKT has been performed in patients with various backgrounds 
such as unrelated combinations. We compared the results of ABOi unrelated LKT 
with those of ABOi related LKT.
METHODS:
Forty consecutive ABOi LKT recipients were included. Patients were divided into 
two groups: G1 (unrelated donors, n=29), G2 (related donors, n=11). Mean recipient/
donor age were 57.1±7.4/56.7±8.2 years in G1 and 39.8±14.5/57.9±11.1 years in 
G2. Mean duration of dialysis was 54.0±58.2 months in G1 and 24.6±24.2 months 
in G2, respectively. We compared the difference in the patient and graft survivals, 
and complications, such as acute rejection, cytomegalovirus antigenemia, and 
surgical complications between the groups. All patients received desensitization 
with plasmapheresis until pre-transplant ABO IgG titers became <16. Thirteen 
patients of G1 and 5 patients of G2 received rituximab before transplantation and 
others underwent splenectomy at the time of transplantation.
RESULTS:
The patient/graft (death censored) survivals were 100%/100% at 1 and 3 years in G1, 
100%/100% at 1 year and 91%/100% at 3 years in G2. Acute rejection occurred in 
5 (17%) of G1 and 3 (27%) of G2. The incidence of cytomegalovirus antigenemia 
was 62% in G1 and 73% in G2. Surgical complications occurred 4 (14%) of G1 
and 3 (27%) of G2. The serum creatinine levels at 1 and 3 years were 0.9±0.3 and 
0.9±0.2mg/dl in G1, 1.2±0.3 and 1.0±0.2mg/dl in G2.
CONCLUSION:
The patient and graft survivals, graft function and complications after LKT were 
the same in both groups. Unrelated donor kidneys had no negative impacts on the 
outcome of ABOi LKT.

Abstract# C1922 
“Paired Kidney Exchange” Program – Is There Potential for 
European Cooperation? Single Czech Institution Experince With 26 
Paired Transplants Since 2011. J. Fronek,1 L. Janousek,1 T. Marada,1 
H. Slavickova,1 R. Zamecnikova,1 P. Chromy,1 O. Viklicky.2 1Transplant 
Surgery Department, Institute for Clinical and Experimental Medicine, 
Prague, Czech Republic; 2Nephrology Department, Institute for Clinical 
and Experimental Medicine, Prague, Czech Republic.
Introduction:
Kidney paired donation has been at fi rst performed at our institution in 2003. Until 
2011 only four 2-way exchanges were performed. Since 2011 the kidney exchange 
started at our institution as coordinated program. All the incompatible pairs are 
collected prospectively in the database. The matching run is performed every three 
monts with on average 20 pairs included for matching.
Methods:
There were in total 34 paired live kidney transplants (KTx) performed in Czech since 
2003, of those 26 since 2011, those we assessed. There were eight 2-way, one 4-way, 
two 5-way and one 6- way domino kidney paired exchanges performed, two altruistic 
samaritan donors entered the scheme. There were 5 cases of re-transplant, of those 
four second and one third KTx, some 15% paired KTx. Two surgeons perfomed 
all the transplants, one did all the mininvasive nephrectomies using Hand Assisted 
Retroperitoneoscopic (HARS) live donor nephrectomy technique.
Results:
Mean recipient age was 45.7 years (SD 11.9), four patients had their second and one 
third transplant done, mean SCr on discharge was 126 umol/l (SD 48.5), equivalent 
of 1.43 mg/dl (SD 0.55). There was one case of delayed graft function due to early 
rejection observed. The program did help some 26 patients so far, the database 
includes around 40 pairs to the date.
Conclusions:
Kidney paired donation program can be run with success even at single institution, 
this limits some of the highly sensitised patients as well as blood group 0 recipients. 
Also, the bigger is the group for matching, the higher might bet the number of 
transplants. Possible cooperation within European centres would help to treat more 
patients with the best threatment modality – live donor kidney transplantion.
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Abstract# C1923 
Impact of Living Donated Kidney Volume On Allograft Outcome. T. 
Song,1 L. Wang,1 Z. Huang,1 L. Fu,1 D. Zeng,1 Z. Rao,1 L. Xie,1 X. Wang,1 
T. Lin,1 T. Lin. 1Urology Department, West China Hospital, Sichuan 
University, Chengdu, Sichuan Province, China; 2Urology Department, 
West China Hospital, Sichuan University, Chengdu, Sichuan Province, 
China; 3Urology Department, West China Hospital, Sichuan University, 
Chengdu, Sichuan Province, China.
Objectives
Few studies have addressed the impact of live donated kidney volume on the clinical 
outcomes. Here we reported our own experience.
Methods
From July to November in 2011, we prospectively included 84 pairs of living related 
kidney transplantation. Kidney volume was assessed by disc summarizing method 
on preoperative magnetic resonance image. Recipients were followed up to 2 years 
and subgrouped by donor kidney volume to recipient weight ratio (DKV/RW).
Results
There were 18 male donors and 70 male recipients. Mean age and body weight for 
donor were 48.90±7.14y (36-62) and 57.62±6.66 kg (44-75).For recipients, it was 
28.93±8.79y (13-49) and 56.98±10.37kg (33-88).Preoperative serum creatinine was 
64.99±11.44umol/L in donors and 66 donated left kidney. Donated kidney volume 
was 123.33±25.79cm3. Univariate and multivariate regression analysis revealed 
kidney volume was positively correlated to donor’s weight (R=0.624, P<0.001; 
R=0.722, P<0.001,respectively).
DKV/RW was 2.22±0.56. Univariate regression analysis showed DKV/RW was 
negatively related to serum creatinine at 1, 3, 6, 12, 18 and 24 months. However, 
no signifi cant correlation was found in estimated glomerular fi ltration rate (eGFR) 
and 24-hour urine protein. Recipients were divided into two groups: low (DKV/
RW<2) and high (DKV/RW ≥2). Four graft failures occurred in low group with 
signifi cant difference (14.28% vs. 0%, P=0.04). Nevertheless, lower DKV/RW 
was not associated with increased graft failure (p=0.946). At 2 years, Patients in 
high DKV/RW group had lower serum creatinine, 24-hour urine protein and higher 
eGFR, but failed to reach the signifi cance
Conclusion
Donated kidney volume was determined by donor’s body weight. DKV/RW did not 
affect renal function in 2 years, but long term effect is still unknown.

Kidney Complications: Immunosuppression and Infection
 Wednesday, July 30, 2014
 9:30 AM - 6:30 PM
 Exhibit Hall

Abstract# D2429 
Differential Risks For 3-Year Adverse Outcomes After Kidney 
Transplant Based On Initial Immunosuppression and Incorporating 
Claims Data Records: A National Study. V. Dharnidharka,1 J. Zheng,1 
M. Schnitzler,2 D. Brennan,1 D. Axelrod,3 D. Segev,4 K. Schechtman,1 K. 
Lentine.2 1Washington University; 2Saint Louis University; 3Dartmouth-
Hitchcock; 4Johns Hopkins University.
Analyses of immunosuppression (IS) effi cacy focus using registry or clinical trial 
data are limited in scope, outcome, and generalizability. We used Medicare claims 
to assess the predicted frequencies of major infections and malignancy following 
kidney transplant (KT) given early IS regimen, donor type, and patient characteristics 
to develop predictive models for future KT.
Methods: Medicare-insured KTs from 2004-2008 within the USRDS (N=24,635) 
were classifi ed by initial (< 90 days) IS regimen (R):
R1) Thymoglobulin (TMG)+Tac+Myco+Pred after 30 days (reference group)
R2) IL2R+Tac+Myco+Pred after 30 days;
R3) TMG+Tac+Myco+no Pred after day 30;
R4) CsA+Myco+Any induction;
R5) de novo SRL+any IS agent+any induction.
The development of post KT complications was identifi ed using diagnosis codes 
from Medicare claims. Multivariate regression models were constructed to estimate 
the incidence of infections, cancer, acute rejection, graft failure and death according 
to early IS regimens, including adjustment for recipient, donor and transplant factors 
(drawn from OPTN). Models include interactions of IS regimen and clinical factors.
Results: Sample 3-yr predicted event frequencies by R choice are shown for 
two sample patients (Figure). Regimen choice resulted in differing rates of graft 
failure, patient death, pneumonia, sepsis, UTI and other cancer rates given donor 
and recipient characteristics. Patient in vignette 1 is expected to have the lowest 
frequency of acute rejection, infection, and UTI with R1, but is predicted to have 
higher rates of viral driven cancer. In contrast, patient 2 is predicted to have lowest 
rates of new onset diabetes after transplant with regimens 3 or 4 but higher rates of 
graft failure than with regimens 1 or 2.
Conclusions: Physicians and patients can use the tailored predictions from these 
models to inform choice of initial IS regimen for individual patients, balancing 
patient concerns for IS related morbidity with graft and patient survival expectations.

DISCLOSURES: Dharnidharka, V.: Other, Astellas, Data Safety Monitoring Board, 
Sanofi , Honoraria. Schnitzler, M.: Other, Xynthsis, LLC, Consultant. Segev, D.: Other, 
Sanofi -Genzyme, Honoraria/Consulting fees, Astellas, Honoraria/Consulting fees, 
Pfi zer, Honoraria/Consulting fees. Lentine, K.: Other, Xynthsis, LLC, Consultant.

Abstract# D2430 
Immediate Introduction of Everolimus Does Not Affect Wound 
Healing and Delayed Graft Function in Renal Transplant Patients: 
Preliminary Results From NEVERWOUND Study. M. Carmellini,1 
G. Ruggieri,1 D. Sforza,2 M. Veroux,3 A. Secchi,4 P. Todeschini,5 P. De 
Rosa,6 M. Sghirlanzoni,7 F. Fior,8 G. Setti,9 M. Iappelli,10 C. Silvestre,11 
D. Taruscia,12 E. Minetti,13 G. Spagnoletti,14 L. Gesualdo,15 C. Izzo,16 F. 
Pisani,17 G. Piredda,18 P. Berloco,19 A. Dal Canton,20 G. Cappelli,21 R. 
Guarisco,22 F. Caputo.23 1AOU, Siena, Italy; 2AOU Tor Vergata, Roma, 
Italy; 3AOU, Catania, Italy; 4HSR, Milano, Italy; 5AOU, Bologna, Italy; 
6AOU, Salerno, Italy; 7AO Niguarda, Milano, Italy; 8AOU, Verona, Italy; 
9AOU, Brescia, Italy; 10AO S. Camillo, Roma, Italy; 11AOU, Padova, Italy; 
12AOU, Ancona, Italy; 13AOU, Firenze, Italy; 14AOU Gemelli, Roma, Italy; 
15AOU, Bari, Italy16AOU, Novara, Italy; 17AOU, L’Aquila, Italy; 18AO 
Brotzu, Cagliari, Italy; 19AOU Umberto I, Roma, Italy; 20AOU, Pavia, 
Italy; 21AOU, Modena, Italy; 22Novartis Farma, Origgio (VA), Italy; 23AO 
Civico, Palermo, Italy.
Introduction Concerns exist, relating to the risk of impaired wound healing and 
delayed graft function (DGF) with the early use of E, suggesting delayed introduction 
after transplantation.
Patients & Methods NEVERWOUND (NCT01410448), an open label, multicenter 
study randomized 240 single kidney transplant recipients to start E 0.75 mg twice/
day within 48 hrs after graft reperfusion (N=121; immediate E, IE) or to switched to 
E 28 days after transplant (N=119; delayed E, DE). All patients received induction 
therapy as per local clinical practice, steroid and cyclosporine 4mg/kg/day when 
associated with E or 6-8mg/kg/day with mycophenolic acid (1440 mg/day). Primary 
endpoint is to evaluate the impact of IE vs DE introduction on wound healing; main 
secondary are treatment failure rate and incidence of DGF. Preliminary descriptive 
analysis at 3 months is presented.
Results Proportion of patients with at least one wound healing complication at 3 
months was 38.8% and 31.9% in IE and DE groups respectively with comparable 
rates among different complication types. Considering dropout patients as meeting 
the endpoint, the proportion increased to 40.5% and 38.7% in IE and DE groups 
respectively. Treatment failure rate was 12% and 19% in IE and DE groups 
respectively. The incidence of DGF was 24% and 32.8% with a mean duration of 8.3 
and 7.4 days in IE and DE groups respectively. No differences between two groups 
were observed regarding patient/graft survival rates, renal function and proteinuria.
Conclusions The immediate E introduction does not increase the risk of wound 
healing complications, results in a low incidence of DGF and obtains a good renal 
function.
DISCLOSURES: Carmellini, M.: Grant/Research Support, Novartis, Speaker’s 
Bureau, Novartis. Veroux, M.: Grant/Research Support, Novartis. Secchi, A.: Grant/
Research Support, Novartis. De Rosa, P.: Grant/Research Support, Novartis. Iappelli, 
M.: Grant/Research Support, Novartis. Minetti, E.: Grant/Research Support, Novartis. 
Gesualdo, L.: Grant/Research Support, Novartis. Piredda, G.: Grant/Research 
Support, Novartis. Berloco, P.: Grant/Research Support, Novartis. Dal Canton, A.: 
Grant/Research Support, Novartis. Cappelli, G.: Grant/Research Support, Novartis. 
Guarisco, R.: Employee, Novartis. Caputo, F.: Grant/Research Support, Novartis.
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Abstract# D2431 
Pill Burden, Age or Education – What Impacts On Medication 
Knowledge and Adherence to Immunosuppressive Therapy in Kidney 
Transplant Recipients (KTRs)? G. Stemer,1 B. Gnam,2 M. Groß,2 
R. Lemmens-Gruber,2 R. Ristl,4 B. Watschinger.3 1General Hospital, 
Pharmacy, Vienna, Austria; 2Pharmacology and Toxicology, Univ. of 
Vienna, Vienna, Austria; 3Internal Medicine III, Medical University 
Vienna, Vienna, Austria; 4CEMSIIS, Medical University Vienna, Vienna, 
Austria.
Background:
Pill burden is high in KTRs and medication regimens are often complex. Both 
factors may infl uence adherence to treatment and may consequently impact on 
transplant (TX) success rates.
Aim:
This single centre study was to investigate the role of the complexity of treatment 
regimens, pill burden and co-morbidities (on top of e.g. age, educational level) on 
medication knowledge and on immunosuppressive (IS) drug adherence in a large 
cohort of Caucasian KTRs.
Methods:
Prescribed medication knowledge was assessed by semi-structured interviews 
performed by a pharmacist. The published IS therapy adherence instrument (ITAS) 
was used to categorize adherence. Inadequacy was defi ned as >=10 ITAs points. 
Multivariable analysis was done to identify independent predictors of adequate 
knowledge and adherence.
Results:
415 (69.1%) of 750 KTRs (59.2% male) consented to the interview (median age 57 
yrs; mos post TX 60). 74.1% of patients were on triple IS regimen. Co-medications 
included 227 different drugs (40.2% cardiovascular). Mean (+SD) pill burden was 
9.2 (3.5) different drugs and 16.4 (6.9) oral drugs/patient/day. 4,3% of patients did 
not know the reason for taking IS. Names, doses, and application-times of IS were 
not recalled by 21, 38.2 and 27.7% of KTRs, resp. 42% did not know what to do if an 
IS dose was missed. 21.3% of patients show inadequate adherence. In multivariable 
analysis adequate medication knowledge (for IS and for co-medications, resp.) was 
signifi cantly improved by better education level (p=0,0184; 0,0007), younger age 
(p=0,0005; <0.0001) and longer time post TX (p=0,0010; 0,0042). Knowledge of 
co-medications was reduced by pill burden (p<0.0001). Adherence was signifi cantly 
infl uenced by education level (p=0,0031), age (p=0,0006). Gender and the number 
of co-morbidities did not infl uence outcome measures.
Conclusions:
One out of five KTRs was inadequately-adherent to IS therapy. Medication 
knowledge should be improved in KTRs. The high number of prescribed medications 
(pill burden) and co-morbidities do not infl uence IS knowledge and adherence, but 
patients´ age, education level and the time since the TX need to be addressed when 
strategies for improvement of adherence are to be established.

Abstract# D2432 
Tacrolimus Trough Level Is the Main Factor Related With Acute 
Rejection Development in Kidney Transplant Recipients. J. Arreola-
Guerra, M. Serrano, J. Alberu, L. Morales-Buenrostro. Nephrology & 
Transplantation, National Institute of Medical Sciences and Nutrition 
S.Z., Mexico City, DF, Mexico.
Background: Since tacrolimus (FK) appeared, has been a fundamental part of 
the maintenance immunosuppression schemes in transplantation. The monitoring 
of kidney transplant recipients (KTR) with FK trough levels is recommended by 
the clinical practice guidelines, however, some recently published studies put into 
question the relationship between FK trough levels and the development of acute 
rejection (AR).
Objective: To assess the relationship between FK troughlevels and the development 
of AR.
Methods: retrospective cohort study. We included all KTR from 01/2008 to 05/2012. 
Those KTR without FK use and those patients with acute rejection during the fi rst 15 
days post-transplant were excluded. After univariate analysis, a multivariate analysis 
with relevant variables was performed using the Cox Proportional Hazards Model.
Results: 198 KTR were included, mean-age of 32 y, male gender 55.2%. The mean 
follow-up was 1.6 y (min-max 15d-5.2y). AR was developed in 62 KTR: borderline 
36, cell-mediated 14 and humoral in 12. Table 1 shows the signifi cant variables of 
the univariate analysis. In multivariate analysis, FK trough levels (HR=0.76, 0.65-
0.88; p<0.001) and post-KT donor-specifi c antibodies (HR=1.16, 2.4-4.9; p<0.018) 
remain signifi cant.

Conclusions: In this study, lower Tacrolimus trough level increase the risk for 
development of AR. Further studies are needed to fi nd factors relate to decreased 
FK trough levels as multiple-brand use, non-adherent, and immunosuppression 
minimization.

Abstract# D2433 
Predictability of a Risk Model for Reductions in Immunosuppression 
After Kidney Transplantation. D. Taber, A. Posadas, T. Srinivas, N. 
Pilch, K. Chavin, P. Baliga. Transpalnt, MUSC, Charleston, SC.
Modern immunosuppression (IS) has dramatically reduced rejection and improved 
graft survival, but is limited by high rates of intolerability. Understanding risk factors 
that predict IS intolerance is important to improve individualization of regimens.
METHODS: Adult kidney transplant (KTX) recipients from 2005–12 were included 
in a longitudinal cohort study with the aim of developing predictive risk models for 
overall IS reductions, including those related to infection and other intolerances. 
IS reduction was defi ned as either tacrolimus C0 <8 ng/mL or MMF <1000 mg/day 
during year 1 post-transplant for at least 1 month. Risk models were developed using 
binary logistic regression and predictability tested with ROC curves.
RESULTS: 1,176 KTX patients were included; 475 (40%) had signifi cant reductions 
in IS within 1-yr post-transplant, 190 for infections and 285 for other intolerances. 
Risk factors for IS reduction included recipient demographics (age, comorbidities, 
race, BMI), donor issues (ECD/KDRI), and transplant factors (cold time, induction, 
early graft function, DGF). Multivariate modeling demonstrated these factors were 
signifi cantly associated with IS reductions, with adequate predictability (Figure 1). 
Factors associated with IS reduction for infection tended to be recipient related, while 
factors associated with IS reduction for other issues tended to be donor/graft function 
related. IS reduction for infection was primarily MMF (65% reduction in dose), 
while IS reduction for other intolerances was primarily FK (24% reduction in level).
CONCLUSIONS: IS reductions following KTX are frequent and can be predicted 
with recipient demographics (IS reductions for infection) and donor/graft function 
(IS reductions for other intolerances). Validation and refi nement of these models 
may be useful in prospectively individualizing IS regimens that effectively prevent 
rejection while minimizing infections and intolerance.

© The Authors. Compilation © The American Society of Transplant Surgeons, The Transplantation Society and the American Society of Transplantation



617

Abstract# D2434 
Conversion of Immunosuppression From Tacrolimus to Cyclosporine 
A Improves Insulin Sensitivity and Overall Glucose Tolerance in HCV-
Positive Renal Transplant Recipients. A. Schmidt,1 A. Handisurya,1 
C. Kerscher,1 A. Tura,2 J. Werzowa,1 H. Heinzl,3 A. Kautzky-Willer,4 G. 
Pacini,2 M. Saemann.1 1Dept. of Internal Medicine III, Div. of Nephrology 
and Dialysis, Medical University of Vienna, Vienna, Austria; 2Metabolic 
Unit, Inst. of Biomedical Engineering, National Research Council, 
Padova, Italy; 3Center for Medical Statistics, Informatics, and Intelligent 
Systems, Medical University of Vienna, Vienna, Austria; 4Dept. of Internal 
Medicine III, Div. of Endocrinology and Metabolism, Medical University 
of Vienna, Vienna, Austria.
Purpose
New onset diabetes after transplantation (NODAT) relates to lower renal graft 
and patient survival and increased cardiovascular morbidity. HCV-infection and 
immunosuppression (IS) predict the development of NODAT, however, a more 
accurate metabolic characterization, i.e. effects of IS on both insulin sensitivity and 
insulin secretion, remains pending.
Methods
2h-75g-oral glucose tolerance tests (OGTT) were performed in 10 HCV-positive 
stable renal transplant recipients (RTR) before and 3 months after the conversion 
from tacrolimus (Tac) to cyclosporine A (CyA). Mathematical modelling was used 
to analyse kinetics of glucose, insulin and C-peptide providing total B-cell insulin 
secretion rate (TIS) and hepatic insulin extraction (HIE). Basal and dyamic insulin 
sensitivity were estimated using QUICKI and the oral glucose insulin sensitivity 
index (OGIS), respectively. Beta cell-function was quantifi ed by the adaptation index 
(ADAPT; OGIS×dynamicTIS), which yields an estimation of the pre-hepatic insulin-
secretory capacity of beta-cells, i.e. unaffected by HIE, in response to the prevailing 
insulin sensitivity, and the disposition index (DISP; OGIS×dynamicAUCinsulin), 
which represents a marker of overall glucose metabolism considering both insulin 
secretion and HIE.
Results
Following the conversion of IS, plasma glucose levels decreased at all time points of 
the OGTT (p<0.05). Dynamic insulin sensitivity as evaluated by OGIS and beta cell-
function as evaluated by DISP and ADAPT improved signifi cantly (p<0.02), whereas 
basal insulin sensitivity-index QUICKI and HIE remained unchanged (p>0.05).
Conclusions
The conversion of IS from Tac to CyA signifi cantly improves insulin sensitivity and 
overall glucose tolerance in HCV-positive RTRs. With regard to the high prevalence 
of pre-and post-transplant diabetes, a CyA-based immunosuppressive regimen might 
be favourable in renal transplant recipients at high risk for cardiovascular events.
DISCLOSURES: Schmidt, A.: Other, Novartis Pharma GmBH, Unrestricted Grant.

Abstract# D2435 
Efficacy of Rituximab, an Anti-CD20 Antibody for Preventing 
Hemolysis Due to Passenger Leucocyte Syndrome (PLS). K. Tsujimura, 
H. Ishida, D. Toki, T. Nozaki, K. Omoto, T. Shimizu, K. Tanabe. 
Department of Urology, Tokyo Women’s Medical University, 8-1 Kawada-
cho Shinjuku-ku, Tokyo, Japan.
OBJECTIVES;The Passenger Leucocyte Syndrome (PLS) has been reported to 
occur often after minor ABO-minor-mismatched transplantation. It remains unclear 
if Rituximab (Rit) would be effective for preventing PLS. We investigated the effi cacy 
of Rit in preventing hemolysis associated with PLS after ABO-minor-mismatched 
kidney transplantation.
METHODS; A total of 85 renal transplant recipients with ABO-minor mismatched 
have received Rit for preventing postoperative hemolysis after kidney transplantation 
at our institution between January 2005 and April 2013. In all of these subjects, a 
single dose of Rit 150 mg/m2 was administered one day before the transplant surgery, 
in addition to a triple immunosuppressive regimen. We investigated the effi cacy of Rit 
in preventing hemolysis (PLS) after ABO-minor-mismatched kidney transplantation.
RESULTS; None of the 85 kidney transplant recipients developed hemolysis during 
the study period. The sCr levels at 2 weeks, 1 month and 3 months after the Tx were 
1.60 mg/dl, 1.43 mg/dl and 1.35 mg/dl, respectively. The Hb levels at 2 weeks, 1 
month and 3 months after the Tx were 10.2 g/dl, 10.8 g/dl and 11.6 g/dl, respectively. 
The serum LDH levels at 2 weeks, 1 month and 3 months after the Tx were 208.6 
IU/l, 211.3 IU/l and 270.6 IU/l, respectively. The T-bil levels at 2 weeks, 1 month 
and 3 months after the Tx were 0.53 mg/dl, 0.41 mg/dl and 0.43 mg/dl, respectively. 
On the basis of the laboratory biochemical data and clinical fi ndings, we concluded 
that none of our subjects showed evidence of hemolysis caused by PLS after ABO-
minor-mismatched kidney transplantation.
CONCLUSIONS; There is a possibility that Rit caused depletion of donor-derived 
B cells capable of producing blood-type antibodies from the transplanted kidney 
graft. Rit administration could be a superior alternative to graft local irradiation 
for preventing hemolysis after minor ABO-mismatched kidney transplantation.

Abstract# D2436 
Belatacept, a Co-Stimulatory Immunomodulator, Has No Impact On 
the Pharmacokinetics of Several Probe Substrates of Cytochrome 
P450 1A2, 3A4, 2C9, 2C19, and 2D6 in Healthy Volunteers. X. Tao,1 
L. Zhu,2 M. Stonier,1 J. Lutz,2 S. Zhang,2 B. Ganguly,2 Z. Tzogas,2 S. 
Lubin,1 D. Williams,2 E. Masson.2 1BMS, Pennington; 2BMS, Princeton.
Purpose: To assess the effects of belatacept (bela) on the pharmacokinetics 
(PK) of orally administered caffeine, midazolam, losartan, omeprazole, and 
dextromethorphan (Inje cocktail) as probe substrates for CYP1A2, 3A4, 2C9, 2C19, 
and 2D6, respectively.
Method: Open-label, single-sequence study in healthy subjects (N=22). On day 1, 
subjects received a single oral dose of the Inje cocktail. On day 4, subjects received 
a single 10-mg/kg infusion of bela over 30 minutes and the Inje cocktail. To evaluate 
the potential modulation of cytokine levels by bela and subsequent effects on CYP 
activity and PK of substrates, subjects also received a single dose of the Inje cocktail 
on days 7 and 11, and cytokine levels were assessed on days –1, 1, 4, 7, 11, 18, 
32, and 46. Serial blood samples were taken on days 1, 4, 7, and 11 to determine 
PK parameters, including the maximum concentration (Cmax) and the area under 
concentration curve to infi nity (AUC), of substrates and metabolites.
Result:
·Cmax and AUC adjusted geometric mean ratio (GMR) on days 4, 7, and 11 vs day 
1 for caffeine and midazolam were close to 1 and the 90% confi dence intervals (CI) 
were all within 0.80 to 1.25.
·AUC adjusted GMR on days 4, 7, and 11 vs day 1 for losartan were close to 1 and 
the 90% CIs were within 0.80 to 1.25. The upper boundary of 90% CI of Cmax was 
marginally above 1.25, perhaps due to large variability.
·Cmax and AUC of omeprazole were 16% to 30% greater on days 4, 7, and 11 vs 
day 1. A simulation using SimCYP demonstrated that dosing omeprazole alone on 
days 1, 4, 7, and 11 could result in 20–30% accumulation, suggesting the increase 
of omeprazole exposure may be bela-independent.
·The 90% CIs of AUC ratios on days 7 and 11 vs day 1 of dextromethorphan were 
within 0.80 to 1.25. On day 4, the AUC ratio was slightly lower than 1, and the 
lower bound of the 90% CIs of Cmax were slightly below 0.80, possibly due to 
large variability.
·Cytokines (TNF-α, IFN-α, IFN-γ, IL-2, IL-6, and IL-10) showed no signifi cant 
change after the administration of bela on all assessment days.
Conclusion: Belatacept had no effect on the PK of caffeine (CYP1A2), midazolam 
(CYP3A), losartan (CYP2C9), or dextromethorphan (CYP2D6). Omeprazole 
(CYP2C19) exposure was slightly increased but not considered clinically signifi cant. 
This increase is likely due to inhibition of its own CYP2C19-mediated metabolism 
by omeprazole.
DISCLOSURES: Tao, X.: Employee, Bristol-Myers Squibb, Stockholder, Bristol-
Myers Squibb. Zhu, L.: Employee, Bristol-Myers Squibb. Stonier, M.: Employee, 
Bristol-Myers Squibb. Zhang, S.: Employee, Bristol-Myers Squibb, Stockholder, 
Bristol-Myers Squibb. Ganguly, B.: Employee, Bristol-Myers Squibb, Stockholder, 
Bristol-Myers Squibb. Tzogas, Z.: Employee, Bristol-Myers Squibb, Stockholder, 
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Bristol-Myers Squibb. Lubin, S.: Employee, Bristol-Myers Squibb, Stockholder, 
Bristol-Myers Squibb. Masson, E.: Employee, Bristol-Myers Squibb, Stockholder, 
Bristol-Myers Squibb.

Abstract# D2437 
Evidence of Inverse Associations Between Mycophenolate, But Not 
Tacrolimus, Exposure and Absolute Neutrophil Count in Steroid-
Free Adult Renal Transplant Recipients During the First Year 
Post-Transplant. T. Kiang,1,3 N. Partovi,1 T. Hussaini,1 R. Shapiro,2 
M. Ensom.3,4 1Pharmacy, Vancouver General Hospital, Vancouver, BC, 
Canada; 2Nephrology, Vancouver General Hospital, Vancouver, BC, 
Canada; 3Faculty of Pharmaceutical Sciences, The University of British 
Columbia, Vancouver, BC, Canada; 4Child and Family Research Institute, 
Vancouver, BC, Canada.
Purpose: Neutropenia frequently occurs (>50%) for renal transplant recipients in 
our center during the fi rst year post engraftment while on mycophenolate (MPA) 
and tacrolimus (TAC) immunotherapy. Overexposure of MPA and/or TAC has 
been hypothesized to cause these neutropenic episodes. The purpose of this clinical 
study was to examine associations between MPA/TAC exposure and neutropenia 
in steroid-free kidney transplant patients. Methods: Age, absolute neutrophil count 
(ANC), MPA daily dose (g), TAC daily dose (mg), C1-C2-C4 MPA levels (mg/L), 
and C0-C2 TAC levels (μg/L) were collected prospectively in adult kidney recipients 
within 20-40 days(period 1), 4-7 months(period 2), and 11-13 months(period 3) post 
transplant (N=5-7). Area-under the curves of MPA and TAC, as measures of drug 
exposure, were determined using validated limited sampling strategies developed 
from steroid-free based regimens (Ther Drug Monit; 33:50-55, 2011). Spearman 
rank correlation analyses between dose-normalized area-under the curves of MPA 
or TAC and ANC were conducted (SigmaStat, v3.5 for Windows; signifi cance set a 
priori at p<0.05). Results: Average study sample characteristics (mean baseline age 
52 years) across 3 study periods included: ANC (3-4x103 cells/μL), MPA dose (1-2 
g/D), TAC dose (5-8 mg/D), limited sampling strategy-predicted dose-normalized 
MPA exposures (27-36 mg*hr/L/g), and limited sampling strategy-predicted dose-
normalized TAC exposures (20-25 μg*h/L/mg). Correlation analyses revealed 
inverse associations between ANC and MPA exposure within each study period 
(r2=0.26-0.47) and across the 3 visits, but no such associations were observed for 
TAC. Conclusions: To our knowledge, this is the fi rst study to examine association 
between MPA or TAC exposure and neutropenia in steroid-free kidney transplant 
recipients using recently validated limited sampling strategies. Our novel fi ndings 
suggest a potential association between MPA, but not TAC, exposure with ANC, 
which was consistent throughout all 3 study periods. The study is enrolling more 
patients to confi rm these observations.

Abstract# D2438 
Initial Mycophenolate Dosing in De Novo Kidney Transplant 
Recipients Taking Tacrolimus - 1.5 or 2 Grams Daily? V. Dave,1 J. 
Kanellis,1,2 K. Polkinghorne,1,2 S. Summers,1,2 W. Mulley.1,2 1Department 
of Nephrology, Monash Medical Centre, Clayton, Victoria, Australia; 
2Department of Medicine, Monash University, Clayton, Victoria, Australia.
Aim: Currently mycophenolate mofetil (MMF) and tacrolimus (tac) are the most 
commonly used combination of maintenance immunosuppressants, yet the optimal 
dose of MMF is not known. This study aimed to determine if the initial MMF dose 
infl uences the risk of biopsy proven acute rejection episodes (BPAR), leukopaenia 
or poorer renal function in the fi rst 12 months after transplant in kidney transplant 
recipients (KTR). Methods: Our unit changed the routine initial MMF dose from 
1.5gm to 2gm daily in late 2009 for all de novo KTR commenced on tacrolimus. 
Consecutive KTRs for 16 months either side of this change were included to form 
2 cohorts. Cox regression was used to assess the association of MMF dose with 
BPARs and leukopaenia. Serum creatinine at 12 months was compared. All KTR 
received maintenance prednisolone and infection prophylaxis with Trimethoprim-
Sulfamethoxazole and Valganciclovir/Valaciclovir. Results: There were no 
signifi cant baseline differences between groups in terms of age, gender, peak or 
current Complement Dependent Cytotoxicity Panel Reactive Assay, HLA mismatch, 
transplant number or type nor CMV serology. After adjusting for recipient age, 
gender, cmvd+/r-, cmv viraemia and rejection, MMF 2gm/day was associated with 
a doubling of the risk of leukopaenia (HR 1.99, 95%CI 1.1-3.6, p=0.02) relative 
to 1.5gm/day. A 45% reduction in the risk of BPARs (HR 0.55, 95%CI 0.31-0.99, 
p=0.047) was also observed in the group on MMF 2g/day after adjustment for 
recipient age, gender, leukopaenia, transplant number and peak CDC PRA. CMV 
viraemia and transplant number were also signifi cantly associated with leukopaenia 
and BPAR respectively in the above models. Despite these associations there were 
no signifi cant differences in mean serum creatinine levels at 12 months, infections 
episodes or infection related hospitalisations between the two groups. Conclusion: 
The MMF dose chosen for KTR on tacrolimus maintenance infl uences the rate of 
BPARs and leukopaenia in the initial 12 months. A randomised controlled trial is 
warranted to establish the degree of this effect as well as the long-term impact of 
MMF dose on graft function and patient safety.

Abstract# D2439 
Infl uence of CYP3A5 Polymorphisms On Tacrolimus Pharmacokinetics 
and Renal Function in Renal Transplant Recipients. P. Salvador-
Garrido,1 M. Outeda-Macias,1 I. Pedreira-Vazquez,1  L. Elberdin-Pazos,1 
C. Fernandez-Rivera,2 A. Alonso-Hernandez,2  I. Martin-Herranz.1 
1Pharmacy Service, A Coru University Hospital. Integrated Administration 
Management, A Coruna, A Coruna, Spain; 2Nephrology Service, A Coru 
University Hospital. Integrated Administration Management, A Coruna, 
Spain.
Aim:To analyze the infl uence of CYP3A5 polymorphisms on TAC pharmacokinetics 
and renal function in adult renal transplant patients at 1 and 12 month post-transplant.
Patients and methods:Retrospective study of 51 patients who underwent a cadaveric 
renal transplantation with a TAC-based immunosuppressive regimen and with a 
follow-up period of at least 1 year. Patients were cotreated with itraconazole and 
cotrimoxazole for 3 and 6 months. Two time points were established: at 1 month(M1) 
and 12 months(M12) post-transplant. At these moments, TAC pharmacokinetic 
variables (daily dose–D-,D/kg,trough concentration-Ctrough- and Ctrough/D ratio) 
and renal function (serum creatinine level-sCr- and glomerular fi ltration rate–
GFR:MDRD-4-) were obtained. Blood levels were determined using CMIA on 
Architect™ C8000 analyzer. A genetic test was used for genotyping of CYP3A5 
polymorphisms, which were correlated to pharmacokinetic variables and renal 
function at these moments.
Statistical analysis: SPSS version 19.0. Mann-Whitney test was used. P<0.05: 
statistically signifi cant.
Results:The study included 51 patients(30 men/21 women), age 51 years and 
weight 72 kg.
Genetic variants:*3/*3: 35 patients (69%), *1/*3: 13 (25%) and *1/*1: 3 (6%).
D and D/kg was signifi cantly higher for CYP3A5 expressors(*1/*1 and *1/*3) than 
in those non-expressors(*3/*3) at the two moments:M1:6.63±3.34 vs. 3.70±1.86mg/
day,p=0.002;0.10±0.05 vs. 0.05±0.03mg/kg/day,p=0.002; M12:8.13±3.65 vs. 
4.25±1.86mg/day,p=0.000;0.12±0.05 vs. 0.06±0.03mg/kg/day,p=0.000. Ctrough/D 
ratio in patients with *1/*1 and *1/*3 genotypes was signifi cantly lower compared 
to those with *3/*3 genotype:M1:1.86±1.32 vs. 4.08±1.97 ng/mL per mg/
day,p=0.000;M12:1.11±0.47 vs. 2.41±1.50 ng/mL per mg/day,p=0.000. Renal 
function: expressors were associated with lower GFR for M12:42.83±13.81 vs. 
52.87±25.82 mL/min/1.73m2, but not for M1 and not for sCr at any moment.
Conclusions: CYP3A5 genetic polymorphisms affected dose requirements, which 
were higher for expressors compared to non-expressors, and Ctrough/D ratio in both, 
1 and 12-month post-transplant moments. With respect to renal function, CYP3A5 
genetic variants were also associated with GFR (lower in expressors) at the stable 
period, but not with Scr.

Abstract# D2440 
The Effect of ABCB1 Polymorphisms On Tacrolimus Metabolism in 
Stable Long-Term Kidney Transplant Recipients. M. Riegersperger,1 
M. Plischke,1 C. Steinhauser,1 A. Jallitsch-Halper,1 G. Sengoelge,1 W. 
Winkelmayer,2 G. Sunder-Plassmann,1 M. Foedinger.3 1Division of 
Nephrology and Dialysis, Medical University of Vienna, Vienna, Austria; 
2Division of Nephrology and Dialysis, Stanford School of Medicine, Palo 
Alto; 3Institute of Laboratory Diagnostics, Kaiser Franz Josef Hospital, 
Vienna, Austria.
Background: The multidrug resistance 1 gene (gene symbol: ABCB1) encodes 
P-glycoprotein (PGP), mainly expressed in the liver and engaged in metabolism of 
drugs including the immunosuppressant tacrolimus (TAC). ABCB1 single nucleotide 
polymorphisms (SNP) may signifi cantly alter pharmacokinetics. The infl uence of 
ABCB1 SNP on serial TAC concentrations of kidney transplant recipients (KTR) 
is unknown.
Materials and methods: The genotype distribution of ABCB1 1236C>T, 
2677G>T/A and 3435C>T and their infl uence on dose adjusted TAC trough levels 
and level to dose (L/D) ratios were investigated among 142 KTR who participated 
in a 24 months open-label, randomized controlled trial of stable-long term KTR, 
who were either converted from ciclosporin (CSA) to TAC, or maintained CSA. 
Dose adjusted TAC trough levels and L/D ratios were assessed at week 1, 2, 4 and 
8, and month 3, 12 and 24.
Results: The genotype distributions were CC 24.6%, CT 3%, TT 38% for ABCB1 
1236C>T, CC 2.1%, GA 1.4%, GG 39%, GT 13%, TA 0.7%, TT 8.4% for ABCB1 
2677G>T/A, and CC 14%, CT 4.2%, TT 47% for ABCB1 3435G>T. Dose adjusted 
TAC trough levels and L/D ratios were independent of ABCB1 genotypes except 
for ABCB1 1236C>T at a single time point (week 2: 0.02599 [CC] vs. 0.05704 [CT] 
vs. 0.03048 [TT]; p = 0.030).
Conclusion: Serial analyses of TAC trough levels revealed no signifi cant association 
with important ABCB1 genotypes among stable long-term KTR.
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Abstract# D2441 
De-Novo Advagraf Immunosuppression in Category III DCD Kidney 
Transplantation – A Single Centre Experience. V. Thanaraj, N. 
Randhawa, A. Knight, K. Rigg, C. Byrne, G. McHaffi e, S. Bhattacharjya. 
Renal Transplant Unit, Nottingham University Hospital, Nottingham, 
United Kingdom.
Background: Once-daily tacrolimus (Advagraf) has potential advantages over 
twice-daily dosing in terms of concordance and ease of monitoring. Kramer et al 
have demonstrated equivalent 1 year kidney transplant function between patients 
treated with de-novo Advagraf compared to Prograf with organs from donation after 
brain death (DBD) donors. Currently, there is minimal data to support the use of de 
novo Advagraf in donation after circulatory death (DCD) kidney transplantation.
Methods: This is an observational study of 83 patients who have had a kidney 
transplant from a Maastricht category III DCD donor with a mean follow up of 2 
years. 73 patients received induction with basiliximab and maintenance therapy 
with advagraf, azathioprine or mycophenolate mofetil and prednisolone, with target 
tacrolimus levels of 5-8μg/L. Outcome data includes eGFR (MDRD method) at 3, 
6, 9, 12 and 24 months respectively, graft loss, rejection rates at 6 months and at 1 
year, incidence of new onset of diabetes after transplant (NODAT), post-transplant 
lymphoproliferative disorder (PTLD), cytomegalovirus (CMV) infection and BK 
nephropathy and mortality.
Results:Total Number of transplants N = 73 included in this study with a mean 
age being 55 ± 11 years.
Mean 1 month 3 months 6 months 12 months 18 months 24 months
Cr 202 163 136 154 159 156
eGFR 35 41 47 45 42 44

There were 21 episodes in 21 patients of biopsy proven rejection (15.3%) within 
6 months (13 were successfully treated with methylprednisolone (MTP), 1 with 
methylprednisolone and Anti thymocyte Globulin (ATG), 3 ATG alone, and 2 
required ATG and plasma exchange). Two patients who were suspicious of Banff 3 
rejection were managed conservatively without steroids. The incidence of NODAT 
was 5.1%, CMV infection 6.5%, PTLD 2.1%, and BK nephropathy 1.4%. There 
were two (1.4%) graft losses (were classifi ed as Banff 6 on biopsy). One patient 
died of PTLD within 4 months of transplant. In the subsequent 6 months there were 
no new episodes of biopsy proven acute rejection.
Conclusion: This study demonstrates that the outcomes following the use of de 
novo once daily tacrolimus in Maastricht Category III deceased donor kidney 
transplantation are comparable to those that have been observed with the use of 
once daily (advagraf) and twice daily (prograf) in Maastricht category II deceased 
donor kidney transplantation.
Limitation: Not randomised control study

Abstract# D2442 
Frailty, Immunosuppression Tolerance, and Outcomes in Kidney 
Transplant Recipients. M. McAdams-DeMarco, A. Law, B. King, J. 
Walston, D. Segev. Johns Hopkins, Baltimore, MD.
Background: MMF dose reduction or discontinuation predicts poor KT outcomes 
including rejection, graft loss and death. However, little is known about which 
patients are at risk of MMF intolerance. Frailty, a measure of physiologic reserve 
initially described and validated in geriatrics, is emerging as an important predictor 
in kidney transplantation (KT) recipients of all ages, including early hospital 
readmission, delayed graft function, graft loss and mortality. We hypothesized that 
frailty, given its association with an infl ammatory phenotype, might also predict 
MMF immunosuppression tolerance.
Methods: We measured frailty (shrinking, weakness, exhaustion, low activity, and 
slowed walking speed) in KT recipients at admission for KT. Frailty and MMF 
dose was available for 535 KT recipients. MMF intolerance (MMF dose reduction 
<2000 mg/day) was identifi ed from electronic medical records. The risk of MMF 
intolerance by frailty status was quantifi ed using Cox proportional hazards model that 
censored for death and adjusted for multiple recipient, donor, and transplant factors.
Results: 46% of recipients were non-frail (0 or 1 component), 32% were 
intermediately frail (2 components), and 22% were frail at KT (3 or more 
components). The mean follow-up time was 1.5 years [IQR: 0.4-2.3 years] 
and 52.9% of recipients had an MMF reduction. Compared to those who were 
non-frail, intermediately or frail recipients were at 35% higher risk of MMF 
immunosuppression intolerance (adjusted hazard ratio 1.35, 95% CI: 1.06-1.71). 
The association of frailty and MMF immunosuppression intolerance did not differ 
by recipient age (P for interaction=0.8).
Conclusion: Intermediately frail and frail KT recipients are at increased risk of MMF 
immunosuppression intolerance. It is possible that this intolerance partially explains 
why these recipients are at increased risk of poor KT outcomes such as graft loss 
and mortality. A better understanding of which patients might not tolerate MMF is 
helpful in planning alternate strategies to maintain adequate immunosuppression.

Abstract# D2443 
Optimisation of Medication Use and Safety through Medication 
Therapy Management By Pharmacists in a Kidney Transplant 
Ambulatory Clinic. P. Lee,1 P. Fan,1 D. Mallya,1 L. Goh,1 Y. Yeo,1 T. 
Kee.2 1Pharmacy, Singapore General Hospital, Singapore, Singapore; 
2Renal Medicine, Singapore General Hospital, Singapore, Singapore.
INTRODUCTION:
Pharmacists play an essential role as part of the multidisciplinary transplant team 
in providing comprehensive pharmaceutical care for kidney tranplant recipients. 
Pharmacists optimise medication use and safety through evaluation of complex 
medication regimens, identify and resolve polypharmacy, drug interactions, adverse 
drug events, address issues of non-adherence and ensure medication reconciliation 
is performed at each point of care.
METHODS:
A prospective, observational, single centre 3-month study was conducted to evaluate 
the impact of clinical pharmacy service in the post kidney transplant ambulatory 
clinic. At each visit, pharmacists at the clinic will review and optimise the medication 
regimens of the transplant recipients which include the medication therapy 
management of immunosuppression, infective and non-infective complications 
commonly seen post transplantation. Pharmacists will also perform medication 
reconciliation and provide medication education during each visit. Any drug related 
problems (DRP) or discrepancies will be communicated to other relevant members 
of the transplant team.
RESULTS:
Between September to December 2013, a total of 610 cases were reviewed. 
Pharmacists identifi ed 275 DRPs involving 121 patients. Most of the pharmacists’ 
clinical interventions (95%) were accepted by transplant physicians. The common 
DRPs identifi ed were “inappropriate dosage regimen” (35%), “omission of drug 
therapy” (14%) and “non-adherence” (13%). Common drug classes involved were 
immunosuppressive agents (24%), electrolyte supplements (13%) and anti-infectives 
(12%). During medication reconciliation, pharmacists identifi ed 46 medication 
discrepancies, and of which, 42 DRPs were identifi ed. The common medication 
discrepancies that were identifi ed include “incorrect dose” (50%), “incorrect drug” 
(30%) and “incorrect frequency” (20%). All DRPs and medication discrepancies 
were resolved within the same visit.
CONCLUSIONS:
Pharmacists play a pivotal role in the provision of medication therapy management 
to ensure safe and effective use of medications in kidney transplant patients with 
complex medication regimens. During medication reconciliation, pharmacists 
identifi ed and resolved medication discrepancies which were clinically signifi cant; 
and addressed issues of non-adherence through reinforcement of patient education.

Abstract# D2444 
Pharmacist Chart Reviews Cannot Replace Direct Care in the 
Management of Renal Transplant Recipients. C. Staino,1 N. Pilch,1 
D. Taber,2 S. Patel,1 K. Trobaugh,1 J. Fleming,1 H. Meadows,1 S. Nadig,2 
T. Srinivas,3 K. Chavin,2 P. Baliga.2 1Pharmacy, MUSC, Charleston, SC; 
2Transplant, MUSC, Charleston, SC; 3Medicine, MUSC, Charleston, SC.
OBJECTIVE: The aim of this study was to determine if a pharmacist executed 
comprehensive chart review may serve as a suffi cient substitution for direct 
participation during clinic visits beyond the immediate post-transplant period. 
METHODS: This was a prospective 3 month study of kidney transplant recipients 
that had a scheduled visit within 3 years of transplant. Within 1 week prior to the 
visit, a clinical pharmacist completed a comprehensive review of the medical 
record and placed a note in the chart focusing on identifying all medication-related 
issues and providing recommendations for management. Providers were notifi ed 
about the review and, following the visit, were asked to complete a survey about 
the utility of the note. After the appointment, the visit plan was compared with the 
pharmacist’s note to determine whether the provider accepted the recommendations. 
An independent blinded transplant surgeon graded the recommendations by severity. 
Accepted recommendations were identifi ed as novel if the evidence supporting it 
had been available to the provider but was not previously acted upon. RESULTS: 
During the study, pharmacists provided 1,401 recommendations from 170 chart 
reviews. Providers followed 397 (28%) of the recommendations; 232 (34%) of the 
recommendations pertaining to pharmacologic therapy were accepted, while 410 
(29%) were graded as having at least a signifi cant severity (Table 1). Providers 
completed the usefulness survey after 44 visits and 75% indicated that the pharmacist 
note impacted their interventions. Greater than 80% of the accepted recommendations 
were considered novel. CONCLUSIONS: This study demonstrates that a pharmacist 
chart review was not routinely utilized by providers during follow-up visits and 
suggests that this method of pharmacist involvement in transplant recipient care 
may not be effective or effi cient. Future analyses should directly compare this form 
of intervention with direct patient-provider interactions.
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Severity^ Recommendations, n(%) Recommendations Accepted, n (%)
Very Serious 55 (4) 28 (51)
Serious 42 (3) 6 (14)
Signifi cant 313 (22) 75 (24)
Minor 884 (63) 212 (24)
Insignifi cant 107 (8) 76 (71)
Total 1401 397 (28)
^Severity grade of recommendations derived from the scale described by Overhage and Lukes 
(Am J Health Syst Pharm 1999) 

Abstract# D2445 
Association Between Steroid Use and the Risk of Peritonitis in Patients 
With Peritoneal Dialysis After Kidney Transplant Failure. S. Han,1 
S. Yang,2 D. Kim,1 K. Oh,1 Y. Kim.1 1Internal Medicine, Seoul National 
University College of Medicine, Seoul, Korea, Republic of; 2Kidney 
Research Institute, Seoul National University, Seoul, Korea, Republic of.
Background: Peritoneal dialysis after kidney transplant failure is not referred, 
because the risk of infection may increase due to the use of immunosuppressive 
agents. However, the precise association between steroid use and the risk of 
peritonitis remains elusive.
Methods: 41 patients undergoing peritoneal dialysis after graft loss (DAGL) were 
recruited. The patients were divided according to the tertiles of the mean steroid dose 
(mg) or the tapering steroid regimen. The primary outcome such as the fi rst episode 
of peritonitis was compared using Cox proportional hazard ratio (HR) analysis. 
Furthermore, the risk of peritonitis in the DAGL group was compared with that of 
712 transplant-naïve (TN) patients.
Results: The mean steroid doses were 0.3 mg, 2.3 mg, and 8.0 mg in the three 
tertiles. The 3rd tertile for the steroid dose had a greater risk of peritonitis than the 
1st tertile (HR, 38.3 (3.9–376.7); P = 0.002). The tapering steroid regimen showed 
a signifi cance as a predictive factor of peritonitis (HR, 6.0 (1.5–24.4); P = 0.013). 
The peritonitis risk of DAGL group was not different from that of TN group. 
However, the 3rd tertile for steroid dose had a greater HR than the TN group (HR, 
3.0 (1.5–6.0); P = 0.001).

The group with non-tapering steroid showed a slightly higher risk of peritonitis than 
the TN group: HR, 1.7 (0.9–3.0); P = 0.085

Conclusions: The present study fi rstly identifi ed the association between steroid 
use and peritonitis risk in peritoneal dialysis patients with kidney transplant failure. 
Tapering steroid may be needed to reduce the risk of peritonitis in this patient group.

Abstract# D2446 
Quantifying Prognostic Impact of Prescription Narcotics Use Before 
Kidney Transplantation through Linked Registry and Pharmaceutical 
Claims Data. K. Lentine,1 J. Tuttle-Newhall,1 D. Axelrod,2 D. Brennan,3 
V. Dharnidharka,3 M. Schnitzler.1 1Saint Louis University, St. Louis; 
2Dartmouth, Hanover; 3Washington University, St. Louis.
Concern for an epidemic of complications related to prescription opioids has not 
spared the kidney transplant (KT) population.

We examined a novel database wherein OPTN identifi ers for KT recipients were 
linked to records from a U.S. pharmaceutical claims clearinghouse (2005 to 2010). 
Adult KT recipients with 1yr of captured pre-transplant pharmacy fi ll records were 
included (N=29,882).
Narcotics fi lls in the year prior to KT were normalized to Morphine Equivalents 
(ME), and expressed as average mg/kg/d exposures. Associations of ME with post-
transplant graft and patient survival (adjusted hazards ratio, aHR) were quantifi ed 
by Cox regression adjusted for recipient, donor and transplant factors as well as 
propensity for narcotics use.
28.9% of the sample fi lled narcotics in the year before KT. Among narcotics users, 
the 25th, 50th and 75th percentiles of ME were: 0.01, 0.02, and 0.06 mg/kg/d, 
respectively. 3-yr survival of deceased donor (DD) recipients declined with higher 
quartiles of ME exposure, from 88.9% among non-users to 87.6% (Q2), 85.3% (Q3), 
83.2% (Q4) (P<0.0001). After multivariate adjustment, the risks of post-transplant 
death and graft loss in DD recipients with the highest quartile ME exposure were 
1.6-times and 1.4-times that of narcotic non-users, respectively (Table).
Patterns were similar among live donor KT recipients, with the upper quartile of 
pre-transplant narcotics exposure predicting 2.4 times the risk of death (P<0.0001) 
and 1.8 times the risk of all-cause graft loss (P<0.0001) (Table).

While observed associations may in part refl ect underlying conditions that require 
pain management, KT recipients who use chronic narcotics should be identifi ed as 
a high-risk group warranting focused clinical attention before and after KT.

Abstract# D2447 
Adoptive T-Cell Immunotherapy for Treatment of Ganciclovir-
Resistant CMV Disease Associated With Thrombotic Microangiopathy 
in a Renal Transplant Recipient. D. Langsford,1 N. Macesic,2 K. 
Nicholls,1 P. Hughes,1 M. Finlay,6 D. Gottlieb,3 L. Clancy,4 E. Blythe,3 K. 
Micklethwaite,4 B. Withers,3 S. Majumdar,2 S. Fleming,5 J. Sasaduez.2 
1Dept of Nephrology, Royal Melbourne Hospital, Melbourne, Australia; 
2Victorian Infectious Disease Service, Royal Melbourne Hospital, 
Melbourne, Australia; 3Faculty of Medicine, University of Sydney, 
Westmead Hospital, Sydney, Australia; 4Sydney Cellular Therapies 
Laboratory, Westmead Hospital, Sydney, Australia; 5Dept of Clinical 
Hematology, Royal Melbourne Hospital, Melbourne, Australia; 6Dept of 
Pathology, Royal Melbourne Hospital, Melbourne, Australia.
We describe use of adoptive T-cell immunotherapy as salvage therapy for ganciclovir-
resistant cytomegalovirus disease in a renal transplant recipient.
Case: 9 months after receiving a 6 HLA mismatched cadaveric renal transplant, 
a 61 year old male presented with deteriorating renal function associated with 
thrombotic microangiopathy (TMA) demonstrated on renal biopsy. The TMA 
was associated with positive staining for CMV in endothelial cells with minimal 
tubulointerstitial infl ammation. High level CMV ganciclovir resistance was conferred 
by a L595S UL 97 mutation. The viral load peaked at 5 583 636 copies/ml. He was 
treated with CMV-specifi c immunoglobulin, lefl unomide, IV artesunate, plasma 
exchange and cessation of CNI agents and mycophenolate. Foscarnet was avoided 
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in order to preserve residual renal function, but unfortunately, he became dialysis 
dependent. Three weeks post the diagnosis of CMV associated TMA, adoptive T-cell 
immunotherapy with 3 HLA mismatches derived from a healthy donor bank was 
administered without complication. Hematologically, the TMA had resolved by 19 
days post infusion and the CMV viral load had fallen signifi cantly. A renal biopsy 3 
weeks post infusion demonstrated organising TMA with no CMV inclusion bodies. 
Four months later the CMV viral load was only 682 copies/ml, however, the patient 
remained dialysis dependent.

Conclusion: Donor bank derived adoptive T-cell therapy may be safe and effective 
to treat ganciclovir-resistant CMV disease in renal transplant recipients.

Abstract# D2448 
What Is the Long-Term Effect of CMV Infection After Renal 
Transplantation? T. Abeygunaratne, A. Cherukuri, S. Balasubramanian, 
R. Baker. Renal Unit, St. James’s University Hospital, Leeds, United 
Kingdom.
Cytomegalovirus infection is a major cause of morbidity and mortality during 
the fi rst post-transplant year. However with the current anti-viral prophylaxis the 
long-term effects of CMV are less likely to be signifi cant. In this study we have 
retrospectively analysed the impact of a proven CMV viral infection on long-term 
graft outcomes.A total of 70 renal transplant recipients with CMV infection were 
identifi ed between 1988 - 2008. To match these patients 136 age, GFR and graft 
vintage matched controls (CON) were selected from our centre and the two groups 
were compared for graft survival, patient survival, new onset diabetes mellitus after 
transplantation (NODAT) and renal function as assessed by serial serum creatinine 
values and proteinuria. The median time to CMV infection was 3 months (IQR 
0-7) with 94% of these occurring within the fi rst post-transplant year. At 10 year 
follow-up there was no statistically signifi cant difference in the patient survival and 
NODAT. However, patients with CMV had signifi cantly worse death censored graft 
survival (P=0.01). Interestingly this difference in graft survival was only signifi cant 
in patients with superior baseline renal function when compared to those with 
relatively poor baseline function.

Patients with CMV had signifi cantly worse proteinuria (measured by urine Protein 
Creatinine Ratio) over a fi ve year follow-up period when compared to the controls 
(1yr CMV 42, CON 25, P=0.26; 2yrs CMV 56.8, CON 21.4, P=0.07; 3yrs CMV 46.1, 
CON 29.9, P=0.2; 4yrs CMV 61.8, CON 31, P=0.04; 5yrs CMV 80.5, CON 28.4, 
0.02) Serum creatinine was relatively higher in the CMV group (6 months CMV 176, 
CON 147, p=0.02; 1yr CMV 159, CON 156, P=Ns; 2yr CMV 171 CON 151, P=0.2; 
3yr CMV 180, CON 146, P=0.02; 4yr CMV 183, CON 146, P=0.06; 5yr 160, CON 
148, P=Ns). We have fi nally analysed the immediate effect of CMV on haemoglobin. 
By 1 year from the time of CMV infection, the haemoglobin levels were similar to 
those without CMV infection.From this retrospective analysis we conclude that the 
main long-term impact of CMV infection is on allograft function. This was noticed 
to be more signifi cant in patients with relatively superior baseline renal function.

Abstract# D2449 
Lower Incidence of Cytomegalovirus Infection With Everolimus 
Based Immunosuppression Versus Mycophenolate in De Novo Renal 
Transplants With 5 Years Follow-Up. N. Goto,1 Y. Watarai,1 S. Narumi,1 
T. Yamamoto,1 M. Tsujita,1 T. Hiramitsu,1 A. Takeda,1 K. Morozumi,1 T. 
Kobayashi.2 1Nagoya Daini Red Cross Hospital, Transplant Surgery and 
Nephrology, Nagoya, Japan; 2Nagoya University Graduate School of 
Medicine, Transplant Immunology, Nagoya, Japan.
Purpose: Cytomegalovirus is associated with allograft rejection and loss. The impact 
of everolimus (EVR) based immunosuppression in De Novo Kidney Transplantation 
was evaluated in incidence of Cytomegalovirus (CMV) and Polyomavirus (BKV) 
compared with mycophenolate mofetile (MMF) based immunosuppression.

Methods: During 2008 and August 2009, we enrolled twenty-four living donor 
kidney transplant patients in a 2-year, multicenter, randomized phase 3 study 
(RAD001A1202 study) to compare the safety and effi cacy between EVR based and 
MMF based immunosuppression. We extended further three years and evaluated 
clinical outcome in a single center. EVR group received reduced-exposure 
cyclosporine (target C0 25-50ng/ml after 6 months) + steroid, and EVR-C0 were 
adjusted 3-8ng/ml. MMF group received standard-exposure cyclosporine (target C0 
100-250ng/ml after 6 months) + steroid. Both group received basiliximab induction.
Results: With a mean observation period of 60.1 (43.8-69.4) months, current patient 
and graft survival is 100% in both groups (EVR; n=13, MMF; n=11). All patients 
continued in each regimen. Renal function expressed as eGFR (ml/min/1.73m2) 
was similar 40.7±14.6 in EVR group and 37.4±8.6 in MMF group. Incidence of 
Cytomegalovirus (CMV) infection was signifi cantly reduced to 15.1% in EVR group 
comparing to 46.2% in MMF group, especially none of seropositive recipients for 
CMV developed CMV infection under pre-emptive therapy principle(EVR; 0% vs 
MMF; 45.5%, p=0.015). BK infection was similar in both groups. None of EVR 
and MMF group was treated for clinical T cell mediated rejection, similar incidence 
of Banff borderline change on 6 or 12 months protocol biopsies were observed in 
7.7% of EVR group and 18.2% of MMF group.
Conclusions: EVR based immunosuppression provides equivalent clinical outcomes, 
low rejection rate and good graft survival as well as low incidence of CMVinfection 
compared with MMF based immunosuppression with 5 years follow-up.

Abstract# D2450 
Increased Graft Failure and Mortality Following Cytomegalovirus 
Disease in Kidney Transplant Recipients Undergoing Contemporary 
Immunosuppression and CMV Prophylaxis. M. McCloskey,1 L. Huhn,1 
P. Horgan,1 S. Shabir,2 S. Ball,2 R. Borrows.2 1Medical School, University 
of Birmingham, Birmingham, United Kingdom; 2Kidney Transplantation, 
Queen Elizabeth Hospital Birmingham, Birmingham, United Kingdom.
The relationship between CMV disease and outcome in cohorts undergoing 
contemporary immunosuppression and CMV prophylaxis is unclear. There also 
remains clinical equipoise regarding whether (and to what extent) immunosuppression 
should be increased following an initial reduction at the time of CMV disease.
We studied 624 adult patients transplanted between 2007 and 2012, all of whom 
received a standardised immunosuppression protocol of tacrolimus, mycophenolate 
and maintenance corticosteroid; valganciclovir prophylaxis (100 days) was 
administered to CMV seronegative recipients from seropositive donors. CMV 
disease was treated with valganciclovir until viral DNA was absent for 2 weeks. 
Immunosuppression was reduced in the event of CMV disease, and not then 
augmented in the absence of a defi ned clinical indication (i.e. rejection). End 
measures of interest were mortality (including death after graft failure), graft failure 
(return to dialysis or retransplantation) with death modelled as a competing risk 
(Fine and Grey), and overall graft failure.
Over a median follow up of 48 months (range 24-78 months), 84 patients developed 
CMV disease of whom 9 patients (10.7%) died. Causes of death in those patients 
experiencing CMV disease were tissue invasive CMV disease (n=2), bacterial sepsis 
(n=3), and cardiovascular disease (n=4). The independent risk factors for mortality 
were CMV disease (HR: 2.41; 95% CI: 1.10-5.24; p=0.03) and recipient age (HR: 
2.24; 95% CI: 1.54-3.35; p<0.001). Increased rates of overall graft failure (graft loss 
or death) was seen in 16/84 (19.0%) of patients experiencing CMV disease, and in 
63/540 (11.6%) of those free from CMV disease (p=0.07). A signifi cant increase in 
risk of overall graft failure was evident in the adjusted model (HR: 1.98; 95%CI: 
1.21-3.24; p=0.02).
In the context of a standardised prophylaxis strategy and contemporary 
immunosuppression, CMV disease represents an on-going risk to patients and 
grafts, and supports further strategies to minimise this infective complication. The 
observation of increased mortality and overall graft failure (in the absence of an 
effect on death-censored graft failure) supports the policy of avoiding excessive 
immunosuppression escalation following an episode of CMV disease.

Abstract# D2451 
Burden of Cytomegalovirus Disease in Immunosuppressed Persons 
Following Solid Organ Transplantation in France. S. Ferchichi,1 S. 
Aballea,1 Z. Hakimi,2 M. Scharn,2 I. Odeyemi,3 M. Toumi,4 F. Saliba.5 
1Creativ-Ceutical, Paris, France; 2Astellas Pharma Global Development, 
BE Leiden, Netherlands; 3Astellas Pharma Europe Ltd, Chertsey, United 
Kingdom; 4Universite Claude Bernard Lyon 1, Lyon, France; 5Hopital 
Paul Brousse - Centre Hepato-Biliaire, Villejuif, France.
Purpose: To assess the impact of early and late-onset cytomegalovirus disease 
(E-CMV and L-CMV) on mortality, on probability of graft rejection or graft failure 
and on healthcare resources following solid organ transplantation (SOT).
Methods: A retrospective matched cohort study using a database of hospitalisations 
in France (PMSI) was conducted.Patients who underwent any SOT (kidney, liver, 
heart, lung, double, pancreas, and intestine) in French hospitals between 2007 and 
2011 were included in the study. Patients were grouped by time of CMV disease 
(CMV-D) after transplantation: E-CMV (≤3 months), L-CMV-3M (>3 months), and 
L-CMV-6M (>6 months). Each patient exposed to CMV was matched to 2 randomly 
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selected non-exposed patients. All-cause in-hospital mortality, the probabilities of 
transplant rejection or failure, and resource utilisation were assessed over 12 months 
after CMV-D diagnosis.
Results: 20,473 patients underwent any SOT, including 13,181 cases of kidney 
transplantation (KT). 11.9% of patients developed CMV-D (12.2% in KT recipients). 
The incidence of E-CMV, L-CMV-3M, and L-CMV-6M in KT patients was 6.55%, 
5.64% and 3.32%, respectively. Patients with CMV were found to have higher risks of 
in-hospital mortality, graft rejection and graft failure over 12 months (Table). Among 
SOT recipients, E-CMV, L-CMV-3M, and L-CMV-6M resulted in 39%, 73%, and 
90% increases in total hospitalisation costs and 23%, 25%, and 48% increases in 
total inpatient days, respectively.
Conclusion: Using a real-world exhaustive hospitalisation data with a large sample 
size, this study demonstrates that CMV disease is associated with substantial 
increases in the probability of graft rejection, graft failure and mortality, as well as 
hospitalisation costs.
Table: Odds-ratios for association between CMV disease and clinical outcomes over 12 
months after CMV disease diagnosis
SOT E-CMV L-CMV-3M L-CMV-6M
Mortality 2.85 (**) 4.22(**) 4.77(NS)
Graft rejection 1.43 (**) 1.50(**) 1.61(*)
Graft failure 1.18(NS) 1.77(**) 3.12(**)
KT E-CMV L-CMV-3M L-CMV-6M
Mortality 1.44(NS) 2.62(**) 3.72(**)
Graft rejection 1.26(*) 1.64(**) 1.49(NS)
Graft failure 1.16(NS) 1.53(*) 2.18(*)
(NS: p≥0.05,*p<0.05,**p<0.01)

DISCLOSURES: Hakimi, Z.: Employee, Astellas. Scharn, M.: Employee, Astellas. 
Odeyemi, I.: Employee, Astellas. Saliba, F.: Grant/Research Support, Astellas, 
Speaker’s Bureau, Astellas.

Abstract# D2452 
Prognostic Value of Low PCR Cytomegalovirus Load in Kidney 
Transplant Recipients. J. Noble,1 P. Gatault,1,3 C. Barbet,1 H. Longuet,1 
E. Bailly,1 L. Le Bonheur,1 C. Gaudy,2 J. Halimi,1,3 C. Baron,1,3 Y. 
Lebranchu,1,3 M. Buchler.1,3 1Nephrology - Kidney Transplantation, CHU 
Bretonneau, Tours, France; 2Microbiologie Medicale et Moleculaire EA 
3856, Francois-Rabelais University, Tours, France; 3EA 4245 Cellules 
Dendritiques, Immunointervention et Greffes, Francois-Rabelais 
University, Tours, France.
Cytomegalovirus (CMV) infection after kidney transplantation is associated with 
signifi cant morbidity and mortality. Use of Polymerase Chain Reaction (PCR) is 
recommended for diagnosis and/or monitoring of CMV infection. Nevertheless the 
PCR value threshold to start treatment has not yet been defi ned.
Material and methods:
In this retrospective monocentric study, we included all kidney recipients between 
05/2012 and 07/2013. CMV PCR (whole blood, detection threshold = 1,79 log, 
Abbott® RealTime CMV) was performed weekly during the fi rst four months after 
transplantation and then monthly during one year except for low risk patients (D-
/R-). Prophylaxis (valganciclovir) was given for 3 months for R+ and 6 months for 
D+/R-. All patients with at least one positive PCR were included in our analysis. 
Curative treatment (ganciclovir iv or oral valganciclovir) was started in case of high 
CMV load (> 4 log) and/or clinical/biological abnormalities associated with positive 
CMV load (whatever the level). We assessed indications and incidence of curative 
treatment. Results were expressed as mean ±SD.
Results:
During the 14-month period, a fi rst positive CMV PCR occurred in 59 /140 patients 
after 6,4 ± 5,2 months (5 patients under prophylaxis). Twenty seven (45%) were 
treated (55,5% D+/R- ; 33,3% D-/R+ ; 11,1% D+/R+). Initial PCR level was 
similar between treated and non-treated patients (2,9 ± 0,99 log and 2,8 ± 0,96 log 
respectively). All patients with a PCR level higher than 4 log initially or during the 
follow-up were treated (n=16, 59%).
Thirty two patients (55%) were not treated (50% D+/R+; 40,6% D-/R+; 6,25% 
D+/R-; 3,12% D-/R-). Interestingly, 26 non-treated patients (81%) had spontaneous 
undetectable CMV load after two controls and no further positive CMV PCR load 
was observed during the follow-up.
Conclusion:
We suggest that a “wait-and-see” attitude may be indicated for patients with low 
positive CMV load (threshold <4log on whole blood) in the absence of clinical or 
biological abnormalities.

Abstract# D2453 
Outcomes of Renal Transplantation in Recipients With Hepatitis C: 
A Single Center Study. E. Hollinger, S. Jensik, O. Olaitan, S. Fayek, 
M. Hertl, E. Chan. Section of Abdominal Transplant, Rush University 
Medical Center, Chicago, IL.
Introduction: Approximately 15% of end-stage renal disease patients are infected 
with the hepatitis C virus (HCV). Prior studies have demonstrated improved survival 
for these patients following kidney transplantation compared with those who remain 
on dialysis. However, risks of kidney transplantation in these patients remain unclear.

Methods: We retrospectively reviewed the results of kidney transplants from 
May 2002 to January 2014 at a single center. During this time 48 patients with 
chronic HCV received isolated kidney transplants. Of these patients, 43 underwent 
percutaneous liver biopsy to evaluate their liver disease and were included in our 
analysis. Survival data were stratifi ed based on the degree of fi brosis seen on biopsy.
Results: Median follow-up was 4.8 (0 to 10.7) years. At liver biopsy, 16 (37%) 
patients had no fi brosis, 13 (30%) had stage 1, and the remaining 14 (33%) had 
stage 2 or greater. Kaplan-Meier analysis suggests that both patient (p=0.02) and 
graft survivals (p=0.11) worsen with increasing fi brosis.

Patient Survival Graft Survival
Fibrosis 1 year 3 year 5 year 1 year 3 year 5 year
· None 100% 100% 100% 87% 86% 82%
· Stage 1 100% 100% 83% 100% 83% 67%
· Stage 2-4 85% 77% 67% 85% 54% 40%
Total 95% 93% 86% 91% 77% 67%

Conclusions: Kidney transplantation in patients with HCV incurs additional risk 
as the degree of fi brosis increases. However, the overall 1 and 3-year patient (95% 
and 93%) and graft survivals (91% and 77%) of this cohort are comparable to those 
seen for non-HCV patients at this center and nationally. Liver biopsy should be used 
to stratify patients with ESRD and HCV to better determine their risk profi le when 
considering kidney transplantation.

Abstract# D2454 
Outcomes of Hepatitis C Positive (HCV+)Kidney Transplant 
Recipients Compared to Hepatitis C Negative (HCV-) Recipients. An 
Analysis of the OPTN/UNOS Database. N. Kassis, A. Khalil, T. Taber, 
M. Yaqub, D. Mishler, M. Mujtaba, A. Sharfuddin. Medicine/Nephrology 
& Transplant, Indiana University Health, Indianapolis, IN.
Background : Literature shows HCV+ patients who receive a kidney transplant 
have better patient survival compared to remaining on the dialysis. We looked at 
national statistics for patient characteristics and survival of HCV+ kidney transplants 
recipients at the time of renal transplant as compared to HCV- recipients.
Methods: A historical cohort analysis of adult kidney transplant recipients in the 
UNOS/OPTN database from 1 January 2000 to 31 December 2004 was conducted. 
All multi-organ transplants were excluded.
Results: Of 61,775 recipients with valid HCV serologies, 3,334 were HCV+at 
transplant (5.4% prevalence). HCV+ recipient status was signifi cantly associated with 
male gender (70.1% vs 58.6%), deceased donor type (73.9%vs 56.6%) , African–
American race (55.7% vs 26.8%), recipient age, increased duration of pre-transplant 
dialysis (mean 724 days vs 624), previous transplant (19.4% vs 11.5%), donor 
HCV+, Delayed Graft Function (23.9% vs 16.0%) and all-cause hospitalizations. 
Mean peak PRA (17.3 vs 13.5), mean HLA mismatch (3.7 vs 3.3) and mean Class I 
and II mismatch was higher in the HCV+ recipients (p< 0.001). During the follow 
up period up till December 2012, all-cause unadjusted, death censored graft survival 
and patient survival were all signifi cantly lower in HCV+ recipients as compared to 
HCV- recipients (p <0.0001 by log rank test).

One year reported acute rejection rates was higher in the HCV+ group (17.2% vs 
14.6%; p=0.001). Within HCV+ group, the graft survival was inferior for those who 
received a HCV+donor kidney as compared to HCV-donor kidney, and those who 
received a deceased donor kidney as compared to a living donor kidney (log rank 
p<0.001). In multivariate Cox regression analysis the adjusted hazard ratio for graft 
failure for HCV+ was 1.34 (p<0.001, 95% CI =1.31-1.37).
Conclusions:HCV+ kidney transplant recipients have an increased mortality and 
rejection rates, along with a inferior graft survival compared with HCV- recipients. 
Aggressive treatment for HCV pre and post-transplant should be considered.
DISCLOSURES: Sharfuddin, A.: Speaker’s Bureau, Questcor.
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Abstract# D2455 
Hepatitis B Immunity in Kidney Transplant Evaluation Patients. V. 
Yeh, P. Park, D. Cote, J. Schulak, E. Sanchez, N. Sarabu, J. Augustine, T. 
Lemonovich, K. Woodside. Case Western Reserve University School of 
Medicine and University Hospitals Case Medical Center, Cleveland, OH.
Introduction: Patients who are immune to hepatitis B virus (HBV) can receive 
kidneys from HBcAb+ donors, which could shorten their wait time. We sought to 
determine which subsets of patients are more likely to seroconvert, either through 
vaccination or prior exposure.
Methods: After IRB approval, demographics, serologies, and eventual listing 
statuses were collected from 292 dialysis patients who had undergone evaluation 
for adult kidney transplants between 2010 and 2011. Patients were compared based 
on whether they were immune (n=152) or not immune (n=145), and whether they 
seroconverted during the study period (n=29) or never converted (n=145). Immunity 
was defi ned as having protective levels of hepatitis B surface antibody (HBsAb+). 
We also compared a subset of the patients who had confi rmed vaccination dates 
using the same groupings: immune (n=21) vs. not immune (n=32) and converters 
(n=8) vs. non-converters (n=32).
Results: Within the larger group of dialysis patients, non-diabetics were more likely 
to be immune against hepatitis B (Table 1). This association persisted after controlling 
for BMI, age and successful transplantation (Odds ratio in diabetics=0.59 (95% 
CI: 0.36 to 0.98, p=0.042)). Within the smaller subset, immunity was more likely 
in those with a lower BMI and without diabetes (Table 2). The dialysis patients in 
the larger group who seroconverted during the study period were more likely to be 
listed than those who remained seronegative (86.2% vs 56.4%, p=0.005) (Table 3), 
while the patients in the smaller subset whose seroconversion was captured tended 
to have lower BMIs (p=0.030) (Table 4).

Conclusion: Diabetics with ESRD are less likely to have HBV immunity. Those 
who remain HBV seronegative are less likely to get listed.

Abstract# D2456 
Everolimus Is Associated With a Reduced Incidence of Herpes Zoster 
Following De Novo Kidney Transplantation. N. Goto,1 M. Nishihira,1 
Y. Hidaka,1 T. Yamamoto,1 M. Tsujita,1 T. Hiramitsu,1 S. Narumi,1 T. 
Kabayashi,2 Y. Watarai.1 1Nagoya Daini Red Cross Hpspital, Transplant 
Surgery, Nagoya, Japan; 2Nagoya University School of Medicine, Applied 
Immunology, Nagoya, Japan.
Background
There have been no previous studies showing that immunosuppressive treatment 
based on everolimus (EVL) reduces the morbidity of herpes zoster (HZ) in de novo 
kidney transplant recipients.
Methods
From November 2011 to November 2013, we enrolled 92 consecutive ABO-
compatible living kidney transplant recipients who did not need desensitization 
because of preformed donor-specifi c antibodies or original disease. The incidence 
of HZ was analyzed and compared between patients who received EVL-based 
regimens (n = 26) and those who received mycophenolate mofetil (MMF)-based 
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regimens (n = 66). EVL-based regimens formed part of a trial in which de novo 
kidney transplant recipients received standard-dose (SD) EVL (trough level, 5–8 
mg/dl) plus low-dose (LD) cyclosporine (CsA) for the fi rst 6 months and were then 
randomized to receive either LD EVL (trough level, 3–5 mg/dl) plus LD CsA or LD 
EVL (trough level, 3–5 mg/dl) plus very low-dose CsA plus LD MMF (AUC0–12, 
40 ng·h/ml) for the next 18 months. The MMF-based regimen consisted of MMF 
(AUC0–12, 50–80 ng·h/ml) plus SD CsA.
Results
None of the patients receiving EVL experienced HZ, although 12 (18%) recipients 
developed HZ during follow-up. All patients with HZ had positive VZV IgG titers 
before transplantation. Three patients with HZ experienced disseminated HZ, but all 
were successfully treated using antiviral agents. The median time of onset of HZ was 
108 days (range, 8–333 days). Kaplan–Meier analysis showed that the cumulative 
incidence of HZ was signifi cantly lower in patients receiving EVL-based regimens 
than in those receiving MMF-based regimens (log-rank, p = 0.046).
Conclusions
EVL is associated with a lower incidence of HZ than MMF and may protect against 
HZ after kidney transplantation.

Abstract# D2457 
High Incidence of Herpes Zoster in Renal Transplant Patients. M. 
Kho, D. Bovee, W. Weimar, M. Betjes, N. van Besouw. Internal Medicine 
– Nephrology and Transplantation, Erasmus Medical Center, Rotterdam, 
Netherlands.
Introduction: After primary infection varicella zoster virus (VZV) establishes 
latency in sensory neuron ganglia. Upon reactivation it causes herpes zoster (HZ), 
typically a self-limiting condition characterized by a painful unilateral vesicular rash, 
localized in the sensory region of affected ganglia. In the general population HZ 
incidence increases with age from 1-4 cases/1000 person years (PY) in people aged 
<50 years to 7-8 cases/1000 PY in the age range of 50-70 years to 10 cases/1000 PY 
in elderly of >80 years. Incidence of HZ also increases in immune compromised 
persons. However, incidence and severity of HZ after renal transplantation is 
unknown in the Netherlands.
Patients and methods: Renal transplant recipients transplanted between 2003-
2008 at our transplant center were studied. We investigated clinical presentation, 
complications and clinical outcome of HZ. Data were collected from medical charts, 
by mail and telephone contact.
Results: 754 patients received a renal transplant. We collected data on occurrence of 
HZ of 522 patients (317 men, 205 women). Data of 232 patients were unobtainable 
due to death or loss to follow-up. 111 (21.3%) patients had in total 120 episodes of 
HZ. 39 (7.5%) had HZ before dialysis, 11 (2.1%) during dialysis and 66 (12.6%) 
after transplantation. Of the patients with HZ post transplantation, median age 
at presentation was 54 years (range: 12-78). Median time to onset of HZ was 29 
months (range: 1-225). Overall calculated incidence of HZ was 17.2 cases/1000 PY. 
In patients <50 years 12.5 cases/1000 PY and in patients  ≥50 years 22.7 cases/1000 
PY. Eight patients had complications, such as bacterial superinfection, ophthalmic 
or otic involvement. Three of them had systemic dissemination and all three died. 
Duration of blisters was signifi cantly longer under immune suppression than without. 
Conclusion: Incidence of HZ in renal transplant recipients is signifi cantly higher 
than in the healthy population. Prophylactic VZV vaccination before transplantation 
might reduce HZ associated morbidity after transplantation.

Abstract# D2458 
Reactivation of Latent Varicella Zoster Virus in Adult Kidney 
Transplant Recipients Under the Current Immunosuppressive Era; 
Incidence and Risk-Factor Analysis. M. Saito, S. Satoh, K. Numakura, 
T. Inoue, H. Tsuruta, S. Akihama, S. Narita, N. Tsuchiya, T. Habuchi. 
Urology, Akita University Graduate School of Medicine, Akita, Japan.
INTRODUCTION AND OBJECTIVES: New and more potent immunosuppressive 
protocols have markedly reduced the occurrence of rejections following organ 
transplantation, but with increasing immunodefi ciency-related complications, 
such as opportunistic infection. Varicella zoster virus (VZV) infection is one of 
the common opportunistic infections in kidney transplant recipients. Reactivation 
of latent VZV can induce pain, cutaneous eruption, and dermatomal distribution, 
these may cause postherpetic neuralgia (PNH) or fatal systemic dissemination. In 
the current immunosuppressive era, however, risk factors of VZV
reactivation have not been clarifi ed yet.
METHODS: Since July 2004, consecutive 156 kidney transplant recipients without 
acyclovir prophylaxis were enrolled in this study. All subjects were followed up 
at least 1 year after transplantation. The mean follow-up duration was 51.7 } 28.7 
months. The induction immunosuppressive therapy was consisted of FK, MMF, 
steroid, and basiliximab. Patients with immunological high-risks (ABO-incompatible 
or donor specifi c anti-HLA antibody positive) received a single-low dose of rituximab 
and 3 to 4 sessions of apheresis prior to transplantation (potent immunosuppressive 
protocol). We evaluated the pharmacodinamics of immunosuppressive drugs (FK, 
MMF, and steroid) to all subjects at 1 month after transplantation. We investigated 
the predictive risk factors of VZV reactivation.
RESULTS: The proportion of VZV reactivation was 10.3% (16/156) in this 
series. The median and mean time to onset of VZV reactivation were 9.0 and 12.1 
months. All these patients including a case of systemic dissemination were cured 
successfully. No patients developed PNH. In immunological high-risk transplant 
setting, pre-transplant low-IgG titer against VZV was independently associated 
with the development of VZV reactivation (p=0.018). However, no signifi cant 
difference was found in terms of the graft function and survival among the patients 
with or without VZV reactivation. And also, there was no signifi cant association 
between VZV reactivation and PSL pulse therapy or pharmacodynamics of 
immunosuppressive drugs.
CONCLUSIONS: In the current immunosuppressive era, pre-transplant low-IgG 
titer against VZV under potent immunosuppressive protocol was predictive risk 
factor for the development of VZV reactivation.

Abstract# D2459 
Subclinical Epstein - Barr Virus Viremia Is Associated With Decline 
GFR in Kidney Transplantation: Single Center Experience. Y. Kim,1 
S. Park,2 B. Chung,3 C. Yang,3 B. Choi.3 1Internal Medicine, Nephrology, 
Uijeongbu St. Mary’s Hospital, Uijeongbu-si, Gyeonggi-do, Korea, 
Republic of; 2Transplant Surgery, Uijeongbu St. Mary’s Hospital, 
Uijeongbu-si, Gyeonggi-do, Korea, Republic of; 3Internal Medicine, 
Nephrology, Seoul St. Mary’s Hospital, Seoul-si, Korea, Republic of.
Purpose: Post-transplant viral infection is a known risk factor for graft dysfunction 
and malignancies including PTLD. However, the impact of subclinical Epstein-Barr 
virus (EBV) infection on allograft injury in the renal transplant population has not 
yet been well defi ned.
Method: A single center study was conducted from Oct, 2012 to Apr, 2013.We 
assessed EBV viremia by PCR in 327 renal transplant recipients.
Results: Subclinical EBV viremia occurred in 14.7%. A multivariable linear 
regression analysis suggested that subclinical EBV infections are signifi cantly 
associated with declines in GFR (-2.34 ± 7.00 ml/min vs. 0.98 ± 8.17 ml/min, 
p<0.05), log proteinuria and duration since transplantation.
Conclusion: Our data demonstrated that there is an association between subclinical 
EBV infections and adverse outcomes in renal transplant patients, despite appropriate 
post-transplant antiviral prophylaxis. These fi ndings support the need for serial viral 
monitoring for better outcomes in renal transplant patients.

Abstract# D2460 
Kidney Transplantation in HIV-Infected Recipients. A Report From 
the Brazilian Experience. F. Spuldaro,1 T. Sandes-Freitas,2 A. Vicari,1 
M. Cristelli,2 J. Reusing Jr,3 L. Pierrotti,3 L. Deboni,4 R. Esmeraldo,5 M. 
Oliveira,5 G. Gadonski,6 L. Kroth,6 H. Tedesco-Silva,2 J. Medina-Pestana,2 
R. Manfro.1 1Division of Nephrology, Hospital de Clinicas de Porto Alegre, 
Porto Alegre, Brazil; 2Division of Transplantation, Hospital do Rim e 
Hipertensao- UNIFESP, Sao Paulo, Brazil; 3Division of Transplantation, 
University of Sao Paulo, Sao Paulo, Brazil; 4Nephrology, Fundacao 
Pro-Rim, Joinville, Brazil; 5Division of Transplantation, Hospital Geral 
de Fortaleza, Fortaleza, Brazil; 6Division of Nephrology, Hospital Sao 
Lucas, Porto Alegre, Brazil.
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HIV-infected patients with end-stage renal disease have became suitable candidates 
for renal transplantation after the advent of highly active antiretroviral therapy. 
Our objective is to present the Brazilian experience of kidney transplantation in 
HIV-infected recipients.
Patients and methods. Brazilian transplant centers that have performed kidney 
transplants in HIV-infected recipients were invited to participate. HIV-infected 
recipients were paired (age, gender, donor and PRA) to controls of the same center. 
The main outcomes were patient and graft survival, incidence of acute rejection, 
infections and graft function.
Results. Six centers provided results and 38 HIV-infected recipients and 70 controls 
transplanted between March/2006 and October/2013 were included. The number 
of HIV-infected recipients varied between 2 and 19 per center. No differences were 
observed in age, race, gender, donor type (living or deceased), use of ECD, cold 
ischemia time, fi nal donor creatinine and DGF incidence. Pre-transplant dialysis time 
was longer for HIV-infected recipients (median 42.2 months) as compared to controls 
(median 27.9 months), (P=0.008). Kaplan-Meyer patient survivals at one year were 
94% X 100% (P = 0.11) and graft survivals 89.5 and 98.6 % (P = 0.05) respectively 
for HIV–infected recipients and controls. The incidence of acute rejection in the 
fi rst post-transplant year was 47.4 % for HIV+ recipients and 27.1% for controls 
(P=0.056). Serum creatinine levels (mg/dL) at one year were 1.6±0.9 (HIV+) and 
1.5±0.6 (controls), (P=0.79). The incidence of infections in the fi rst post-transplant 
year was higher in HIV+ patients (2.12±1.9 infections/patient) compared to controls 
(0.95±1.2 infections/patient), (P=0.04).
Conclusions. In the Brazilian experience kidney transplantation in HIV-infected 
recipients provided acceptable results. Long-term follow-up is necessary to assure 
the safety of the procedure in this population.

Abstract# D2461 
A Clinical Tool to Risk Stratify Potential Kidney Transplant 
Recipients and Predict Major Adverse Events. M. Hill,1 R. Nygaard,1 
A. Sirany,1 E. Wyman,1 J. Bodner,2 S. Shimotsu,2 C. Richardson,1 A. Ney,1 
M. Odland.1 1Department of Surgery, Hennepin County Medical Center, 
Minneapolis; 2Hennepin County Medical Center, Minneapolis.
Preoperative risk assessment of potential kidney transplant recipients often fails 
to adequately balance risk related to underlying comorbidities with the benefi cial 
impact of kidney transplantation. We sought to develop a simple scoring system 
based on easily assessed clinical factors to predict likelihood of adverse events 
following renal transplant. A scoring system with four components, including: 
age, cardiopulmonary factors, performance status and metabolic factors (ACPM), 
was developed based on outcomes of renal transplant patients from 2004–7. The 
empirically derived clinical factors were gathered for patients from 2008-12 (trial 
group N=298). Individual ACPM components were re-weighted and the ACPM 
score was modifi ed based on logistic regression analysis. The original, empirically-
derived ACPM risk stratifi cation was highly predictive of adverse events at 1-(OR 
1.9 p=.017) and 3-yr (OR 2.4 p<.001) post-transplant. The median follow-up time 
was 3.4 yrs with 65.5% of transplants from living donors. The 1- and 3-yr event rates 
were 7.0% and 19.5%, respectively. Over the study period, cumulative mortality was 
8.1% and graft loss was 6.4%. Within the cardiac and metabolic components, logistic 
regression identifi ed history of atrial fi brillation (OR 4.1 p=.004), history of coronary 
artery disease (OR 3.5 p<.001), and diabetic patient on dialysis (OR 5.6 p<.001), as 
strong predictors of adverse events. Age (OR 1.1 p=.002) and performance status 
(OR 1.1 p=.002) were re-weighted to better refl ect risk. Revision of the ACPM score 
resulted in greater prognostic power for adverse events at 1-(OR 2.8 p<.001) and 3-yr 
(OR 3.1 p<.001). High-intermediate risk (OR 9.5) and high risk (OR 25.9) patients 
have signifi cantly higher likelihood of adverse events. As a simple scoring system, 
the ACPM score provides a quantitative and objective method to quickly screen 
patients with easily obtained pre-operative clinical parameters and may improve 
patient selection for kidney transplant.

Abstract# D2462 
Chronic Diarrhea in Kidney Transplant Recipients. B. Kiberd. 
Medicine, Dalhousie University, Halifax, NS, Canada.
Diarrhea is common among transplant recipients and is associated with 
mycophenolate and tacrolimus. Adjustments in doses or conversion to alternative 
agents may be required. However some develop severe diarrhea after tolerating 
these medications initially. This report examines later onset diarrhea post kidney 
transplantation.
All patients were followed in our outpatient clinic and had been transplanted >6 
months. Since 6/2010 we have investigated patients with prolonged (>2 weeks), 
disabling watery diarrhea by testing for norovirus, C diffi cle, and CMV. Our lab will 
not process stool if there are formed elements. Additional parasite and toxogenic 
bacterial studies as well as colonoscopy were performed as indicated.
Of the 580 patients followed 36 have developed chronic diarrhea over a median 
follow up of 3.36 years. Norovirus was present in 22, no obvious cause 8 and in 
the remaining 6 a number of diagnoses were made (CMV-2, lymphoma-1, MMF 
associated colitis-2, IBD-1). Figure1 shows the cumulative incidence of norovirus 
over with a crude rate of 1.25 per 100 pt yrs.

Patients with undiagnosed causes (n=8) were of similar age (54 vs 56 yrs old), time 
post-transplant (5.7vs 3.9 yrs), live organ recipient (25% vs 27%), presentation 
with AKI (50% vs 36%), and signifi cant weight loss (63% vs 77%) compared to 
norovirus infected patients. There was a trend for norovirus patients to be female 
(68% vs 50%), symptom duration >6 months (73% vs 38%) and less likely to be 
admitted (36% vs 63%). These differences were not statistically signifi cant. Of 5 
patients treated with Belatacept/MMF, 2 had prolonged norovirus infection. Graft 
loss has occurred in 4/8 (50%) undiagnosed patients and 6/22(27%) of norovirus 
patients. Most patients required a reduction in immunosuppression.
This study shows that 1) norovirus infection is associated with chronic disabling 
diarrhea, 2) clinic patients are at constant risk, 3) other viral causes may be 
responsible (astrovirus, rotavirus, sapovirus, etc) since the clinical picture is similar, 
and 4) better therapies other than reducing immunosuppression are needed.

Abstract# D2463 
Pattern Recognition Molecules of the Lectin Pathway; Effect On 
Graft Loss in Kidney Transplant Recipients. Y. Smedbraaten,1 S. 
Sagedal,1 G. Mjoen,1 M. Fagerland,4 A. Hartmann,2 S. Thiel.3 1Department 
of Nephrology, Ullevaal Oslo University Hospital, Oslo, Norway; 
2Department of Transplant Medicine, Rikshospitalet Oslo University 
Hospital, Oslo, Norway; 3Department of Biomedicine, Aarhus University, 
Aarhus, Denmark; 4Unit of Biostatistics and Epidemiology, Oslo 
University Hospital, Oslo, Norway.
INTRODUCTION AND AIMS: Recent studies have shown that activation of 
complement system may be associated with long-term graft function. The aim of this 
retrospective study was to assess the impact the pattern recognition molecules of the 
lectin pathway on long term graft survival after kidney transplantation.
METHODS: Patients transplanted in 2000-2001 were included. H-Ficolin, 
M-Ficolin and MBL were measured at the time of transplantation. Data on death-
censored graft loss were obtained from the Norwegian Renal Registry. Competing 
risks regression was used to investigate the association between time to graft loss 
and the explanatory variables. Following variables were included; high vs low 
H-Ficolin, acute rejection (time dependent), age, Simulect, gender, donor age, HLA 
mismatches, PRA, cold ischemia time, living donor and preemptive transplantation.
RESULTS: A total of 382 patients with a median follow-up of 9.8 years were 
included. Sixty-six patients (17.3%) had death-censored graft loss and 116 patients 
died. During the fi rst 100 days after transplantation 129 (33.8%) patients had at least 
one clinical acute rejection episode. In a fi nal competing risk model, high H-Ficolin 
(SHR 1.95, 95% CI 1.18, 3.23, p=0.009), acute rejection (one vs. none) (SHR 1.93, 
95% CI 1.05, 3.53, p = 0.033), acute rejection (two vs none) (SHR 5.45, 95% CI 2.17, 
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13.7, p < 0.001) and age (SHR 0.98, 95% CI 0.96, 0.99, p = 0.006) were associated 
with increased risk of death-censored graft loss. Simulect was associated with 
improved graft survival, (SHR 0.50, 95% CI 0.28, 0.88, p0.016). No associations 
between MBL and M-fi colin and graft loss were found.
CONCLUSIONS: High H-Ficolin level at the time of transplantation was an 
independent signifi cant risk factor for shorter graft survival, even when adjusting 
for other covariates.

Abstract# D2464 
Superior Two-Year Graft Survival After Robotic Kidney 
Transplantation in Obese Recipients: Does Wound Infection Really 
Matter? I. Tzvetanov, G. D’Amico, P. Giulianotti, H. Jeon, R. Garcia-
Roca, J. Oberholzer, E. Benedetti. Department of General Surgery, 
Division of Transplantation, University of Illinois Hospital & Health 
Sciences System, Chicago, IL.
Introduction 
We hypothesize that robotic kidney transplant (R-KT) in obese individual could 
decrease the rate of surgical site infections (SSI) and improve outcomes
Materials and Methods 
From June 2009 to October 2013, a prospective cohort of 90 morbidly obese 
patients underwent R-KT at our Institution. Twenty-eight of these patients in robotic 
group (RG), with a follow-up period of 24 months after transplant, were frequency 
matched with a control group (CG) of 28 morbidly obese patients who underwent 
standard open KT.
Results
The mean BMI was 42.6±7.8 kg/m2 in RG and 38.1±5.4 kg/m2 in CG (p=0.02). . 
Two of 28 patients in each group underwent deceased donor KT, while the remaining 
patients had a living donor KT.Seven patients in the RG and fi ve patients in the CG 
experienced biopsy proven acute rejection (p=NS). The mean follow-up was 28±8.8 
months in RG and 54±24.6 months in CG. At 24 months after transplant, the GFR 
was 54.5±18.1 ml/min/1.73m2 in RG and 60.6±21.8 ml/min/1.73m2 in CG (p=NS). 
The rate of SSI was signifi cantly higher in the CG in comparison with the RG 
(28.6% vs. 0%, p=0.004). At two year post transplant, 8 patients in the CG (28.5%) 
in comparison to only one in the RG (3.5%) experienced graft loss; the difference 
was statistically signifi cant (p=0.02). Only two patients out of the eight who lost 
the graft in the CG had concomitant SSI. The patients survival at 24 months was 
96.5% in robotic group and 92.8% in control group (p=NS).
Conclusions 
At two year follow-up, we have documented a statistically signifi cant improvement 
in graft survival in the robotic group. The decreases rate of SSI can explain only 
partially the improved graft survival. Further study is currently on going to identify 
other pertinent factors.

Abstract# D2465 
Provision of Trimethoprim-Sulfamethoxazole Does Not Reduce the 
Incidence of Severe Urinary Tract Infections, However It Facilitates 
the Development of Antimicrobial Resistance. R. Singh,1 S. Geerlings,2 
I. ten Berge,1 F. Bemelman.1 1Department of Internal Medicine, Renal 
Transplant Unit, Academic Medical Center-University of Amsterdam, 
Amsterdam, Netherlands; 2Department of Internal Medicine, Division of 
Infectious Diseases, Academic Medical Center-University of Amsterdam, 
Amsterdam, Netherlands.
PURPOSE:Urinary tract infections (UTIs) among renal allograft recipients are 
common. They can be severe enough to require hospital admission. Trimethoprim-
sulfamethoxazole (TMP-SMX) is provided as Pneumocystis jirovecii pneumonia 
(PJP) prophylaxis. Purpose of this study is to evaluate the risk factors for severe 

UTIs and their impact on renal allograft function. Additional purpose of this study 
is to evaluate the infl uence of TMP-SMX on the antimicrobial resistance pattern of 
causative micro-organisms.
METHODS:Retrospective cohort study consisting of adult renal allograft recipients 
transplanted between 2004 and 2009 in our university medical center. Severe UTI 
was defi ned as a UTI which required hospital admission. Diagnosis of severe UTI 
was based on both clinical symptoms and positive urine culture. We analysed only 
the fi rst severe UTI, occurring within 1 year after transplantation.
RESULTS:In total 431 renal allograft recipients were followed for 1 year after 
transplantation. Fifty-six (13%) recipients developed a severe UTI. Median time 
between transplantation and severe UTI was 92 days. Multivariable analysis showed 
that the presence of indwelling urological catheter was associated with development 
of severe UTI (OR=5.4, 95%CI=2.6-11.3, p<0.001). Prophylaxis with TMP-SMX 
did not prevent severe UTI (OR=1.2, 95%CI=0.6-2.4, p=0.59).The most frequent 
isolated causative micro-organism was Escherichia coli 30/56(53.6%). Recipients 
with TMP-SMX (n=31) had higher resistance rates to frequent used antimicrobials 
compared to recipients without TMP-SMX (n=25), which were for amoxicillin, 
75.9% versus 38.1% and for TMP-SMX 89.3% versus 35.0%.
Univariable analysis showed that recipients who experienced a severe UTI had 
higher median serum creatinine (146 μmol/L versus 122 μmol/L, p=0.003) and higher 
median 24 hours urine protein excretion (250 mg versus 160 mg, p<0.001) 1 year 
after transplantation in comparison to those recipients who did not experienced it.
CONCLUSION:The presence of indwelling urological catheter is the major risk 
factor for severe UTIs and TMP-SMX as PJP prophylaxis does not reduce its 
incidence. However it facilitates amoxicillin and TMP-SMX resistance.

Abstract# D2466 
How to Reduce the Lethal Infectious Complication in ABO 
Incompatible Kidney Transplantation. B. Choi, H. Cho, J. Jung, S. 
Shin, Y. Kim, D. Han. General Surgery, Asan Medical Center, Seoul, 
Korea, Republic of.
(Introduction) Kidney transplantation is the treatment of choice for patients with end 
stage renal disease (ESRD). ABO incompatible kidney transplantation can be a good 
option for expanding living donor pool. But preconditioning including rituximab 
and plasmapheresis for ABO antibody removal before surgery can make critical 
infectious complications postoperatively. We analyzed the post operative infectious 
complications and tried to make an amendment of protocol for reducing the lethal 
infectious complication in ABO incompatible kidney transplantation.
(Method) We had performed consecutive 186 patients of ABO incompatible kidney 
transplantation from February 2009 until the July 2013. Cross sectional cohort study 
was done in the initial 89 patients. Following analysis in this group, we applied a 
modifi ed immunosuppression protocol including low dose rituximab, selective use 
of CNI inhibitor, anti-metabolite reduction and prophylactic strategy for prevention 
of infectious complication in another 97 patients from January 2012 to July 2013.
(Result) There were no signifi cant differences between the two groups in basic 
characteristics. After the protocol modifi cation, infectious complications such as 
CMV decreased dramatically (CMV antigenemia positivity, 65.1% vs. 27.8%, 
p<0.001) and BK viremia also decreased. (36.0% vs. 18.6%, p=0.008). There was no 
signifi cant difference between two groups in acute rejection rate and death-censored 
graft survival. Most of all, after the immunosuppressive protocol modifi cation, there 
was no mortality from infectious complication.
(Conclusion) Preoperative preconditioning in ABO incompatible kidney transplant is 
an inevitable process for successful outcome. In this setting, postoperative infectious 
complication and mortality which is trade off from preconditioning, can be avoided 
by modifi ed immunosuppressive strategy.

Abstract# D2467 
An Evidence-Based Interdisciplinary Protocol for Renal Transplant 
Recipients With Severe Pneumonia: A 4-Year Accumulated 
Experience. G. Tu,1 R. Rong,2 M. Ju,1 M. Xu,2 D. Zhu,1 Y. Han,3 R. Song,1 
H. He,1 Z. Xue,1 T. Zhu,2 Z. Luo.1 1Anesthesiology and Surgical Intensive 
Care Unit, Zhongshan Hospital, Fudan University, Shanghai, China; 
2Urology, Zhongshan Hospital, Fudan University, Shanghai, China; 
3General Medical Practice, Zhongshan Hospital, Fudan University, 
Shanghai, China.
Introduction: Treatment of severe pneumonia after renal transplantation frequently 
requires a comprehensive involvement; however, therapeutic strategies remain 
diverse and experimental without uniform effectiveness. The aim of this study was 
to evaluate the safety and effectiveness of a standardized interdisciplinary protocol 
for severe pneumonia after renal transplantation.
Methods: Data were retrospectively collected for 53 renal recipients with severe 
pneumonia between 2009 and 2012 in a tertiary intensive care unit. The standardized 
protocol involves fi beroptic bronchoscopy with bronchoalveolar lavage, broad-
spectrum antibiotics therapy, aggressive immunosuppression withdrawal, intravenous 
corticosteroid administration, nutrition support, conservative fl uid management, and 
mechanical ventilation support. All the patients were managed by an interdisciplinary 
team led by intensivists.
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Results: Thirty-fi ve (66.0%) patients underwent a bronchoalveolar lavage and 
24(45.3%) had a defi nitive etiologic diagnosis. Thirty-three (62.3%) patients 
received non-invasive ventilation (NIV) as initial respiratory support. Of 20 NIV 
treated patients with early-onset pneumonia, 12 (60%) were intubated. However, 
only 2 of 13 (23.1%) patients with late-onset pneumonia failed NIV in this study 
(P=0.005). The estimated glomerular fi ltration rate at ICU discharge was 65±14 
mL/min, which was close to mean renal function on ICU admission (63±12 mL/
min, P=0.138). No acute allograft rejection occurred. ICU mortality was 17.2% (5 
of 29) in patients with early-onset pneumonia versus 4.2% (1 of 24) in those with 
late-onset pneumonia (P=0.946).
Conclusions: Early-onset pneumonia in renal transplant recipients resulted in higher 
rate of NIV failure, longer duration of mechanical ventilation, and increased length 
of ICU and hospital stay. Our results suggest that the standardized interdisciplinary 
protocol might be both effective and feasible with minimal risk of graft loss.

Abstract# D2468 
Immune Dysregulation in Renal Transplant Recipients With Chronic 
High Level EBV DNAemia. M. Morton,1 J. Adams,2 B. Coupes,1 S. 
Roberts,3 P. Klapper,4 P. Vallely,4 J. Burthem,2 M. Picton.1 1Dept of Renal 
Medicine, Manchester Royal Infi rmary, Manchester, United Kingdom; 
2Dept of Haematology, Manchester Royal Infi rmary, Manchester, United 
Kingdom; 3Centre for Biostatistics, Institute of Population Health, 
University of Manchester, Manchester, United Kingdom; 4Microbiology 
and Virology, University of Manchester, Manchester, United Kingdom.
We previously investigated EBV DNAemia in 500 renal transplant recipients and 
found 46% of patients positive, with chronic high viral loads (CHVL) in 7%. Risk 
factors for DNAemia included time from transplant and recipient seronegative 
status. Mycophenolate was associated with low rates of DNAemia. We now report 
a nested case control study recruiting 60 patients from the original 500, matched for 
age and time from transplant and stratifi ed by viral load into; group 1, undetectable 
(n=19), group 2 low (<75% samples >1000copies/ml) (n=20) and group 3 CHVL 
( ≥75% samples >1000copies/ml or  ≥3 samples over >6 months with  ≥10,000 
copies/ml) (n=21).
Methods We analysed serology, DNAemia in whole blood and plasma, lymphocyte 
subsets, ultrasound examination of cervical lymph nodes and immunosuppression 
burden.
Results All participants were EBV seropositive. Anti-VCA levels were signifi cantly 
higher in those with a CHVL. 7 patients had DNA detectable in plasma as well as 
whole blood (6/7 were in Group 3). This small sub-group had lower CD4:8 ratios than 
those with DNA in whole blood only (p=0.041), with higher CD8 counts (p=0.09). 
Group 3 had more individuals with  ≥2 lymph nodes measuring >0.5mm than Group 
1 (62% v 26%; OR 4.6; CI 1.2-17.5; p=0.03). A “heavy” immunosuppression burden 
was identifi ed in 0% of Group 1 and 29% of Group 3 (p=0.012). No association 
between mycophenolate and lymphocyte counts was identifi ed. PTLD has not been 
identifi ed in any of the 3 patient groups to date.
Conclusion Chronic immunosuppression and immune dysregulation may predispose 
to EBV DNAemia, with similarities to the HIV setting. There may be scope to 
optimise immunosuppression in the setting of high level EBV DNAemia. A planned 5 
year follow-up of the study patients will provide outcome data in relation to immune 
function and lymph node fi ndings.

Abstract# D2469 
Long-Term Effect of Splenectomy On Post-Transplant Infection Rates 
in ABO-Incompatible Kidney Transplant Patients. N. Ichimaru, J. 
Kaimori, Y. Kakuta, M. Okumi, T. Abe, R. Imamura, N. Nonomura, S. 
Takahara. Osaka University, Suita, Japan.
Background: ABO-incompatible (ABOi) kidney transplantation commonly included 
splenectomy to reduce B-cell abundance and antibody titers. However, recent 
advances have made splenectomy unnecessary; pharmacological treatments (e.g., 
rituximab) are now used in place of splenectomy to achieve complete depletion of 
B-cells in peripheral blood.
Patients and Methods:Our hospital began performing ABOi kidney transplantation 
with splenectomy in July 1992.In this retrospective study, we evaluated the rate of 
adverse events associated with splenectomy in ABOi kidney transplant patients to 
determine whether ABOi kidney transplantation with splenectomyis associated 
with an increased rate of infection. Between July 1992 and December 2008, 40 
cases of ABOi transplantation with splenectomy and 198 cases of ABO-compatible 
(ABOc) transplantation were performed in our hospital. We compared the fi ve-year 
infection free rate in these patients from 2009 and 2013 using Kaplan-Meier method 
and log-rank test.
Results:Between 1992 and December 2008, 6 patients in the ABOi group and 
44 patients in the ABOc group were readmitted for dialysis and/or had died. The 
remaining 34 patients in the ABOi group and 154 patients in the ABOc group were 
included in the study. A total of 18 patientsin the ABOi group and 62 patientsin the 
ABOc group were treated for infection. Five-year infection free rates were 47.0% 
in the ABOi group and 59.7% in the ABOc group (p=0.151).

The splenectomy group was vaccinated against pneumococcal infection, and no 
increase in the rate of infection was observed post-splenectomy.
Conclusions: No signifi cant difference was seen in the infection rate among patients 
receiving ABOi kidney transplants with splenectomycompared with that among 
patients receiving ABOc kidney transplants.
DISCLOSURES: Ichimaru, N.: Grant/Research Support, Astellas, Novarits, Chugai.

Abstract# D2470 
Hyposplenism Increases The Risk of Recurrent Urinary Infection 
in Renal Transplant Recipients. S. Rioja,1 E. Kasai,2 M. Orlando,2 S. 
Lucena,3 N. Araujo.1 1Nephrology, University of the State of Rio de Janeiro, 
Rio de Janeiro, Brazil; 2Nuclear Medicine, University of the State of Rio 
de Janeiro, Rio de Janeiro, Brazil; 3Haematology, University of the State 
of Rio de Janeiro, Rio de Janeiro, Brazil.
BACKGROUND: In our unit, we noticed that patients with long-standing functioning 
renal graft compared to those soon after post-transplant showed smaller spleen on 
ultrasound along with haematological pictures of splenic dysfunction. To address 
this issue, we submited them to Sn-colloide hepatosplenic scintigraph to confi rm 
the presumed reduction of splenic function. Hypsplenism is known to increase 
susceptibility to infection. Accordingly, the authors decided to investigate if transplant 
recipients would have higher risk to recurrent urinary tract infection (UTI) caused 
by encapsulated bacteria due to poor splenic function. METHODS: The study was 
a cross-sectional survey based on single samples. Hepatosplenic scintigraphy was 
performed at 20 min following i.v. injection of 5mCi of 99mstannous colloid on an out 
patients basis. The splenic uptake of the colloid on the posterior view was classifi ed 
in relation to the liver uptake into decreased or equal. In accordance with the results, 
the patients were assigned to normal or reduced spleen function group. Further, the 
episodes of UTI were drawn from medical records. Immunosuppressive regimen 
use corticosteroid, azathioprine or mycophenolate and calcineurin inhibitors or 
m-TOR inhibitors. RESULTS: We enrolled 98 patients (62 men; 36 women; 57 from 
a deceased donor and 41 from a living donor); the mean age was 48 years (range 
23.0-74.0 years). Mean transplant duration was 2446 days (range 181-8978 days). 
According to the scintigraphy, the prevalence of hyposplenism was 30.6% for the 
whole group. 42 out 98 patients developed recurrent UTI (defi ned as two episodes 
in six months or three episodes in a year). The risk for the disease was higher in 
the group with reduced spleen function (OR=2.47; IC 95% 1.02-5.98; p=0.043). 
In 27% of these patients, Escherichia coli was the single infecting organism, in all 
UTI episodes. In the majority, E. coli took turns with different Enterobacteriaceae 
or gram positive bacteria. DISCUSSION: Our fi nding shows that renal transplant 
recipients may develop signifi cant poor splenic function. Accordingly, we speculate 
that the increased UTI episodes would be due a defi ciency of IgM memory B cells 
and IL-10, known to be related to the impairment of splenic function.

Abstract# D2471 
Methenamine Hippurate for Secondary Prevention of Recurrent 
Urinary Tract Infections in Kidney Transplant Patients. T. Khan, P. 
Nandigam, A. Arif, K. Ranganna, G. Malat, S. Guy, A. Doyle. Drexel 
University College of Medicine, Philadelphia.
Introduction: Urinary tract infections (UTIs) are a common complication 
following kidney transplantation, and can lead to signifi cant morbidity including 
hospitalization, antibiotic use, and reduced allograft survival. Multiple factors are 
associated with an increased risk of UTIs including the use of immunosuppression, 
short ureters, low bladder volumes, female gender, and diabetes mellitus. A subset 
of kidney transplant recipients suffer recurrent UTIs, the optimal strategy to mitigate 
the risk of future infection remains unclear. Although some have advocated for 
antibiotic prophylaxis, long-term use of antibiotics is often ineffective and leads to 
increased drug resistance.Methenamine Hippurate (MH) is a non-classical antibiotic 
oral agent that can be used to treat or to prevent UTIs. The methenamine component 
is converted into formaldehyde in acidic urine, which has antibacterial activity. The 
Hippurate component is also excreted in the urine as hippuric acid, which keeps 
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urine acidic. It has not been associated with resistance or with the development of 
C.Diifi cile colitis. It is generally well-tolerated, associated with minimal side effects 
and is cost effective. It is not been reported to be effi cacious for pseudomonas and 
requires a bladder to be effective. We present our experience of successful secondary 
prevention of recurrent UTIs in 4 kidney transplant recipients utilizing MH.
Materials and Methods: A retrospective chart analysis was done on 4 renal transplant 
recipients with recurrent UTIs, who were started on MH .In each case, patients 
were instructed on strategies to fully empty their bladder, advised to drink at least 2 
liters of fl uids per day, and then were started on methenamine 1g BID. We noticed 
dramatic decrease in UTIs. Total UTIs reported were 19 over the course of 2 years 
prior to starting MH. This number decreased to only two UTIs after being on MH 
for over two years. Each of the patients tolerated the medication well, with no 
reported adverse effects. One patient had 2 episodes of UTIs while on methenamine, 
He had additional risk factors including Detrusor instability requiring intermittent 
catheterizations and failed pancreatic transplant.
Conclusion: Our experience suggests that MH is well tolerated, safe and should 
be considered as part of strategy to prevent recurrent UTIs in kidney transplant 
recipients.

Abstract# D2472 
Late-Onset Pneumocystis Pneumonia in Kidney and Heart Transplant 
Recipients. S. Choi, J. Grein, J. Kobashigawa, S. Jordan, P. Zakowski. 
Infectious Diseases, Cedars-Sinai Medical Center, Los Angeles, CA.
Background
Pneumocystis jiroveci pneumonia(PCP) is a well-known opportunistic infection in 
solid organ transplant(SOT) recipients. Since routine implementation of prophylaxis; 
the overall incidence has decreased to less than 5%; however PCP several years post 
transplant has been emerging. The majority of PCP is known to occur within a year 
and the risk beyond 1year is poorly defi ned. We aimed to characterize late-onset 
PCP among SOT recipients in our institution.
Method
We conducted a retrospective descriptive analysis of PCP patients diagnosed at our 
institution. From Jan.1,2009 to Aug.31,2013, ten SOT patients were diagnosed with 
PCP. Additional patients were searched for using diagnosis code. PCP diagnosed 
less than 1year posttransplant or HIV infection were excluded. All were diagnosed 
with organism stained in BAL specimen or lung tissue. We assessed the duration of 
onset and clinical characteristics.
Results
Four kidney transplant and three heart transplant patients were studied. Data is 
summarized.
Case 1 2 3 4 5 6 7
Age 59 50 64 37 65 72 63
Sex f f m m m m f
Transplant kidney kidney kidney kidney heart heart heart
Onset(Days) 478 2,275 3,239 5,131 3,179 3,339 8,196
Prior Rejection Y Y Y Y Y N Y
Active CMV 
viremia Y Y N Y N N N
Prophylaxis 
posttrans-
plantation

Y Y Y Y n/a n/a n/a

Immunosup-
pressive agent

Mycophenolic 
acid(M) M M M M M Evero-

limus
Prednisone(P) P P P P P P
Tacrolimus(T) cyclo-

sporine T T T Sirolimus T

Symptoms
fever - + + + - + +
dyspnea + + + + + + +
cough + - + - + + +
weight loss + - - + - - -
fatigue - - - - + + -
Radiologic 
fi nding
bilateral 
insterstitial 
pneumonia

+ + + -(normal) + + +

Mechanical 
ventilator N N N N N Y Y
WBC count
(×103cells/μL) 11.6 3.8 9.9 4.7 8.6 7.5 12.8
Lymphocyte 
count
(×103cells/μL)

0.23 0.11 0.4 0.56 0.34 0.26 0.51

Treatment TMP/SMX TMP/
SMX

atova-
quone

TMP/
SMX TMP/SMX atovaquone TMP/

SMX
Outcome Improved(I) I I I I I Died

Conclusions
We describe 7 patients with late-onset PCP following SOT. The median duration from 
transplantation to diagnosis was 8.9years(3,239days), ranging 1.3-23.4years(478-
8,196days). All patients had low lymphocyte count(median 0.34×103cells/μL) 
with relatively normal leukocyte count. There is a limited data on late-onset PCP 
and optimal duration of prophylaxis has not been standardized. A high index of 
suspicion should be maintained for PCP even many years after transplantation. 
The lymphopenia may play a role in prompt diagnosis although further studies are 
needed to confi rm this fi nding.

Abstract# D2473 
Renal Transplantation in Older Patients: Distinct Survival Advantage 
With a Higher Infection Risk. Z. Moinuddin, L. Tognarelli, H. 
Khambalia, R. Dhanda, B. Forgacs, A. Tavakoli, R. Pararajasingam, T. 
Campbell, D. van Dellen, T. Augustine. Department of Transplant Surgery, 
Manchester Royal Infi rmary, Manchester, Lancashire, United Kingdom.
Introduction: There is an annual increase in the number of elderly patients with 
end-stage renal failure (ESRF) requiring renal replacement (RRT) therapy. In this 
cohort, renal transplantation remains the optimal form of RRT with confi rmed 
evidence for enhanced survival benefi t. However, clinician reticence persists in 
light of scarce allograft resource and concerns regarding potential complications, 
especially due to the burden of immunosuppressive load. We aimed to compare 
survival and transplant risk in elderly patients post transplantation with a comparable 
group on the waiting list.
Methods: Retrospective analysis was performed of older patients (>60 years old), 
on dialysis for ESRF, who underwent kidney transplantation (n=164) and those 
remaining on the waiting list (n=400) as a comparable control (May 2007 - Nov 
2012.) The primary endpoint was patient mortality. Potential confounding factors 
(cardiovascular status and other co-morbidities, age, gender, time on dialysis and 
time on waiting list) were analysed. The incidence of opportunistic infections in 
the transplanted group was also analysed (CMV, BK/JC and EBV) as a secondary 
endpoint.
Results:  The overall mortality in the transplant group was 4.3% (7/164) which 
was signifi cantly less than the mortality in the waiting list group (10.5%; 42/400; 
p=0.02, Fisher’s exact test). The 30-day and 1-year survival in the transplant group 
was 99.4% (163/164) and 96.8% (153/158) respectively, which was not signifi cantly 
different from the waiting list group (100% and 97.8%; p=NS, Fisher’s exact test). 
However, 5-year survival was signifi cantly better in the transplant group at 97% 
(27/30) versus 43.8% (32/73) in the waiting list group (p=0.0001, Fisher’s exact 
test). There was no difference in any potential confounding factors or medical 
co-morbidities. Opportunistic infection rate in the transplant group was 40.1% 
(CMV- 23%, BK/JC- 3.7%, EBV- 3%, Recurrent UTI’s- 11%).
Conclusions: Renal transplantation offers a signifi cant survival advantage over 
dialysis as renal replacement therapy in elderly patients with ESRF who are eligible 
and fi t for transplantation. However, the high rates of opportunistic infections in the 
elderly transplanted patients may suggest an element of over-immunosuppression in 
this cohort of patients necessitating consideration of a tailored regimen to improve 
outcomes.

Abstract# D2474 
Use of Thalidomide for the Treatment of Aphthous Stomatitis in 
Kidney Transplant Patients. L. Hernandez,1 F. Gonzalez,2 A. Arminio.1 
1Servicio de Nefrologia, Dialisis y Transplante, Hspital Universitario 
de Caracas, Caracas, DC, Venezuela, Bolivarian Republic of; 2Servicio 
de Dermatologia, Hospital Universitario de Caracas, Caracas, DC, 
Venezuela, Bolivarian Republic of.
Objectives: This study investigates the effect of thalidomide as a treatment for 
aphthous stomatitis caused by the use of inhibitors of mammalian target of rapamycin 
(mTOR / Sirolimus or Everolimus ) in kidney transplant patients.
Background : The aphthous stomatitis (AS) is a common complication in 25 % 
of kidney transplant patients using mTOR. The AS are small ulcers that affect the 
nonkeratinized oral and buccal mucosa, mouth or tongue ventral surface; appears 
early after the introduction of mTOR and occurs at any dose in our study population. 
The ulcerative stomatitis produces pain, diffi culty for mastication leading to poor 
nutrition.
Methods : We studied 425 renal transplant patients receiving mTOR (309 with 
Sirolimus and 116 with Everolimus ). In the last 8 years, 89 patients were described 
to have stomatitis. After decreasing the dose of mTOR and the use of oral antiseptics 
without improvement, thalidomide at 50 mgs daily for 7 days was prescribed; the 
patient were under observation for the evolution.
Results: Of a population of 425 renal transplant patients receiving mTOR, 89 
patients (22 % ) have AS, 75 patients were receiving sirolimus (81%) and the other 
14 (19%) were receiving everolimus. 20% were receiving steroid-free regime, 97 % 
were in therapy with mycophenolate sodium and 3% with azathioprine. The doses 
of mTOR in those patients with stomatitis were decreased. Some buccal antiseptics 
were used and in some patients the sodium mycophenolate dose were decreased as 
well, without any important improvement. Thus, thalidomide was started at a dose 
of 50 mg daily for 7 days, showing improvement in pain at the second and third 
day and total cure of the ulcer at the 5th or 6th day, maintaining that minimum dose 
of mTOR. 25 % of relapses were observed, for those relapses an equal thalidomide 
regimen was reinitiated, showing the very same improvements.
Conclusions: AS is common in transplant patients when therapy is initiated with 
mTOR, and with an incidence of 80%, in patients receiving sirolimus and 20% 
in patients receiving everolimus, all of these related to the immunosuppression 
condition.
Thalidomide with its immunomodulator and anti-infl ammatory effect counteracts 
the side effect of AS and can be stated as initial therapy for AS with a dose reduction 
of the immunosuppressant when possible.
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Abstract# D2475 
BK Virus Epigenetically Regulates Transcription of Genes in 
Proximal Tubular Cells of Kidney. M. Borkar, L. Tibbles. Department 
of Nephrology, University of Calgary, Calgary, AB, Canada.
Background: BK virus induces fi brosis which promotes graft failure in transplant 
recipients. Epigenetic regulation has been shown to play a key role in controlling 
epithelial mesenchymal transition ultimately leading to fi brosis. DNA methyl 
transferase 1 (DNMT1) is a key regulator of DNA methylation (an epigenetic 
mechanism) which hypermethylates promoters to silence certain genes. EMT can 
be characterized by loss of expression of epithelial markers, for example E-cadherin 
and the basement membrane component Collagen IV.
Hypothesis: Our hypothesis is that BK virus epigenetically modifi es host epithelial 
cells to induce EMT and fi brosis.
Aim: To determine the mechanisms BK virus uses to induce EMT and fi brosis in 
human proximal tubular cells (HPTCs).
Methods: HPTCs were infected with BK polyoma virus and RNA/DNA isolation 
was carried out. Induction and repression of gene expression was measured using 
RT-PCR. Methylation Specifi c PCR (MSP) was performed to analyze the DNA 
methylation signature of the promoter segment of the COLIVA1 gene. To test whether 
the epigenetic mechanism that BK polyoma virus uses is DNA methylation, the cells 
were treated with 5-Azacytidine demethylating agent. The statistical calculation was 
performed by using Graphpad Prism version5 and REST 2009 software.
Results: RT-PCR demonstrated increased expression of transcription factor E2F1 
(p-value 0.001) required for cell cycle induction. RT-PCR also demonstrated 
the upregulation of DNMT1 (DNA methyltransferase required for epigenetic 
downregulation of genes) and the TAp73 gene (p53 family), both of which are 
E2F1 regulated genes. COLIVA1 expressison was downregulated (signifi cant 
p-value=0.003), and by Methylation Specifi c PCR (MSP) shown to be epigenetically 
controlled by the hypermethylation of the promoter sequence in BK polyoma virus 
infected HPTCs compared to non-infected cells. 5-Azacytidine treatment increased 
the expression level of COLIVA1 with mean factor 30.368 demonstrating the 
mechanism to be DNA methylation.
Conclusion: Our results suggest that BK polyoma virus epigenetically orchestrates 
the fi brosis by inducing E2F1 for cell cycle progression and promotes EMT by 
DNA methylation.
Signifi cance: Understanding of epigenetic mechanisms controlling fi brosis is critical 
to abrogate the negative effects of viral infection in promoting long-term graft loss.

Abstract# D2476 
Late Incidence of Pneumocystis jiroveci Pneumonia in Renal 
Transplant Recipients and the Role of Trimethoprim-Sulfamethoxazole 
in Long Term Prophylaxis: A Single Center Experience. P. Rajendran, P. 
Krishnan, P. Ramadas, M. Bhaskaran, E. Molmenti. Transplant Program, 
North Shore-LIJ, Manhasset, NY.
Background:
Renal transplantation is the standard of care for end stage renal disease (ESRD). 
The number of patients on lifelong immunosuppressant regimens have increased. 
With improved recognition of the role of immune system in late allograft failure, 
minimization of immunosuppression has become less popular. Therefore we think 
that the temporal profi le of opportunistic infections occurring post-transplant such as 
Pneumocystis jiroveci pneumonia (PCP) has changed and there has been reports of 
delayed occurrence of such infections. TMP-SMX (trimethoprim-sulfamethoxazole) 
has been the drug of choice for prophylaxis in renal transplant recipients (RTR), 
commonly prescribed for three, six or twelve months post-transplant in various 
centers.
Methods:
For this study we reviewed the medical records of 144 RTR who were followed 
at the center from January 2007 to June 2013. We analyzed the patient records for 
data including time since transplant, immunosuppression and prophylaxis protocols, 
clinical and laboratory data such as clinical symptoms, WBC count, LDH levels, 
specifi c diagnostic tests to identify the infection, treatment given and outcome.
Results:
Two documented cases of PCP were identifi ed from among 144 RTR, both of 
which occurred after they were weaned of TMP-SMX prophylaxis on completion 
of conventional protocols. In short only 1.38% of RTR developed PCP and both of 
them (100%) occurred after one year post transplant. They were off TMP-SMX and 
were found to have elevated LDH levels, leukopenia, absolute lymphopenia and had 
no other co-infections. Both developed severe respiratory failure with a prolonged 
hospital course and one of them succumbed to death.
Conclusion:
PCP is of signifi cant concern in early RTR. However it can occur several years post-
transplant as mentioned above. At present there are no uniform recommendations 
for long term TMP-SMX therapy in RTR. We feel that these may be averted by 
expanding the duration of PCP prophylaxis over a longer period.
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Abstract# D2477 
Can Mg Blood Levels in Renal Transplant Recipients Predict Allograft 
Outcome? T. Hod, A. Chandraker. Transplant Research Center, Brigham 
and Women’s Hospital, Boston.
Introduction. Hypomagnesemia is prevalent after renal transplantation, especially 
in those receiving calcineurin inhibitors (CNI). Hypomagnesemia has been found 
to be correlated with higher CNI levels. Hypomagnesemia has also been associated 
with new onset diabetes after transplantation and also hyperparathyroidism post renal 
transplantation, a known risk factor for vascular calcifi cations and nephrocalcinosis.
Little, however, is known about the relationship between magnesium (Mg) levels 
and allograft outcome.
Methods. We conducted a retrospective single-center pilot analysis (N=80) in 
order to assess Mg blood levels post transplant association with allograft outcome.
Results. Subjects had a mean age of 49±15 with 57.5% being male. Patients were 
divided into 2 groups (See Table 1) based on the median Mg level measured bewteen 
1-12 months post transplant. Surprisingly those with median Mg level< 1.7 mg/dL 
(N = 39) versus median Mg level ≥ 1.7 mg/dL (N=37) had lower serum creatinine 
(Scr) values 3 years post transplant (mean Scr±SD of 1.35±0.51 and 1.78±0.87 
respectively, p = 0.018) and a higher GFR (mean GFR±SD of 54.5±15.86 and 
46.5±17.8 , p=0.04). There were three allograft failures in the low Mg group and 
one allograft failure in the high Mg group.
Conclusions. Lower Mg levels post transplant are associated with better long term 
renal graft outcome in renal transplant recipients despite the known association of 
hypomagnesemia with diabetes and CNI toxicity. Mg levels may serve as a marker 
of better renal tubular function.
Table 1: Baseline Characteristics of the low Mg group (Mg<1.7) versus the high 
Mg group (Mg ≥1.7)

Mg<1.7 (N=39) Mg≥1.7 (N=37) P value
Age 42 (14) 52(16) 0.303
Gender
Males 21 (53.8%) 23 (62.2%) 0.469
Females 18 (46.2%) 14 (37.8%)
Race/Ethnicity
White 28 (72%) 23 (62%) 0.6
Black 6 (15%) 8 (22%)
Asian 2 (5%) 4 (11%)
Hispanic 3 (8%) 2 (5%)
ESRD d/t diabetes 8 (21%) 12 (32%) 0.2
Transplant Type
LRD/LURD 18 (46%) 20 (54%) 0.5
DDRT 21 (54%) 17 (46%)
DCD/ECD 10 (25.6%) 11 (29.7%) 0.7
Type of induction
Simulect 25 (64%) 24 (65%) 0.96
Thymoglobulin 11 (28%) 11 (30%)
None 3 (8%) 2 (5%)
CNI 34 (100%) 36 (97%) 0.3
DGF/SGF 8 (20.5%) 10 (27%) 0.48
Scr 3 months post Tx 1.4 (0.58) 1.73 (0.63) 0.038
Scr 1 year post Tx 1.33 (0.54) 1.66 (0.6) 0.03
Scr 3 years post Tx 1.35 (0.51) 1.78 (0.87) 0.018
GFR 3 years post Tx 54.5 (15.86) 46.5 (17.8) 0.04
Continuous variables are presented as means (and standard deviations), categorical 
variables are presented as number of patients (and % of the entire group).

Abstract# D2478 
Early Graft Loss After Kidney Transplantation: Risk Factors and 
Consequences. M. Hamed,1 L. Pasea,2 J. Bradley,1 G. Pettigrew,1 K. 
Saeb-Parsy.1 1Department of Surgery, Addenbrookes Hospital, Cambridge, 
United Kingdom; 2Centre for Applied Medical Statistics, University of 
Cambridge, Cambridge, United Kingdom.
The increasing use of kidneys from marginal donors may be associated with a higher 
risk of early graft loss, which is a potentially catastrophic outcome. However, the 
risk factors and consequences of early graft loss after kidney transplantation have not 
previously been examined among different donor types. Recipients of kidney-only 
transplants between January 2002 and April 2012 in our centre who suffered graft 
loss within 30 days were identifi ed from a prospectively-maintained database. Factors 
associated with early graft loss were determined by multivariate analysis. Within the 
study period,1090 patients received a kidney-only transplant: 435 (39.9%) received 
grafts from donors after circulatory death (DCD), 366 (33.6%) from donors after 
brain death (DBD) and 289 (26.5%) from living donors. Early graft loss occurred 
in 52 (4.8%) recipients. Causes included acute vascular occlusion (19; 1.7%), 
primary non-function (19; 1.7%), haemorrhage (7; 0.6%) and rejection (3; 0.3%). 
Only DCD donor type was a signifi cant risk factor for early graft loss (p=0.006), 
although one-year graft survival after DCD and DBD transplantation was similar 
(89.9% vs 93.2%; p=0.089). Patients with early graft loss had 8.5 times increased risk 
of death (p<0.001; fi gure 1); their one-year patient survival was less than those on 
the waiting list (76.9% vs 88.8%), but 5-year patient survival in the early graft loss 
group was better (69.3% vs 51.4%; log–rank test: p=0.030). Re-transplantation after 
early graft loss was associated with a good outcome with a one-year graft survival of 
86.7%. Our fi ndings suggest that DCD donation is a signifi cant risk factor for early 
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graft loss. Early kidney graft loss, irrespective of donor type, is a major risk factor 
for patient mortality. However, long-term patient survival after early kidney graft 
loss is still superior to the survival of those who remain on the waiting list. Kidney 
re-transplantation was associated with a high success rate and should be considered.

Abstract# D2479 
Acute Kidney Injury (AKI) From Hemodynamic Factors Infl uence 
Allograft Outcome in Kidney Transplant Recipients. K. Kandukurti,1 
A. Dwivedi,2 R. Gumber,1 K. Ivaturi,1 S. Patel,1 R. Sharma,1 M. Laftavi,1 
M. Zachariah.1 1Internal Medicine/Nephrology/Surgery, SUNY at Buffalo, 
Buffalo, NY; 2Division of Biostatistics & Epidemiology, Department of 
Biomedical Sciences, Texas Tech University Health Sciences Center, El 
Paso, TX.
Background: The clinical course of kidney transplant recipients with one or 
more episodes of acute kidney injury (AKI), as well as graft-recipient cofactors 
contributing to allograft susceptibility to AKI are not well characterized.
Methods: We studied 447 kidney transplant recipients who were transplanted between 
September 2004 and December 2010. AKI was defi ned by both RIFLE (Risk, Injury, 
Failure, Loss of kidney function and End stage) and AKIN (Acute Kidney Injury 
Network) criteria. Data were described using appropriate summary measures. 
Unpaired t-test was used to compare the continuous baseline data according to AKI 
status while Fisher’s exact test was used to compare the categorical data according 
to AKI status. Graft failure is defi ned as reaching end stage renal disease (ESRD) 
or requiring dialysis. Deaths are treated as censored events. Cox regression analysis 
was performed to assess the association of cofactors with graft survival. Results 
were reported using hazard ratio (HR) with 95% confi dence interval (CI). P-value 
less than 5% were considered as signifi cant results.
Results: The median follow up was 47.48 months. A total of 53 (11.8%) patients 
had graft failure and 41 (9.1%) patients died during follow up. Out of 447 patients, 
55.5% had AKI. Among patients with AKI, rejection at AKI was 18.6%, majority of 
patients had AKIN stage 1 (64.9%) followed by stage 2 (19%). Death censored graft 
survival rate was found to be 85% at 5 years. Graft survival correlated with staging 
of AKIN classifi cation as follows, 88%, 74%, 51%, and 28% for stages 1, 2, 3 and 
4 respectively. Recipients with one or more episode of AKI showed inferior death 
censored graft survival (79% vs.97% at 5 years; p<0.001) compared to none. AKI 
was an independent risk factor for graft loss in co-variate adjusted risk analysis for 
graft survival (aHR = 3.68, CI 1.43-9.45, p=0.0068) in addition to cold ischemia time 
(aHR=1.08, CI 1.04-1.12, p=0.0001). Conclusion : Acute kidney injury may be a 
modifi able risk factor for graft loss after kidney transplantation and should be better 
characterized in order to implement optimal treatment and prevention strategies.

Abstract# D2480 
Delayed Graft Function Is a Strong Negative Outcome Predictor in 
Kidney Transplant Recipients Independent of Surveillance Biopsy 
Findings. R. Aiyer, R. Bakthavatsalam, N. Kieran, E. Kendrick, C. 
Blosser, S. Rayhill, N. Leca. Nephrology and Transplant Surgery, 
University of Washington, Seattle.
Multiple factors contribute to occurrence of delayed graft function (DGF) in renal 
allografts. We wished to evaluate the impact of DGF in 135 transplant patients that 
received surveillance biopsies at 3months post transplantation at our institution 
between Jan 2004 and Jun 2010. Patients with no biopsies or for-cause biopsies were 
excluded. We recorded clinical characteristics, outcomes, rejection diagnosis and 
semi-quantitative histological scores of infl ammation and fi brosis seen on biopsies.
Patients that experienced DGF had longer cold ischemia times; no other signifi cant 
differences were observed in baseline and biopsy characteristics. Rejection severity 
was mild.

DGF(n=11) No DGF (n=124) p value
Age(±sd) 46±12 47±12 0.64
Sex(male%) 73 52 0.22
BMI 26±6 26±5 0.96
CIT hrs 18±8 12±8 0.012
WIT min 36±15 38±11 0.68
Deceased-donor 11 93 0.068
PRA>20(%) 46 20 0.066
Biopsy time(d) 44±26 52±30 0.38
Creatinine at biopsy 1.2±0.3 1.3±0.3 0.58
Rejection 1 15 0.62
C4d positive 1 5 0.41
Chronicity 1.6±1.7 1.2±1.3 0.43
Infl ammation 0.6±0.8 1±1.1 0.23

DGF(n=11) No DGF (n=124) p value
Time f/u(mo) 53±39 59±28 0.48
Death 2 11 0.29
Graft failure 1 3 0.29
Combined 3 14 0.14
Creat.1yr 1.5±0.7 1.2±0.3 0.007
Creat. 3yr 1.9±1.6 1.3±07 0.05

The average follow up time was similar. The DGF group exhibited signifi cantly 
higher creatinine levels at 1 and 3 years after transplantation.
Kaplan-Meier survival curves are shown, log-rank test=0.07.

The cumulative incidence of death and graft failure was not signifi cantly different, 
however, on time to event analysis, the presence of DGF was associated with an 
unadjusted risk for death and allograft failure of 3.26(95%CI:.92,11.6), p=0.07 
and 4.79(95%CI: 1.3, 17.7), p=0.019, after adjustment for rejection and creatinine 
levels at biopsy.
Our results suggest a signifi cant negative prognosis conferred by presence of DGF 
in relation to allograft function and survival. This effect appears independent of 
histological changes detected on the 3month surveillance biopsies.
DISCLOSURES: Leca, N.: Grant/Research Support,  Investigator initiated research 
Novartis.

Abstract# D2481 
The MKTS: An Early Prognostic Score of Mortality After Kidney 
Transplantation. M. Lorent,1,2 Y. Foucher,1,2 K. Trebern-Launay,2,1 C. 
Legendre,4,5 H. Kreis,4,5 G. Mourad,6 V. Garrigue,6 L. Rostaing,7,8 N. 
Kamar,7,8 M. Kessler,9 M. Ladriere,9 E. Morelon,10 F. Buron,10 M. Giral.2,3 
1EA 4275 Sphere, Nantes University, Nantes, France; 2Transplantation, 
Urology and Nephrology Institute (ITUN), Inserm U1064, CHU Nantes, 
Nantes, France; 3CIC Biotherapy, CHU Nantes, Nantes, France; 4Service 
de Transplantation Renale et de Soins Intensifs, Hopital Necker, APHP 
Paris, Paris, France; 5Universite Paris Descartes et Sorbonne Paris 
Cite, Paris, France; 6Service de Nephrologie-Transplantation, Hopital 
Lapeyronie, Montpellier, France; 7Service de Nephrologie, HTA, Dialyse et 
Transplantation d’Organes, CHU Rangueil, Toulouse, France; 8Universite 
Paul Sabatier, Toulouse, France; 9Service de Transplantation Renale, 
CHU Brabois, Nancy, France; 10Service de Nephrologie, Transplantation 
et Immunologie Clinique, Hopital Edouard Herriot, Lyon, France.
A.Background: The risk of death after kidney transplantation varies between patients, 
and is associated with the variation in transplantation benefi t. In this context, 
developing early prognostic mortality scores in renal transplant recipients is thus 
useful for personalizing the medical decision-making process.
B.Methods: We developed a pre-transplant score, called MKTS, from a French 
prospective and multicentric cohort of 6,648 adult renal transplant recipients included 
between 2000 and 2012. The initial cohort was divided into two samples for training 
and validation. In order to construct the MKTS, we performed a parametric survival 
analysis from the training set. Its predictive capacities were evaluated by estimating 
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the area under time-dependent ROC curves (AUC) from the validation set.
C.Results: The MKTS includes fi ve variables: recipient age, time on dialysis before 
the surgery, history of diabetes and cardiovascular event, and number of previous 
transplantations. For a prognostic time at 10-year post-transplantation, the AUC 
associated with the MKTS was 0.74 (95% CI=[0.68–0.79]). Additionally, we 
proposed two cut-offs based on predictive values in order to stratify patients into 
three groups according to their risk of death. It is possible to use the MKTS through 
an application available at www.divat.fr/en/online-calculators/mkts.
D.Conclusion: This prognostic scoring system constitutes a useful tool for 
clinicians in patient transplant prioritization. Even if further validations on external 
and international cohorts are required, we have demonstrated that the MKTS 
outperformed existing scoring systems and can be computed early.

Abstract# D2482 
Protective Effect of N-Acetylcysteine On Early Graft Outcomes After 
Living Kidney Transplantation in Patients Older Than 60 Years: A 
Randomized, Double-Blind Clinical Trial. M. Soliman, F. Magdy, A. 
Soliman, K. Sadek. Medicine, Cairo University, Cairo, Egypt.
Background and objectives: Delayed graft function (DGF) is associated with 
adverse long-term outcomes in elderly renal transplant recipients. Ischemia-
reperfusion injury plays a crucial role in the development of DGF. This study 
evaluated the potential benefi ts of N-acetylcysteine on early graft outcome, as well as 
tubular cell injury measured by urinary biomarkers in the early post-transplant period.
Patients and Methods: The study was a randomized interventional double blind with 
parallel assignment. Its primary purpose was prevention of delayed graft function in 
this special group of patients. Elderly primary living renal graft recipients with their 
age more than 60 were randomly assigned to treatment (NAC) or control group and 
prospectively evaluated for 90 days. Exclusion criteria were patients unwilling to 
participate in the study and those who were unable to drink N-acetylcysteine during 
the fi rst 7 postoperative days(PO). Treatment group received N-acetylcysteine 600 
mg twice daily orally from 0 to 7th PO. Renal function was determined at 7th, 
15th, 30th, 60th and 90th PO. Graft function was evaluated by measuring of serum 
creatinine, estimation of creatinine clearance by Cokcroft- Gault formula and 
presence of dialysis free status by Kaplan-Meier actuarial curve of recipients free 
from dialysis after renal transplantation. Serum levels of thiobarbituric acid reactive 
substances (TBARS), which are markers of lipid peroxidation and oxidative stress, 
were determined using the thiobarbituric acid assay from 0-7th PO. Statistical 
analysis was performed using SPSS 16.0.
Results: Twenty seven patients were randomly assigned to NAC (n=16) or placebo 
(n=11). The incidences of DGF, slow graft function, and immediate graft function 
did not signifi cantly differ between the treatment and control groups (14.5% versus 
17.2%, 15.0% versus16.2%, and 69.5% versus 66.6%, respectively; P=0.3). The 
groups had similar levels of the urinary biomarker neutrophil gelatinase-associated 
lipocalin at multiple times points soon after transplantation; urine volume during 
fi rst 7 PO days and lastly creatinine clearance at 90 days PO.
CONCLUSIONS: This study did not show any clinically demonstrable benefi cial 
effects of NAC given orally during the early postoperative period in elderly transplant 
recipients in terms of reducing the incidence of DGF or improving the short-term 
allograft function.

Abstract# D2483 
Clinical Prediction Models of Patient and Graft Survival in Kidney 
Transplant Recipients: A Systematic Review. S. Singh,1,2 D. Naimark,1,2,3 
J. Victor,2,6 S. Kim.1,2,4,5 1Division of Nephrology, Department of Medicine, 
University of Toronto, Toronto, ON, Canada; 2Institute of Health Policy 
Managment and Evaluation, University of Toronto, Toronto, ON, Canada; 
3Division of Nephrology, Sunnybrook Health Sciences Center, Toronto, 
ON, Canada; 4Division of Nephrology and the Kidney Transplant 
Program, University Health Network, Toronto, ON, Canada; 5Division 
of Nephrology and the Renal Transplant Program, St. Michael’s Hospital, 
Toronto, ON, Canada; 6Institute for Clinical Evaluative Sciences, 
University of Toronto, Toronto, ON, Canada.
Background Identifi cation of kidney transplant recipients (KTR) at higher risk for 
mortality and graft failure remains a challenge for the clinician. Several clinical 
prediction models (CPM) of patient and graft survival have been developed to help 
identify these individuals. Evaluation of the quality, validity and performance of 
these models is essential prior to clinical use.
Purpose To systematically review CPM of patient and graft survival in KTR.
Methods Medline and EMBASE were searched from 1966 to 2013 for English 
language articles. Eligible studies included CPM of patient and graft survival 
in adult &/or pediatric KTR with at least 100 patients. Data was extracted by 2 
independent reviewers.
Results A total of 11 studies were identifi ed which included 3 studies (15 models) 
of patient survival, 9 studies (26 models) of graft survival in primarily deceased 
donor KTR and 2 studies (5 models) of graft survival in living donor recipients. 
Model discrimination was modest with c statistics of 0.60 to 0.75 for patient survival 
models, 0.61 to 0.90 for graft survival models in primarily deceased donor KTR and 

0.71 to 0.88 for graft survival models in living donor recipients. Calibration was 
reported in 8 of the 11 studies and external validation of the models was done in 4 
studies. One study met the criteria for clinical usefulness.

Conclusion The majority of existing CPM have modest discriminatory ability. 
Reporting of other measures of model performance is variable and external validation 
of models is inconsistent. Further study is needed to validate existing models &/or 
develop clinically useful prediction models.

Abstract# D2484 
Primary Non Function After Deceased Donor Kidney Transplantation: 
Risks and Consequences. Y. Al-Shraideh, R. Stratta, A. Farney, G. 
Orlando, A. Palanisamy, A. Reeves-Daniel, J. Bodner, V. Uloko, S. 
Winfrey, S. Kaczmorski, W. Doares, M. Mangus, M. Gautreaux, S. 
Iskandar, J. Rogers. General Surgery, Wake Forest Baptist Medical Center, 
Winston-Salem, NC.
Study aim is to assess the risks and outcomes of primary non function (PNF) 
after deceased donor kidney transplantation (DDKT). Methods: Single center 
retrospective analysis of 847 DDKT from 1/1/08-11/30/13 using Alemtuzumab/
Tac/MPA/steroids. Minimum follow-up was 3 months. PNF was defi ned as dialysis 
dependence or creatinine clearance≤20 ml/min at 3 months post-transplant. Kidney 
Donor Risk Index (KDRI) was computed using the UNOS/OPTN KDRI calculator, 
version 1.1. Results: 35/847 (4.1%) patients (pts) had PNF. 8 grafts were lost to early 
technical failure (TF) and 27 technically successful transplants met PNF criteria. In 
4/8 (50%) cases of TF a thrombophilia was identifi ed after graft loss. Excluding TF, 
ECD recipients were more likely to develop PNF (5.1% ECD, 2.3% SCD, P=0.031); 
pts with PNF were more likely to have higher KDRI (1.37 PNF, 1.15 no PNF, 
P=0.003), were more likely to have KDRI ≥1.1 (74% PNF, 26% no PNF, P=0.02), 
had longer preservation times (29 hrs PNF, 26 hrs no PNF, P=0.004), were older (63 
yrs PNF, 53 yrs no PNF, P=0.009) and predominantly female (70% PNF=female, 
46% no PNF=female, P=0.014). Pts with and without PNF were comparable with 
respect to proportions of DCD donors, use of machine preservation (MP), MP fl ow 
and resistance, HLA mismatch, etiology and duration of ESRD, recipient ethnicity, 
and BMI. Retransplant rate for pts with PNF was 17% (6/35); 2 pts had recurrent 
PNF and 4 have functioning grafts. In 12 cases of PNF the outcome of the mate 
kidney was known; 6 mates had PNF and 6 have functioning grafts. Actuarial pt 
survival with and without PNF is shown below.

1 yr 3 yrs
PNF 77% 67%
No PNF 96% 90% P<0.0001

Actual mortality was 11/35 (31%); causes of death were cardiac (6), infection (4), 
and liver failure (1). Conclusions: PNF after DDKT is an uncommon but devastating 
complication associated with a high short-term mortality rate that signifi cantly 
exceeds the known mortality of waitlisted dialysis pts. Both donor and recipient 
risk factors contribute to PNF, although recipient risk factors may be affected by 
pt selection bias for “marginal” kidneys. Some cases of TF may be preventable 
with selective thrombophilia screening of candidates. Careful donor and recipient 
selection is paramount to prevent PNF. Further study of PNF risk factors is warranted.

Abstract# D2485 
Pre-Transplant Angiotensin II Type 1 Receptor Antibodies: A 
Risk Factor for Decreased Kidney Graft Function at 12 Months 
Posttransplant? E. Hernandez-Mendez, J. Arreola, J. Ramirez, S. Calleja, 
N. Castelan, M. Salcedo, M. Vilatoba, A. Contreras, B. Gabilondo, J. 
Granados, L. Morales Buenrostro, J. Alberu. Transplantation, Nephrology, 
Inst. Nal. Ciencias Medicas y Nutricion SZ, Mexico City, Distrito Federal, 
Mexico.
Angiotensin II type 1 receptor antibodies (AT1Rab) are associated to a signifi cantly 
lower graft survival and a higher risk of AMR after kidney transplantation. This study 
aimed to evaluate graft function and BPAR during the 1st yr posttransplant (PT) in 
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114 adults kidney transplant recipients (KTR) between 03/09 to 08/12 (all from LD). 
Pre-KT sera were screened for AT1Rab (ELISA, CellTrend GmbH, Luckenwalde, 
Germany) and HLA-DSA (Labscreen, SAB cI & cII, One Lambda). AT1Rab was 
considered positive  ≥ 17 IU. 3 groups were analyzed: AT1Rab only; HLA-DSA 
only; and w/o AT1Rab and HLA-DSA. Multivariate linear regression analysis to 
1st yr eGFR were done including all the variables with a p value <0.1 from the 
univariate analysis. Results are depicted in the Table. No differences were observed 
in donor´s (D) eGFR, D/R gender/age, R BMI, KT number, HAP-matches, ischemia 
times across the groups nor tacrolimus trough levels, ACE inhibitor/AT1R blocker 
use or HTN during the 1st yr. Multivariate analysis showed 4 factors independently 
and signifi cantly associated with eGFR at 12mo PT: BPAR (-18.7 -28.2 to -9.26 
p<0.001), AT1Rab (-10.51 -20.9 to -0.095 p=0.048), D age (-0.42 -0.75 to -0.103 
p=0.010), and R age (-0.36 -0.67 to -0.048 p= 0.024).

Variable AT1Rab 
(n=13) DSA (n=8) w/o AT1Rab & 

DSA P
Mdn SCr mg/dL, eGFR ml/
min/1.73m2 @ 3 mo 1.36, 58.6 1.18, 65.7 1.09, 74.1 0.10, 0.08
Mdn SCr, eGFR @ 12 mo 1.48, 58.7 1.21, 58.4 1.14, 78.5 0.03, 0.03
Pts w/ BPAR, n(%)Time to 1st 
BPAR, moTCMR events, n AMR 
events, n

4 (31)6.1 (3.9-
10.3)3 2 1 (11)0.1601 12 (13)1.2 (0.2-

5.4)77
0.25 
0.090.120.65

Conclusions. In this study AT1Rab in pre-KT sera was an independent and signifi cant 
risk factor for decreased eGFR at 12 mo PT. This fi nding deserves to be confi rmed 
in a larger KTR population.

Abstract# D2486 
KDOQI Recommendations in Renal Transplant Patients Returning in 
Dialysis: Impact On Morbidity and Mortality. J. Aniort,12 B. Pereira,3 
S. Kaysi,1 C. Garrouste,1 C. Philipponnet,1 A. Tiple,1 M. Hadj abelkader,1 
A. Heng.12 1Nephrology Department, CHU Clermont-Ferrand, Clermont-
Ferrand, France; 2Faculte de Medecine, Auvergne University, Clermont-
Ferrand, France; 3Biostatistic Department, CHU Clermont-Ferrand, 
Clermont-Ferrand, France.
Introduction: Kidney transplanted patients returning to dialysis have a high morbidity 
and mortality rate. The factors responsible for this poor outcome are unknown. The 
management of chronic kidney disease complications is important to ameliorate the 
outcome of patients restarting dialysis. We compared retrospectively the proportion 
of renal transplant patients (T + ) and no-transplanted patients ( T -) who reached the 
recommended KDOQI targets at the moment of starting dialysis and also compared 
the 5-year mortality and number of hospitalization during the year after starting 
dialysis. Finally, we investigated whether better control of CKD complications 
could improve the prognosis of T +.
Patients and methods: 49 T+ and 49 T- matched for: age, center and comorbidities 
were included in the study at the time starting dialysis in fi ve dialysis centers in 
the Auvergne region between Janv 2000 and Dec 2010. Data regarding the CKD 
complications, medications, number of hospitalization one year following the 
beginning of dialysis, and cause of death if applicable were recorded.
Results: T+ patients achieved less frequently KDOQI targets for serum levels of 
hemoglobin, bicarbonate, albumin, calcium and phosphate and blood pressure 
control in comparison with T- patients. The differences observed could be explained 
in part by a lesser use of appropriate therapeutic for the T + patients. T + patients 
were hospitalized more frequently than T- patients. The major cause of T+ patients 
hospitalizations was infection. T+ patients mortality was higher in comparison with 
T-. In T+ patients the number of hospitalization days was independently related to 
malnutrition and infl ammation.
Conclusion : A better control of CKD complications is necessary in patients with T 
+ during the period prior to dialysis restarting .

Abstract# D2487 
The Faster the Better: Anastomosis Time Infl uences Patient Survival 
Significantly After Deceased Donor Kidney Transplantation. A. 
Weissenbacher,1 R. Oberhuber,1 S. Weiss,1 B. Cardini,1 H. Ulmer,2 C. 
Boesmueller,1 S. Schneeberger,1 J. Pratschke,1 R. Oellinger.1 1Department 
of Visceral, Transplant and Thoracic Surgery, Innsbruck Medical 
University, Innsbruck, Austria; 2Department of Medical Statistics, 
Informatics and Health Economics, Innsbruck Medical University, 
Innsbruck, Austria.
Introduction: Few data are available regarding anastomosis time (AT), often 
referred to warm ischemia time, and its impact on the long-term results after kidney 
transplantation. Aim of the study was to investigate whether AT correlates with 
patient and graft survival after kidney transplantation.
Methods: Retrospective analysis of 1245 consecutive deceased donor renal 
transplantations (DDRT) carried out between January 2000 and December 2010 
at the Medical University Innsbruck. Kaplan-Meier and log-rank analyses were 
carried out for one and fi ve year patient and graft survival. Multivariate Analysis 
(Cox regression) was carried out for parameters known to infl uence long-term 
survival. Anastomosis time was defi ned as the time from the start of anastomosis 
until reperfusion.

Results: Mean AT was 30.9 ± 9.6 SD minutes. Five year graft survival of allografts 
with an AT > 30 minutes was 76.6% and 80.6% in the group with an AT <30 
minutes (p=0.027).

Five year patient survival in the group with an AT > 30minutes was 86.9% compared 
to 85.7% in patients with an AT < 30 minutes (p<0.0001).

Cox regression analysis revealed AT, beside recipient BMI <18.5 kg/m2, recipient 
age, recipient gender, HLA-A-mismatch, DGF and HCV-infection, as an independent 
signifi cant factor for patient survival (HR, 1.021 per minute; 95% CI 1.006 to 
1.037; p=0.006).
Conclusion: As a longer AT closely correlates with inferior long-term patient survival, 
the warm ischemia time has to be considered as a major risk factor for inferior 
long-term results after DDRT.

Abstract# D2488 
Causes and Risk Factors for Early Re-Hospitalization After Kidney 
Transplant Surgery. A. Nasser, A. Noles, M. Doshi. Wayne State 
University School of Medicine, Detroit, MI.
Early re-hospitalization (ER) is common after kidney transplant surgery (KT), 
resulting in increased healthcare costs and recipient mortality. The goal of our study 
is to determine the incidence, causes, and risk factors, both medical and social, for 
ER in inner city population. A retrospective chart review was performed on all 
patients receiving KT between 2005 and 2012 at Harper Hospital, Detroit, Michigan; 
with graft function 90 days after KT. ER is a hospital stay of least 24 hours within 
90 days of KT. With 268 patients, the mean age was 49±12 years with 60% males, 
88% African-Americans (AA), 84.7% received a kidney from a deceased donor, 
5.6% were repeat KT, and 6.4% were pre-emptive KT. Patients were grouped as 1) 
requiring ER 142 (53%) and 2) no ER 126 (47%). Of the 142 experiencing ER, 71 
(50%) had multiple ERs. The most common causes of fi rst ER were AKI (15.5%), 
GI issues (12.7%), infections (14.8%), and surgical complications, including both 
technical issues and surgical wound infections, (14.1%). The reason for fi rst ER 
varied signifi cantly between genders (p=0.013). Infections, primarily UTIs, were a 
more common reason for ER in females, despite being on bactrim (18.6% vs. 4.8%). 
Males returned more frequently with AKI and surgical complications (14.3% vs. 
10.2% and 16.7% vs. 6.8, respectively). The most common reasons for subsequent 
ER were GI issues (26.2%), infections (21.4%), and AKI (10.7%). In univariate 
analysis, the patients requiring ER were more likely to be diabetics (68.5% vs. 31.5%; 
p=0.001), AA (57% vs. 27%; p=0.004), have a longer duration of dialysis (55.9 vs. 
66.4 months; p=0.041) and prolonged hospitalization following KT, i.e., >5 days 
(58% vs. 26%, p=0.042). Social variables such as provider of support after surgery, 
living arrangements, functional status, working status, and type of insurance did not 
signifi cantly affect the ER. In multivariate logistic regression analyses, the following 
were associated with increased risk of ER: history of diabetes, (OR 3.1,1.6-5.9; 
p<0.01), AA (OR 3.8, 1.2-12.5; p=0.03), and prolonged length of stay after initial 
KT (OR 3.1,1.0-9.5; p=0.04). ER remains a major problem in inner city transplant 
programs, with the majority of admissions occurring due to AKI, GI issues, and 
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infections. History of diabetes, AA race, prolonged duration on dialysis, and initial 
transplant hospitalization are risk factors while none of the social factors examined 
in the study were associated with increased risk of ER.

Abstract# D2489 
Quality Improvements and Lower Early Hospital Readmission 
With Prednisone-Free Renal Transplantation With Alemtuzamab 
Induction. F. Darras,1 P. Baron,1 F. Cheung,1 D. Bekofsky,1 E. Nord,2 
M. Abate,2 W. Waltzer.1 1Urology/Renal Transplantation, ; 2Medicine/
Nephrology, Stony Brook Medicine, Stony Brook, NY.
-Introduction & Objective:
Early hospital readmission (EHR) focuses on quality improvement (QI), and is thus 
an adverse event. National 30 day readmission after renal transplantation is 31%. 
This study is to identify factors to improve quality and EHR after renal transplant 
using a Prednisone-Free Protocol in renal transplant patients with Campath Induction.
-Methods: 
Retrospective medical record review of 312 consecutive adult renal transplants at 
Stony Brook from 1/1/08 to 12/31/12; 213 (68.3%) were from deceased donors 
(DD), half of those from extended criteria donors (ECD). All 312 received single 
dose Campath induction, plus 3 doses intravenous Solumedrol. Recipient age range 
18-79 years, and 201(64.4%) were male. EHR is readmission within 30 days after 
initial kidney transplant discharge. Recipient factors considered to be potential 
correlates of EHR were collected.
-Results:
In all, 45 recipients (14.4%) had EHR a mean of 8 days after initial discharge, 
signifi cantly lower from reported EHR of 31% (Chi-square=40.082, p=2.44E-10). 
Of the readmitted patients, mean age was 53 years (range 20-79), 25 (55.6%) were 
female, and 23 (51.1%) were African American. Risk factors we associated with 
higher likelihood of EHR include DD, longer initial length of stay, higher donor age, 
older recipient age, higher body mass index (BMI), longer operative time, delayed 
graft function, recipient race, hypertension and diabetes mellitus. The most frequent 
cause of readmission was acute renal failure defi ned as a creatinine rise >25% above 
postop nadir. During this time period, 1 year graft survival in all recipients based on 
SRTR data increased from 89% to 93%.
-Conclusions: 
Our lower EHR compared to other reported rates refl ects constant QI efforts and 
our Campath protocol with little early acute rejection. Active recipient teaching 
at initial evaluation and thorough re-evaluations while listed improves success 
and compliance. With 2 surgeons and 2 discharge coordinators, continuity of 
care, education and timely followup in a combined Urology/Renal Transplant/
Nephrology Clinic is enhanced. Weekly full team meetings review all service areas. 
The importance of improving and maintaining low EHR is magnifi ed as hospital 
reimbursements become more dependent on quality of care with readmission rates 
playing a signifi cant factor.

Abstract# D2490 
Reducing 30-Day Readmissions in Transplant Patients With a 
Multidisciplinary Team: Fruitful or Futile? B. Lukens,1 A. Warren,1 
C. Gregor,1 L. Miko,1 R. Khaim,1 M. Goldstein,2 V. Nair.1 1Mount Sinai 
Medical Center, New York, NY; 2Jackson Memorial Hospital, Miami, FL.
Introduction: Due to increased morbidity in patients readmitted post-kidney 
transplant, our institution implemented a protocol, Reducing Re-Admissions & 
Improving Sustained Compliance (RRISC), with the goal of reducing readmission 
rates by incorporating a multidisciplinary team approach to post transplant follow 
up care.
Methods: A team was created consisting of a nephrologist, transplant social worker, 
post-transplant clinical coordinator, transplant pharmacist, and coordinator. Patients 
were identifi ed based on the following criteria: hospital length of stay (LOS) >9 
days, diabetes (uncontrolled, new onset, or new insulin requiring), drains or catheters 
present, cognitive barrier to learning, poor social support, HIV, delayed graft function, 
language barrier, history of substance abuse, re-transplant due to non-compliance, 
age < 25 or >70, discharged to a rehab facility, or fi nancial constraints. After 
discharge, RRISC patients received daily phone calls by the coordinator until seen 
by a nephrologist, and twice weekly clinic visits (alternating specialty) in addition 
to standard of care. During each RRISC visit the patient’s blood pressure, urine 
output, blood sugars, education (ability to follow medication list), compliance and 
social support was assessed. Patient progress and readmissions at 30 and 90 days 
were monitored by the RRISC team through weekly meetings. Readmissions were 
recorded and categorized.
Results: During the fi rst 6 months of 2013, 82 patients received a kidney transplant 
and 19 were enrolled in the RRISC protocol. All RRISC patients were seen by a 
transplant coordinator, 18 seen by a transplant pharmacist, and 18 seen by a transplant 
social worker. Readmission rates at 30 and 90 days over the 2 quarters were 20.7% 
and 29.2% while readmission rates for the 6 months prior were 23.8% and 34.3% 
respectively. Reasons for readmission included complication of transplant (53%), 
medical illness (22%), metabolic disorder (22%), and non-compliance (3%).
Conclusion: We created a multidisciplinary team successful at following patients 
after transplantation. Readmissions continued to be present and were often for 

medical problems that may not have been preventable. Longer follow up is required 
to see if our multidisciplinary approach to higher risk patients will reduce long term 
readmission rates or affect patient or graft survival.

Abstract# D2491 
Impaired 6 Minute Walk Distance Predicts Poor Graft Survival in 
Kidney Transplant Patients. S. Anwar, M. Ashraf, S. Rizvi, S. Khalid, 
R. Delos Santos, C. Klein, J. Whelan, T. Horwedel, D. Brennan. Renal 
Division, Washington University School of Medicine, St Louis, MO.
Background: Impaired physical performance as assessed by 6-minute walk distance 
(6MWD) has been shown to be associated with all-cause mortality in various chronic 
illnesses. In lung and liver transplantation there is signifi cant relationship between 
baseline 6MWD and survival among patients who are on the wait-list which extends 
through transplantation.Methods: Patients who are unable to walk 1000 ft (~1/10 of 
a mile) in 6-minutes are generally excluded as transplant candidates at our center. 
We compared renal transplant recipients (RTR) who were transplanted between 
2002-10 with 6MWD less than 1000 feet (Group A) who had physical limitations 
precluding walking or other positive indicators leading to their listing to the rest of 
transplant cohort transplanted in the same time frame (Group B). Results: There 
were 39 patients in Group A, and they were older and more likely to be white and 
male compared to Group B . There was no difference in rates of deceased donor 
allograft rates in the two groups. The rate of graft loss and death at 1 year was 
similar between groups at year 1, however, in a univariate analysis (Cox proportional 
hazards) graft-loss at any time point, the hazard ratio (HR) for cumulative graft loss 
was 2.031 (95% CI 1.046-3.947). In the multivariate analysis including age, sex, and 
race , 6MWD <1000 was associated with a HR for graft loss of 2.160 (1.100-4.241).

Discussion: 6MWD is a practical and inexpensive test to measure functional status 
and has been validated as a predictor of morbidity/mortality in other solid organ 
transplant groups. In our series 6MWD <1000 ft appears to predict early graft loss 
in RTR, and > 1000 ft is a good predictor of long-term survival. Despite the fact 
that RTR with lower 6MWD likely had other positive prognostic indicators for graft 
survival, a low 6MWD was a strong predictor of graft loss.

Abstract# D2492 
Low Testosterone at Time of Transplant Independently Predicts Poor 
Patient and Graft Survival in Male Renal Transplant Recipients. D. 
Shoskes, H. Kerr, M. Askar, D. Goldfarb, J. Schold. Cleveland Clinic, 
Cleveland, OH.
Introduction: Low testosterone (T) is common in men with renal failure and 
has been associated with death on dialysis. While successful kidney transplant 
improves T in many men, it doesn’t in all. Low T has been correlated with graft 
loss in heart transplant recipients but has never been studied in kidney recipients. 
Our objective was to study serum T at time of transplant and correlate with patient 
and graft outcomes.
Methods: We identifi ed serum samples collected and frozen at time of transplant for 
immunologic testing in male recipients of primary kidney transplants done between 
6 and 10 years ago at our institution. In 198 recipients there was suffi cient serum to 
measure T. Initial analyses compared patients with low T (<220 ng/dl), “borderline” 
(220-350) and “normal” (>350). In all respects, the 40 patients with “borderline” 
values behaved like the 133 patients with normal values and therefore for these 
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analyses they were combined into the “normal” group. Contingency outcomes were 
analyzed by Fischer’s exact test, continuous values by student T test and survival 
curves by Gehan-Breslow-Wilcoxon tests.
Results: Patients ranged in age from 14 to 75 years (mean 48.9). There were 100 
living and 97 deceased donors and 53 (27%) recipients were diabetic. Serum T ranged 
from 48-2013 ng/dl (mean 477+/-251.3). There was no signifi cant difference in age 
between those with low and normal T (48.5 vs 49.0 years). The low T group had worse 
outcomes compared to normal T in 1 year patient survival (75% vs 95%, p=0.003), 
3 year patient survival (62.5% vs 86.1%, p=0.008), 1 year graft survival (62.5% vs 
92.4%), and 3 year graft survival (50% vs 76.3%, p=0.01). Comparison of Kaplan 
Meier survival curves showed signifi cantly worse patient survival (Hazard ratio 
2.53, p=0.004) and graft survival (death not censored) (Hazard ratio 1.62, p=0.02). 
In multivariable analysis adjusted for age, donor type, and pre-op dialysis, low T 
independently predicted patient death (Hazard ratio 2.27, 95% CI 1.19-4.32) and 
graft loss (Hazard ratio 2.045 95% CI 1.16-3.62)
Conclusions: These retrospective results show that low T is not uncommon in 
transplant recipients and correlates with early patient death and graft loss. If causality 
is present, T replacement therapy may improve survival. If there is association without 
causality, then low T may still be a useful marker for post transplant risk stratifi cation, 
issues which should now be addressed in prospective studies.

Abstract# D2493 
Survival, Morbidity, Sensitisation and Retransplantation Outcomes 
in a Cohort of Dialysis Patients After Renal Graft Loss Treated 
at a Single Centre With Protocolised Immunotherapy and Graft 
Nephrectomy By Indication. A. Coutinho, R. Corbett, M. Willlicombe, 
P. Brookes, R. Sergeant, R. Sayed, S. Hildebrand, D. Ashby, D. Taube, N. 
Duncan. Imperial College Renal and Transplant Centre, Hammersmith 
Hospital, London, United Kingdom.
A quarter of prevelant dialysis patients have Dialysis After Graft Loss (DAGL) with 
unique factors modifying outcome. The indication for transplant nephrectomy at our 
centre is evidence of systemic infl ammation.
121 incident patients had DAGL in period Jan 2007- Aug 2013, we excluded those 
with multiple, dual organ or immunologically complex grafts.

We made a retrospective observational study in the 69 patients with DAGL 
and previous functioning renal grafts after dialysis start. 27 patients had graft 
nephrectomy (GN), 42 had graft retained (GR).
Numbers of deaths in the GN (2/27) and GR (6/42) groups did not differ signifi cantly 
(p=0.62). Hospitalisation rate over 12 months for GN patients was statistically lower 
at 87.8 versus 117.3 per 100 patient years than in the GR group (p= 0.016), but 
there was no difference by cardiovascular or infectious causes. Using a prospective 
surveillance system, infection rates triggered by the use of outpatient antibiotics were 
lower for GR than GN patients at 13.3 versus 30.4 per 100 patient years, but not 
signifi cant (p=0.6).There were no differences in time-averaged surrogate markers 
of infl ammation that had been measured monthly - CRP, albumin and haemoglobin 
(p=0.2, 0.14 and 0.45 respectively). There was no difference in waitlisting for 
transplantation between the two groups (13/27 for GN group versus 12/42 for GR 
group, p=0.09). Using the UK NHSBT Relative Chance of Kidney Transplantation 
Calculator, 4/13 waitlisted GN patients had a 50% or greater chance of receiving 
a transplant versus 2/12 waitlisted GR patients at 5 years, but this did not reach 
signifi cance (p=0.7).
Hospitalisation was higher for GR patients but this may be confounded by 
comorbidity. Graft retention did not appear to adversely affect rates of survival, 
infection, markers of infl ammation or chances of retransplantation. Sensitisation is 
being analysed as this will predict risk of rejection with subsequent transplantation.

Abstract# D2494 
Current Smoking Is Associated With Reduced Renal Graft Survival. 
I. Eide,1 A. Aasberg,1,2 T. Jenssen,1,3 D. Dahle,1 A. Hartmann.1 1Department 
of Organ Transplantation, Oslo University Hospital, Oslo, Norway; 
2Department of Pharmaceutical Biosciences, University of Oslo, Oslo, 
Norway; 3Department of Medicine, University of Tromso, Tromso, Norway.
Introduction: The effect of smoking on renal graft survival is not yet clear.
Objectives: The aim of the present study was to assess the impact of current and 
former smoking on graft survival after renal transplantation.
Methods: In this observational study of 1996 adult Norwegian renal transplant 
recipients, transplanted between 1999 and 2011, associations between smoking 
status and graft loss endpoints were determined in a Cox proportional hazard 
model including the following predefi ned variables: Age, gender, pretransplant 
diabetes, cardiac-, cerebrovascular- and peripheral vascular disease, estimated GFR, 
cholesterol, number of antihypertensive drugs, donor age, living versus deceased 
donor and number of HLA mismatches. There were less than 2% missing data and 
all variables were checked for consistency between register data and medical records 
to ensure data validity.
Results: During follow-up 429 patients suffered renal graft loss (21.5%), of whom 90 
were current smokers (28.6% of all current smokers) and 172 were former smokers 
(24.3%). In 234 of 429 cases functioning grafts were lost due to death and in 195 
cases the patient returned to dialysis or renal retransplantation (death censored graft 
loss). Compared with former smokers and lifelong non-smokers, current smokers 
had an 82% increased total graft loss risk (adjusted hazard ratio [HR] 1.82, 95% 
confi dence interval [CI] 1.40 – 2.37, p<0.001, fi gure 1) and a borderline signifi cant 
44% increased death censored graft loss risk (adj HR 1.44, 95% CI 0.98 – 2.10, 
p=0.06). Former smoking did not confer an increased risk of total or death censored 
graft loss when compared with lifelong non-smokers.
Conclusion: Current, but not former, smoking was associated with an increased 
risk of renal graft loss.

Figure 1. Multivariate adjusted graft survival curves. Proportion of surviving renal 
grafts grouped according to smoking status.

Abstract# D2495 
Current Smoking Is Associated With Reduced Survival. I. Eide,1 A. 
Hartmann,1 A. Aasberg,1,2 D. Dahle,1 T. Jenssen.1,3 1Department of Organ 
Transplantation, Oslo University Hospital, Oslo, Norway; 2Department 
of Pharmaceutical Biosciences, Oslo University Hospital, Oslo, Norway; 
3Department of Medicine, University of Tromso, Tromso, Norway.
Introduction: Smoking is a leading cause of premature mortality in various patient 
populations.
Objectives: The aim of the present study was to assess the impact of current and 
former smoking on survival after renal transplantation.
Methods: In this observational study of 1996 adult Norwegian renal transplant 
recipients, transplanted between 1999 and 2011, associations between smoking 
status and mortality endpoints were determined in a Cox proportional hazard model 
including the following predefi ned variables: Age, gender, estimated glomerular 
fi ltration rate, total cholesterol, number of antihypertensive drugs, body mass index, 
preemptive transplantation and pretransplant dialysis treatment duration, diabetes, 
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peripheral vascular-, cardiac- and cerebrovascular disease. There were less than 2% 
missing data and all variables were checked for consistency between register data 
and medical records to ensure data validity.
Results: During follow-up 313 patients died (15.7%). There were 135 deaths 
in 709 former smokers (19.0%) and 62 deaths in 315 current smokers (19.7%). 
Compared with former smokers and lifelong non-smokers, current smokers had 
a 111% increased all-cause mortality risk (adjusted hazard ratio [HR] 2.11, 95% 
confi dence interval [CI] 1.51 – 2.94, p<0.001, fi gure 1) and a 180% increased risk 
of death from cancer (adj HR 2.80, 95% CI 1.34 – 5.86, p=0.01). Hazard ratios for 
smoking for infectious disease related, cardiac- or cerebrovascular mortality did not 
reach statistical signifi cance. Former smoking had no effect on mortality endpoints 
when compared with lifelong non-smokers.
Conclusion: Current, but not former, smoking was associated with reduced survival 
in renal transplant recipients, and shows the importance of smoking cessation after 
transplantation.

Figure 1. Multivariate adjusted survival curves. Proportion of surviving patients 
grouped according to smoking status.

Abstract# D2496 
Duration of Primary Graft, Time On Dialysis and Survival After 
Second Kidney Transplantation. W. Lim,1,2 H. Nguyen,1 G. Wong.2,3,4 
1Department of Renal Medicine, Sir Charles Gairdner Hospital, Perth, 
Australia; 2ANZDATA Registry, Adelaide, Australia; 3Westmead Hospital, 
Sydney, Australia; 4Centre for Kidney Research, Sydney, Australia.
Dialysis duration pre-transplant has been shown to be an independent risk factor 
for graft loss and death but it remains unclear whether dialysis duration prior to 
second graft or the longevity of the primary graft affects graft and patient survival in 
kidney transplant recipients who have received a second graft.Using the Australian 
and New Zealand Dialysis and Transplant Registry (ANZDATA), we assessed the 
association between duration of function of the fi rst kidney allograft and the risk 
of patient survival, acute rejection and graft function of the second allograft using 
adjusted Cox proportional hazard models. In 911 kidney transplant recipients who 
have received a second graft between 1997 and 2009, the average (SD) duration of 
the fi rst graft was 7.6 (6.4) years and the time on dialysis prior to fi rst and second 
graft was 9.2 (6.1) and 3.8 (3.5) years respectively. Seventy-seven (8%) received a 
pre-emptive second graft. There was an inverse association between the longevity of 
the fi rst kidney allograft and the risk acute rejection (hazard ratio [HR] 0.92, 95%CI 
0.89-0.95, p<0.001), overall graft failure (HR 0.92, 95%CI 0.89-0.95, p<0.001), 
death-censored graft failure (HR 0.96, 95%CI 0.93-0.99, p=0.04) and all-cause 
mortality (HR 0.88, 95%CI 0.83-0.93, p<0.001) after adjusting for donor, recipient 
and transplant-related factors. There was a signifi cant association between the 
duration of dialysis prior to fi rst and second grafts, the risk of graft failure (adjusted 
HR 1.06, 95%CI 1.02-1.09, p=0.001) and all-cause mortality (adjusted HR 1.15, 
95%CI 1.10-1.21, p<0.001), with similar associations between duration of dialysis 
prior to fi rst or second grafts and overall graft failure and mortality. Understanding 
the potential impact of total duration of dialysis and primary graft on subsequent graft 
and patient survivals may help in the clinical decision when selecting potential kidney 
donors in kidney transplant candidates who are likely to require retransplantation.

Abstract# D2497 
Impact of Early Graft Dysfunction. J. Von Visger,1 K. Pargeter,1 A. 
Diez,1 T. Pesavento,1 R. Pelletier,2 M. Henry,2 E. Elkhammas,2 U. Nori.1 
1Medicine, Nephrology, The Ohio State University, Columbus, OH; 
2Surgery, The Ohio State University, Columbus, OH.
Several studies have shown the negative impact of delayed renal allograft function 
on graft survival and cardiac events. The collateral impact of early graft dysfunction 
with or without dialysis, however, is poorly studied and not monitored by UNOS. 
We examined the impact of evident early graft dysfunction (EGD) in renal transplant 
recipients from 2011 to 2013, where patients either required dialysis or failed to 
reach a serum creatinine less than 2.9 by day 5 post-transplant (representing eGFR 
<30). Results are shown in table 1.
Table 1. Outcomes by Creatinine Day 5 
Post-transplant

Creatinine 2.9+, 
N=129 Creatinine <2.9 p Value

% Male 67.4 51.1 0.036
% Living Donor 19.4 53.4 0.0001
% Caucasian 54.3 75.8 0.0001
Avg Initial Hosp Length of Stay (SD) 9.5 (6.8) 6.3 (1.0 0.0001
Avg Readmissions < 1yr (SD) 2.3 (2.2) 1.1 (1.4) 0.0001
% Rejection <2 yr 28.7 6.8 0.0001
% Graft Loss <1 yr 7.0 0.9 0.002
% Mortality <1 yr 5.4 3.0 0.27
% Anemia: Hgb<10/> 2 months, 
transfusion or erythropoetin therapy 78.3 46.6 0.0001
% Receiving Transfusion <1yr 44.2 14.7 0.0001
% Prescribed Erythropoetin < 1yr 73.6 46.6 0.0001
% Any Dialysis After Transplant < 1 yr 39.5 2.3 0.0001
% Treated for Infection With Systemic 
Antibiotic < 1 yr 61.2 37.5 0.0001
Avg Serum Creatinine at 12 Months (SD) 2.2 (1.2) 1.7 (0.6) 0.0001
% With New Donor Spec Antibody <2 yr 23.3 9.1 0.0004

While it is not surprising that average creatinine was higher at 12 months post-
transplant in patients with EGD, signifi cant impacts were also seen on a variety 
of outcomes such as hospital length of stay, requirement for dialysis within 12 
months, rejection, time to rejection, anemia and treatment for anemia (transfusion 
or erythropoetin prescription) and graft loss. Mortality rates were also higher, but not 
statistically signifi cant in this population for the limited size and follow up. While 
cardiac deaths outside of the hospital are hard to confi rm, infection appears to be a 
larger contributor to mortality in the hospital setting, and is a signifi cant contributor 
to morbidity in this population. This retrospective analysis exposes a broader impact 
to the patient and transplant community from EGD events. Further multivariable 
analysis is also being completed to evaluate possible impact of medications on 
anemia, infection, creatinine and others. Prospective interventional studies are 
targeted to reduce EGD and its impact on these outcomes.
DISCLOSURES: Von Visger, J.: Grant/Research Support, Amgen.

Abstract# D2498 
Impact of Panel Reactive Antibody (%PRA) Measured By Luminex 
On Graft Survival and Renal Transplant Recipient. L. Marino, A. 
Guichard, C. Velazquez, N. Castelan, J. Alberu, L. Morales-Buenrostro. 
Nephrology and Transplantation, INCMNSZ, Mexico City, DF, Mexico.
INTRODUCTION: Using Luminex increases the sensitivity for detecting anti-HLA 
antibodies (HLAabs) with the risk of detecting those clinically-non-signifi cant 
HLAabs, especially in deceased donor awaiting list. Therefore, it is important to 
clarify whether the negative impact of the %PRA level measured by Luminex on 
graft and patient survival persists.
MATERIAL AND METHODS: Retrospective cohort study from January/2004 
to December/2012. Variables of %PRA and allosensitizing factors were included. 
To evaluate the function of renal grafts, the serum creatinine and eGFR (MDRD 
Equation) were analyzed. We used the Kaplan-Meier survival analysis.
RESULTS: During the study period, 360 kidney transplants were performed. The 
mean age was 34.2 ± 12.3 years, 55.2% males, 73% were transplanted from a living 
donor, and 94.4% were a fi rst transplant. Of the 360 patients, 57.2% received one or 
more transfusions which was associated with higher %PRA levels for both class I 
HLAabs (p <0.001) and class II HLAabs (p =0.002) compared with those negative. 
Only 5.8 % had a previous transplant and had higher levels of %PRA (p <0.001). 
Of 161 women, 49.7% had one or more pregnancies, which was associated with 
higher %PRA levels of class I (p =0.024), but not of class II (p =0.55). The graft 
survival according to the %PRA level is depicted in Figure.
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CONCLUSIONS: Currently, the Luminex technique has become the gold standard 
for HLAabs detection. For “de novo” HLAabs, nobody doubts about their relevance, 
but there is some concern about some false-positive results specially in patients on 
the waiting list for deceased donor and some author suggest to use less sensitive 
techniques to avoid overestimate the risk of those patients, and avoid to exclude 
them of some deceased donor transplantation. In this study it was evident the impact 
of the of class II %PRA level on graft survival and patient survival. Even in the 
context of patients on the waiting list for deceased donor, the use of Luminex must 
be considered as a reliable tool.

Abstract# D2499 
The Infl uence of Pre-Transplant Dialysis Modality On Patient and 
Graft Survival After Kidney Transplantation. R. Marcen,1 M. Arias,2 F. 
Gainza de los Rios,3 J. Morales,4 F. Oppenheimer,5 D. Seron,6 A. Andres,4 
D. del Castillo,7 F. Anaya,8  Forum Renal Study Group. 1Nephrology, 
Hospital Ramon y Cajal, Madrid, Spain; 2Nephrology, Hospital Marques 
de Valdecilla, Santander, Spain; 3Nephrology, Hospital de Cruces, Bilbao, 
Spain; 4Nephrology, Hospital 12 de Octubre, Madrid, Spain; 5Nephrology, 
Hospital Clinic, Barcelona, Spain; 6Nephrology, Hospital Vall D´Hebron, 
Barcelona, Spain; 7Nephrology, Hospital Reina Sofi a, Cordoba, Spain; 
8Nephrology, Hospital Gregorio Maranon, Madrid, Spain.
Background: Previous studies examining the effects of dialysis modality on post-
transplant outcomes have reported confl icting results. The aim of the present study 
was to investigate the association of dialysis modality with short and long-term 
transplant outcomes.
Patients and methods: A total or 2089 renal transplant recipients (age>18 years), 
from 14 Spanish units who received the fi rst renal transplant between January 2000 
and December 2002, treated before transplant with hemodialysis (HD) or peritoneal 
dialysis (PD) only and followed for at least six months were included in the study. 
Logistic and Cox regression were used to estimate risks of delayed graft function 
(DGF) and acute rejection; graft failure and patient mortality respectively.
Results: 1741 patients were on HD and 348 on PD. Patients on PD were younger 
(p<0.001), had been a shorter time on dialysis (p<0.001) and received a graft from a 
younger donor (p<0.001) compared with HD patients. There were no differences in 
the incidence of graft thrombosis between the two dialysis modalities. After adjusting 
for relevant covariates, PD was associated with a lower risk for DGF (OR= 0.58; 95% 
CI 0.39-0.69; p<0.001) and acute rejection (OR=0.46; 95%CI 0.27-0.81;p<0.001). 
Concerning graft and patient outcomes, recipients treated with PD had a better graft 
and patient survival. These effects disappeared when dialysis modality was adjusted 
for other variables associated with transplant outcomes such as recipient and donor 
age, cardiovascular comorbidity before transplant.
Conclusions: PD was associated with a decreased risk of DGF and graft rejection. 
Dialysis modality did not infl uence transplant outcomes when adjusted with other 
confounding variables.

Abstract# D2500 
Transplant Renal Artery Stenosis Portends Worse Allograft Survival 
Despite Intervention. R. Parsons, J. Spiegel, J. Montes, C. Gonzalez, J. 
Crew, R. Sandoval, S. Mohan, L. Ratner. Columbia University New York 
Presbyterian Hospital, New York, NY.
Introduction: Transplant renal artery stenosis (TRAS) remains a diagnostic and 
therapeutic challenge. In this study we characterize the diagnosis and treatment 
outcome of TRAS at a single center from 2005-2013.
Methods: A retrospective cohort study of prospectively collected data was performed 
on patients diagnosed with TRAS upon selective arterial angiography.
Results: Kidney transplantation occurred in 2127 patients. In 53 patients renal 
dysfunction (40/53) and hypertension (13/53) prompted work up for TRAS, including 
renal ultrasonography (51/53), MRA (10/53), and transplant RA angiograms (53/53; 
37 males, 16 females). Average peak systolic velocity (PSV) in patients diagnosed 
with TRAS was 264 cm/s, while those who had a negative angiogram had a mean 
PSV of 227 cm/s. The presence of TRAS was confi rmed on 36 angiograms, or 1.7% 
of all kidney transplants (36/2127). The mean time to diagnosis was 338 days. Lesions 
were located primarily at the renal artery orifi ce (45/55) with a mean systolic BP 
gradient versus the iliac artery of 58 (range 9-139). Interventions included angioplasty 
(16/36), and angioplasty with stent (20/36). Mean serum creatinine 6 weeks post 
intervention decreased from 3.7 to 2.6 mg/dl.
Multivariable analysis demonstrated that the factors with increased odds for the 
development of TRAS were the use of right kidneys versus left (OR 4.4, CI 1.31-
14.73, p <0.05) and cadaveric kidneys versus live donor kidneys (OR 6.6, CI 1.8-24.6, 
p<0.05), while the use of kidneys with two arteries versus one artery (OR 0.56, CI 
0.26 – 2.15, p=NS) and ECD versus SCD (OR 2.18, CI 0.51- 9.27, p =NS) were 
not. TRAS did not impact signifi cantly upon patient survival (–RAS 91% versus 
+RAS 93%) but allograft survival was better in the absence of RAS (–RAS 46% 
versus +RAS 32%). Biopsy data pre- and post- therapy for TRAS did not alter rates 
of tubular atrophy and interstitial fi brosis.
Conclusion: TRAS is uncommon and the diagnosis requires a high degree of clinical 
suspicion. Although ultrasound was not diagnostic, patients with TRAS had evidence 

of increased PSV. Cadaveric kidneys and right kidneys were identifi ed as having 
greater odds for development of RAS. Serum creatinine improved after therapy for 
RAS, although allograft survival was overall worse in patients with RAS than those 
who did not have RAS but underwent work up.

Abstract# D2501 
Pivotal Factors for the Long-Term Survival of Renal Transplant 
Patients Identifi ed in a Large Transplant & Biopsy Registry. W. 
Gwinner,1 I. Scheffner,1 T. Abeling,1 J. Becker,1 V. Broecker,2 M. Mengel,3 
H. Kreipe,1 A. Schwarz,1 H. Haller.1 1Hannover Medical School, Hannover, 
Germany; 2Cambridge University, Cambridge, United Kingdom; 
3University of Alberta, Edmonton, Canada.
This study examines the deaths over a period of up to 10 years in renal transplant (Tx) 
patients (pts) with protocol biopsies (pBx) (total observation: 4805 patient-years).
529 male and 363 female pts with a kidney Tx (or kidney+other solid organ) between 
2000-2007 were included. pBx were taken at 6 weeks (n=738), 3 (n=776) and 6 
months (n=737) post-Tx. 862 biopsies for cause were taken in the 1st year and 262 
thereafter. Lost-to follow-up was negligible (n=15). Subclinical & clinical acute 
rejections and clinical borderline rejections in pBx were treated.
Patient and graft survival was 80% at 5 years and 68% at 10 years. Patient survival 
was 92% at 5 years and 82% at 10 years. 99 deaths occurred, relating to infection 
(24%), cardiovascular disease (15%), malignancy (16%), other specifi ed causes 
(8%); 36% were unclear. Deaths were less frequent in living-donor or combined 
kidney/pancreas Tx and more frequent for extended donor criteria-Tx. A three-
level multivariate Cox regression model was created in a stepwise fashion, using 
signifi cantly different variables in (i) pre-Tx data, (ii) peri-operative data, and (iii) in 
the long-term post-Tx course between survivors and deceased pts. Pre-Tx variables 
in the fi nal model included higher recipient age, HLA-DR mismatches, diabetes, 
coronary heart disease, heart failure, and peripheral arterial disease as predictors 
of death. A signifi cant peri-operative variable was prolonged cold ischemia time. 
In the long-term course, signifi cant variables for death were increased loss of graft 
function, urinary tract infection, urological complications, CMV infection, and higher 
PTH levels. Compared to the survivors, deceased pts received more therapies for 
rejection seen in pBx (0.30 vs. 0.43 per patient) and in biopsies for cause (0.29 vs. 
0.34 per patient), however, this was not a signifi cant factor in the fi nal regression 
model. Also, the proportion of anti-rejection treatments was not higher in pts who 
died from infections, compared to pts dying from other causes.
These results identify potential areas of improvement in patient selection and 
preparation for kidney Tx and in the post-Tx care which may affect the long-term 
survival. Increased treatment of rejections detected in pBx apparently does not 
increase fatal infectious complications.

Abstract# D2502 
Rurality Is Not Associated With Long-Term Outcomes Among Kidney 
Transplant Recipients Living Below the Federal Poverty Line. R. Reed, 
M. Deierhoi, J. Locke. Surgery-Transplantation, University of Alabama 
at Birmingham, Birmingham, AL.
Previous studies have shown that low socioeconomic status (SES) and rurality are 
associated with decreased access to kidney transplantation (KT). To date, however, 
no study has examined the interaction of rurality and low SES on long-term KT 
outcomes. The goal was to examine the association between rurality, SES, and 
long-term outcomes among KT recipients.
Methods
Adult KT recipients from 2003 to 2011 were obtained from SRTR and linked to 
US Census data [n=93,846]. Rural and urban were defi ned by the Rural Urban 
Commuting Area zip codes. Zip codes with > 15% of the population living below the 
federal poverty line were defi ned as poor [rural poor n= 2,223; urban poor n=34,252]. 
Rural poor KT recipients were matched to urban poor (1:1 on recipient age, race, and 
donor type). Death-censored graft survival (DCGS) and patient survival (PS) were 
estimated using Kaplan-Meier and compared using log-rank and Cox models (aHR).
Results
Urban poor areas had KT recipients who were more likely African American 
compared to rural poor areas. Both urban and rural poor were more likely to 
receive a deceased donor KT (Table). Overall, DCGS was signifi cantly lower 
among urban poor compared to rural poor [5yr 77.5% vs 81.5%, p=0.0005], as was 
PS [5yr 83.9% vs. 85.9%, p=0.026]. Matched control analyses demonstrated no 
statistically signifi cant difference in risk of graft loss [aHR 1.02, 95%CI 0.83-1.25, 
p-value 0.87] or patient death [aHR 1.05, 95%CI 0.86-1.29, p-value 0.63] among 
rural and urban poor.
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Conclusions
Our study demonstrates that among KT recipients defi ned as poor, rurality is not 
associated with poorer long-term outcomes. Given these data, more study is needed 
to determine causes for lower access for rural patients and explore ways to improve 
access for these patients to transplantation.

Abstract# D2503 
Differences in Outcome and Compliance Between Renal Transplant 
Patients With Migration Background and Native-Born German 
Patients. M. Joswig,1 C. Dang-Heine,2 K. Juerchott,2 J. Hoerstrup,1 C. 
Hinrichs,1 P. Reinke,1,2 K. Weber,2 N. Babel.1,2 1Nephology and Internal 
Intensive Care, University Hospital Charité, Berlin, Germany; 2Berlin-
Brandenburg Center for Regenerative Therapies (BCRT), Berlin, 
Germany.
Background: Socioeconomic factors, compliance, and impaired access to the health 
care system are major factors infl uencing renal transplantation (RTx) outcome 
among ethnic minorities. This study investigated, for the fi rst time in Germany, 
renal transplantation in patients with migration background (PMB; n = 86) and 
native-born German patients (n = 1180) in a single center with an observational 
period of January, 1997 until March, 2011. Besides numerous determinants of the 
RTx itself, waiting time and the RTx outcome were analyzed and, as the fi rst study 
in this context, adherence to the medical regimen was assessed.
Methods: The pre-, peri-, and post-transplant data of patients who underwent renal 
transplantation were retrieved from an electronic database (TBase 3.0) and analyzed 
in retrospect. Data about compliance, ancestry and origin, education, employment 
and language skills were assessed with a questionnaire.
Results: The results show a superior outcome of PMB compared to native-born 
German patients concerning signifi cantly superior graft function (creatinine, GFR) 
and fewer graft losses (4.7% vs. 13.2%).Equal rates of rejection with fi rst year 
rejection rates of 39.5% and 35.8% in PMB and native-born German patients, 
respectively, with shorter rejection-free survival among PMB were demonstrated (p 
< 0.01). Rejections were mostly borderline changes (36.8%) and rejections graded 
as I (37.2%). The results show a trend to longer waiting times among PMB (median 
of 72 vs. 56 months, after adjustment p = 0.04). Overall mismatches, HLA-A and 
HLA-B mismatches were signifi cantly greater for PMB (p < 0.05).
Demographic data demonstrated a younger cohort of PMB (43 yr), compared to the 
group of native-born German patients (48 yr; p = 0.001). Though more PMB have 
an university degree, in general, education of PMB was inferior. 
Discussion: Despite longer waiting time on dialysis and poorer HLA-match 
associated with a shorter rejection-free survival, PMB population showed a superior 
outcome with regard to the graft function and post-transplant complications. The 
results were confi rmed after age-adjustment. Although not completely clear, the better 
outcome can be explained by the better therapy adherence found in PMB group.

Abstract# D2504 
The Impact of Functional Status of Arteriovenous Fistula On Kidney 
Graft Outcome: a National Cohort Study. B. Vajdic Trampuz, M. 
Arnol, R. Ponikvar, A. Kandus, J. Buturovic-Ponikvar. Department of 
Nephrology, University Clinical Center Ljubljana, Ljubljana, Slovenia.
The effect of functional status of arteriovenous fi stula (AVF) on kidney graft outcome 
is unclear. The aim of this national historic cohort study was to compare kidney 
graft outcomes between patients with functional AVF at 1 year post-transplant and 
control patients with nonfunctional (thrombosed or ligated) AVF.
Methods. Between January 1, 2000, and December 31, 2012, 616 patients received 
a kidney transplant. The study cohort included 475 recipients with a functional AVF 
at the time of transplantation (77% of the transplanted population). Patients were 

then divided into two groups according to the functional status of AVF one year 
after transplantation: study patients with a functional AVF and control patients with 
a nonfunctional AVF. Patients were followed until December 31, 2013.
Results. From 475 recipients (mean age 47 ± 11, range 14–73 years; 61% males), 
371 recipients (78%) had a functional AVF at one year post-transplant. Among 104 
recipients with a nonfunctional AVF (22%), surgical AVF closure was performed 
in 29 recipients while in 75 recipients AVF thrombosed spontaneously. The median 
follow-up was 6.7 (interquartile range 3.5–10.8) years. A total of 66 grafts (14%) 
were lost during follow-up, including 38 patients who died with a functioning 
graft. Recipients with a functional AVF at 1 year post-transplant had higher rates of 
combined graft loss or death than control patients with a nonfunctional AVF (39% vs. 
19%; P=0.038 by log-rank). There were no signifi cant differences in death-censored 
graft loss rates between the study and control group (14% vs. 8%; P=0.10 by log-
rank). In multivariate Cox regression analysis, the persistence of functional AVF at 
1 year post-transplant was associated with an increased risk of combined graft loss 
or patient death (hazard ratio 2.15, 95% confi dence interval 1.09–4.25; P=0.028), 
independently of recipient and donor age, delayed graft function and acute rejection.
Conclusion. In a national cohort of kidney transplant recipients the majority had 
a functional AVF at one year post-transplant. The persistence of a functional AVF 
beyond 1 year appears to be associated with an inferior graft and patients outcomes.

Abstract# D2505 
Chronic Opioid Analgesic Use Early Post-Kidney Transplantation 
and Clinical Outcomes. S. Kulshrestha,1 F. Barrantes,2 M. Samaniego,1 
F. Luan.1 1Division of Nephrology, University of MIchigan, Ann Arbor, MI; 
2Nephrology, Presbyterian Kidney Transplant Center, Albuquerque, NM.
Background: Chronic opioid use (COU) is relatively common among patients with 
end stage renal disease (ESRD) qualifi ed for kidney transplantation and associated 
with inferior post-transplant outcomes. The prevalence of COU after kidney 
transplantation and its impact on transplant outcomes remain unknown.
Methods: We conducted a retrospective single center study to describe the prevalence 
of COU during the fi rst year after transplantation, to identify the predictors of COU 
and to determine the effect of COU on post-transplant clinical outcomes. Data on 
pain and opioid use was collected from chart review at weeks 4-8, months 3-6 
and 10-12. COU after transplant was defi ned as active opioid use at all three time 
points. We report on mortality, death-censored graft survival and hospitalization 
rate and used Cox-proportional hazard, Kaplan Meir survival analysis and logistic 
regression for data analysis.
Results: Among 1045 kidney transplant patients who survived at least 3 months 
post transplantation, 119 (11.4%) had required continued outpatient prescription 
of opioid analgesics during the fi rst year. A history of COU prior to transplantation 
was the strongest predictor of COU in the fi rst year post-transplantation (AOR 4.31, 
p<0.001). Patients with COU required more often hospital admission during the 
fi rst year (AOR 2.48, p=0.001, for 1 or 2 admission, and AOR 6.03, p<0.001 for 
>3 admissions). However, the patient and/or death censored kidney survival, both 
within the fi rst year and beyond were not different.
Conclusion: Continued use of opioid analgesics early post-transplantation, when 
clinically indicated and properly supervised, does not appear to affect the risk of 
death and death censored graft failure.
DISCLOSURES: Samaniego, M.: Grant/Research Support, Alexion pharmaceuticals, 
Millennium pharmaceuticals, thermo-fi sher diagnostics, Sanofi .

Abstract# D2506 
Plasma FGF23 Concentrations During the First Six Months Following 
Renal Transplantation Do Not Predict Graft Survival, Overall 
Mortality or Cardiovascular Morbidity. F. Brazier,1 M. Jaureguy,1 S. 
Liabeuf,2 L. Desjardins,2 C. Presne,1 H. Mazouz,1 P. Westeel,1 D. Prie,3 
Z. Massy,4 G. Choukroun.1 1Nephrology - Dialysis - Transplantation, 
CHU Amiens, Amiens, France; 2Clinical Research Center, CHU Amiens, 
Amiens, France; 3Physiology Department, Necker Hospital, Paris, 
France; 4Nephrology - Dialysis, Hopital Ambroise Pare, Boullogne 
Billancourt, France.
Background and objectives
High FGF23 concentrations are associated with an increased risk of cardiovascular 
events in CKD patients and with graft loss and cardiovascular and overall mortality 
after renal transplantation (RTx). However, the prognostic feature of plasma FGF23 
before and over the fi rst months of RTx remains unknown.
Patients and methods
414 renal transplant recipients enrolled from January 1997 to February 2006 were 
followed prospectively for a median time of 8.8 years. The association between 
FGF23 concentrations (C-terminal), phosphate metabolism parameters, and graft 
survival, cardiovascular events and overall mortality was evaluated using Spearman 
correlation coeffi cient. Survival analyses were performed with the log-rank analysis 
and multivariate Cox models.
Results
Patients mean age was 45 ± 14 years, 62% were male. At the time of RTx, which 
occurred 26 (16-48) months after the start of dialysis, median FGF23 level was 4565 
(1208-12734) RU/ml, median PTH was 203 (94-441) pg/ml and serum 25(OH)

© The Authors. Compilation © The American Society of Transplant Surgeons, The Transplantation Society and the American Society of Transplantation



638

D3 was 29 ± 19 ng/ml. Six months after RTx, eGFR was 54 ± 21 ml/min/1.73 m² 
and median FGF23 49 (31-78) RU/ml. At this time, plasma FGF23 concentration 
was negatively correlated with renal function, serum albumin and the use of 
mTOR inhibitor and positively with PTH, calcium urinary excretion and the use of 
tacrolimus. During follow-up, 71 patients (17.1%) lost their graft, 70 (16.9 %) had a 
cardiovascular event and 55 (13.3 %) died. Plasma FGF23 levels at RTx and 1 month 
later were not correlated with graft survival, cardiovascular risk and overall survival. 
We observed a signifi cant correlation between FGF23 plasma levels and graft loss at 
6 months (p = 0.02) but not with cardiovascular events and mortality. However, this 
correlation vanished after adjustment for kidney function in multivariate analysis.
Conclusions
FGF23 plasma levels at the time of RTx and 1 and 6 months later were not associated 
with kidney graft survival, cardiovascular events risk or mortality. These results 
suggest that FGF23 dosage performed early after RTx cannot be used as prognostic 
factor to assess long term transplantation outcomes.

Abstract# D2507 
Elevated Fibloblast Growth Factor 23 Levels at 6 Months Predict 
Early Deterioration of Post-Transplant Kidney Function. M. Tsujita,1 
N. Goto,1 T. Yamamoto,1 T. Hiramitsu,1 S. Narumi,1 T. Kobayashi,2 K. 
Uchida,3 Y. Watarai.1 1Nagoya Daini Red Cross Hospital, Nagoya, Japan; 
2Nagoya University School of Medicine, Nagoya, Japan; 3Aichi Medical 
University, Nagakute, Japan.
(Background)It is well-known that fi broblast growth factor 23 (FGF 23) is associated 
with not only cardiovascular mortality but also cardiovascular events. Recently 
FGF 23 is reported to be a predictable marker of graft function in kidney transplant 
recipients. However, there are not many studies about the relationship between 
FGF 23 and graft function.
(Objective)To investigate whether FGF 23 is a predictable marker of graft function 
in kidney transplant recipients.
(Methods)Twenty-nine recipients were enrolled in this study at a single center. 
We measured intact FGF 23 and other parameters at 6 months after kidney 
transplantation, and compared estimated glomerular fi ltration rate (eGFR) at 6 
months with that at 24 months.
(Results)Patients’ characteristics of this study were shown in Table 1.
Male/female 13/16
Age (years) 43.90±14.44
DM/nonDM 3/26
Preemptive kidney transplantation(PKT)/nonPKT 14
Calcium (mg/dl) 9.62±0.65
Phosphorus (mg/dl) 3.42±0.60
Intact PTH (pg/ml) 95.55±46.54
FGF 23 (pg/ml) 54.28±22.82
1,25(OH)2 VitD (pg/ml) 52.21±20.45
Cre (mg/dl) 1.36±0.52
eGFR (ml/min/1.73m2) 42.37±10.16
Cyclosporine use/tacrolimus use 14/15

Mean eGFR (ml/min/1.73m2) was 42.37±10.16 at 6 months and 43.81±11.43 at 
24 months. These were not statistically signifi cant. Mean eGFR changes between 
6 months and 24 months were 1.43±4.96 (eGFR at 24 months-eGFR at 6months). 
Only FGF 23 levels at 6 months revealed good correlation with eGFR change.(r 
= 0.63, p < 0.05) Multivariate linear regression analysis was shown in Table 2.

β t p value
Gender -0.05 -0.23 0.66
FGF 23 -0.54 -2.52 0.02
Age 0.44 0.44 0.66
eGFR at 6 months 0.16 0.78 0.44

This study suggested that elevated levels of FGF 23 at 6 months after kidney 
transplantation predicted deterioration of post-transplant kidney function.
(Conclusion)Elevated levels of FGF 23 may be a possible independent risk factor 
for progression of post-transplant kidney function.However, this study is so small 
that further study shold be necessary.

Abstract# D2508 
TrUST (Transplant Ureteric Stent Trial): Early Versus Standard 
Removal. A Randomised Controlled Trial. P. Patel,1 I. Rebollo-Mesa,2 
N. Banga,3 I. Macdougall,4 M. Webb,5 N. Mamode,1 G. Koffman,1 J. 
Olsburgh.1 1Renal Transplantation, Guy’s and St Thomas’ NHS Trust, 
London, United Kingdom; 2Biostatistics, King’s College London, London, 
United Kingdom; 3Renal Transplantation, Royal Free London NHS Trust, 
London, United Kingdom; 4Renal, King’s College Hospital NHS Trust, 
London, United Kingdom; 5Renal, East Kent Hospitals University NHS 
Trust, London, United Kingdom.
Introduction: The introduction of transplant ureteric stents (TUS) has signifi cantly 
reduced the incidence of major urological complications post renal transplant. 
However ureteric stents themselves can cause complications. Optimal time for stent 
removal has not been established and with no systematic comparison between early 
(<7 days) and standard removal (1-3 months). We compare cystoscopic TUS removal 
at 6 weeks to early removal on day 5. Primary objective is to determine the effect 

of early TUS removal on stent related complication rates. The secondary objectives 
are to determine the effects of early TUS removal on ureteric complication rates; 
patient acceptability and resource costs.
Method: Study design is a randomised controlled trial. Patients listed for living or 
deceased donor renal transplant were screened. 1:1 randomisation to either standard 
TUS removal (sTUSr) or early TUS removal (eTUSr). Sample size of 176 (80% 
power, 5% type 1 error with aim of 15% reduction in complications). Multi-centre 
ethics approval. NIHR Research for Patient Benefi t grant awarded.
Results: Accrual target achieved October 2013, n=176, age range 17-75 years, male: 
female = 3: 1. Randomisation allocation sTUSr n=91: eTUSr n=85. Of those allocated 
to the early arm, 15 did not receive the allocated intervention due to technical 
diffi culties in attaching the stent to the catheter. Interim primary outcome data: 
55% of patients screened were enrolled into the study. Stent related complications 
including UTIs were seen in 30% of eTUSr compared with 44% of sTUSr. There 
have been 5 urological complications in the eTUSr group related to the trial to date 
including 2 ureteric leaks and 1 ureteric stenosis. Complete primary outcome data 
available February 2014.
Conclusion: It appears feasible to remove the TUS on day 5 after transplant without 
cystoscopy through a non invasive technique, although there appears to be a learning 
curve. This technique may be best reserved to a select patient group where potential 
benefi ts of better patient acceptability; reduced stent complications and reduced costs 
and resources can be achieved.

Abstract# D2509 
Routine Use of Ureteral Stents: Reduced Early Urological 
Complication Rates and Improved Graft Survival. C. Denecke, B. 
Zehentner, M. Klein, C. Boesmueller, F. Aigner, S. Schneeberger, M. 
Biebl, J. Pratschke, R. Oellinger. Visceral, Transplantation and Thorax 
Surgery, Medical University Innsbruck, Innsbruck, Austria.
Background: In kidney transplantation (Ktx), ureteral stents are routinely used in 
many transplant centers. However, the impact of stents on complication rates and 
graft survival and the optimal duration of stenting are still being debated. In this 
study, 1 – and 5 -year patient and graft survival and complication rates following 
KTx with an ureteral stent were analyzed.
Methods: Data from 1381 patients transplanted between 2000 and 2010 at the 
Department of Surgery, Innsbruck, were retrospectively analyzed. Complication 
Rates, shortterm and longterm outcome were investigated and risk factors for patient 
and graft survival were identifi ed. 
Results: Out of 1381 patients (mean age: 48,5±14,3 years), 302 (21,9%) patients 
were transplanted using the Lich-Gregoir (LG) technique, 1059 (76,7%) patients 
were operated using a Leadbetter-Politano (LP) technique while in 20 (1,4%) 
patients a nonstandardized ureteral anastomosis was required. 597 (43,2%) patients 
were operated using a ureteral stent while 784 (66,8%) patients did not receive a 
stent. Patients without splints had a higher rate of urological complications (stent 
vs. no stent: 13,1% vs. 8,0%) and a signifi cantly shorter survival to complication 
time (p=0.004) indicating the benefi tial impact of routine stents on early urological 
complications. In contrast, the technique of ureteral anastomosis (LG vs. LP) did 
not impact on complication rates. 1 - and 5 - year patient survival was comparable 
between the groups (stent vs. no stent: 1yr: 95,6% vs. 96,2%, 5yr: 87,6% vs. 
87,4%,p=n.s.) while graft survival was inferior in patients without a stent (stent vs. 
no stent: 1yr: 98,2% vs. 91,1%, 5yr: 84,8% vs. 78,9%,p=0.02).
Conclusion: The routine use of ureteral stents is associated with reduced early 
complication rates, prolonged survival to complication time and an improved graft 
survival. These benefi ts may be particularly favorable in patients with an increased 
surgical risk or recipients of marginal grafts.

Abstract# D2510 
Safety and Potential Benefi ts of Early Ureteric Stent Removal Tied 
With Urinary Catheter After Renal Transplant. S. Soldano, A. Ali, 
K. Pawelec, C. Sammartino, R. Sivaprakasam, C. Puliatti, R. Cacciola. 
Transplant Surgery, Royal London Hospital, London, United Kingdom.
Introduction: The use of double-J ureteric stents after kidney transplant is a well 
consolidated practice in many transplant units. In this single centre retrospective 
study we evaluate the safety and potential benefi ts of early (5 days) and standard 
(6-weeks) removal of ureteric double-J stents.
Patients and Methods: Ureteric stents were tied to Foley catheter prior to the 
fashioning of a neo uretero-cystostomy in 47 patients (Group A). We identifi ed in 
our database 47 frequency and donor type matched recipients of renal transplants 
as a control group, where the stent was removed with planned cystoscopy after 6 
weeks (Group B). Both groups received similar antibiotics and immunosuppression. 
Primary endpoints were successful removal of stents and incidence of urinary leaks. 
Secondary endpoints were incidence of UTIs in the fi rst 6 weeks post transplant and 
at 12 weeks. UTI was defi ned as a signifi cant bacteriuria of 105 colony forming units 
(CFU) per millimetre (CFU/mL). Chi-square test was performed.
Results: All stents in Group A and in Group B were successfully removed. We did 
not observe any urinary leak in Group A; three (6.3 %) were diagnosed in Group 
B; p=0.03. One case in Group B required re-implantation. In the fi rst 6 weeks 
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post-transplant we observed in Group A one (2.1 %) and in Group B seven (14.8%) 
UTIs; p= 0.01. After 12 weeks there were in Group A fi ve (10.6%) and in Group B 
twelve (25.5%) UTIs; P=0.02.
Conclusions: Early removal of the ureteric stent tied with the urinary catheter is 
safe and in our experience was not associated with urinary leak. The obvious major 
benefi t for the patients, of not needing a new admission for cystoscopic stent removal, 
is also associated with a reduced incidence of early and late UTIs.

Abstract# D2511 
The Impact of Insertion of Double J Uretral Stent On Urological 
Complications in Renal Transplant Recipients: A Single Centre 
Experience. R. Mohsin, N. Ghazanfar, A. Shahzad, B. Ali, M. Lal, 
M. Hussain, A. Hashmi, A. Rizvi. Sindh Institute of Urology and 
Transplantation, Karachi, Pakistan.
Objectives
This study aimed to analyze retrospectively the impact of routine Double J stent 
placement on early urological complications in live related renal transplantation and 
compared the results with those transplanted without a stent at SIUT.
Material and Methods
A retrospective study was conducted on 158 patients who underwent live related 
renal transplantation between December 2007 and May 2008 at SIUT. Based on 
exclusion criteria 103 patients were selected for the study. These patients were 
categorized into two groups. Group A comprised of patients who received a Double 
J stent while group B consisted of patients who were stents free. Early urological 
complications were recorded. Inclusion criteria were the recipients between 18-50 
years, single renal transplants, with normal lower urinary tract and all patients 
underwent uretrovesical anastomosis by Lich Gregoir technique. The patients with 
pathological lower urinary tract, having minimum follow-up period of 3 months and 
those who lost their grafts within this period were excluded.
Results:
Group A comprised of 54 (52.4%) patients of which 39 were males and 15 females 
whereas group B had 49 patients (47.6%) of which 41 were males and 8 females. 
None of the patients in either group developed a urinary leak. In group B, 3 patients 
developed urinary obstruction while no obstruction was recorded in the Group A 
(p=0.06). Although 7 patients in group A (12.96%) had a positive urine culture, only 
3 patients in Group B developed UTI (p=0.242).
Conclusion:
This study suggests that routine placement of DJ stent is unnecessary in renal 
transplant recipients and its use should be limited to patients with an abnormal 
lower urinary tract.

Abstract# D2512 
Outcome of Renal Transplantation in Adults With Urinary Diversion 
or Bladder Augmentation: A Systematic Review. J. Yao,1,2 H. Lau,1 H. 
Pleass,1,2 V. Lam.1,2 1Transplant Unit, Department of Surgery, Westmead 
Hospital, Sydney, Australia; 2Discipline of Surgery, Sydney Medical 
School, University of Sydney, Sydney, Australia.
PURPOSE: End-stage renal failure may occur as a consequence of congenital or 
acquired conditions of the lower urinary tract. Renal transplantation with urinary 
diversion or bladder augmentation has been proposed to be a safer option in this 
subgroup of patients. However, the technical complexities of the additional surgical 
procedures may impact on perioperative and survival outcomes. In this systematic 
review, we aim to summarise the published evidence of adult renal transplantation 
in patients with prior urinary diversion or bladder augmentation.
METHODS: A literature search of MEDLINE, EMBASE and Cochrane databases 
was undertaken to identify published studies (January 1995 to December 2013) 
of renal transplantation in adults with urinary diversion or bladder augmentation.
RESULTS: Four case-control studies and 14 case series were included for review. 
A total of 349 renal allografts were transplanted into 316 patients. Urinary diversion 
was performed in 68% of patients, with ileal conduit being the most common urinary 
diversion procedure. Bladder augmentation was performed in 32% patients, with 
ileocystoplasy being the most common bladder augmentation procedure. Mean age 
at time of transplant is 32.2(23 to 52) years. All but 21 of the urological procedures 
were performed prior to transplant at a mean of 84(1 to 240) months. The most 
common reasons for diversion or augmentation were neurogenic bladder(34%) and 
spina bifi da(23%). Complications occurred in 109(50%) of urinary diversion cases 
and 47(52%) of bladder augmentation cases. Most common surgical complications 
were ureter-related complications(8%), vascular thrombosis(2%), wound 
infection(2%) and stoma-related complications(2%). Most common non-surgical 
complications were urinary tract infections (UTI) (34%), chronic rejection(6%) and 
acute rejection(4%). There were 88 renal graft losses with the most common reason 
being death with functioning graft(17%), UTI(11%) and chronic rejection(11%). 
Mean 5-year patient and graft survival were 96(83 to 100)% and 74(34 to 100)%, 
respectively.
CONCLUSION: Current evidence suggests that renal transplantation in adults with 
urinary diversion or bladder augmentation is safe and feasible in selected patients 

despite higher ureter-related complications. Further studies are required to defi ne 
the selection criteria for the different urinary diversion and bladder augmentation 
procedures.

Abstract# D2513 
Functional Recovery of Hypocompliant Defunctionalized Bladder 
Due to Long-Term Dialysis After Kidney Transplantation. T. Inoue,1 
S. Satoh,2 T. Obara,1 M. Saito,1 K. Numakura,1 S. Narita,1 N. Tsuchiya,1 
T. Habuchi.1 1Urology, Akita University, Akita, Japan; 2Center of Kidney 
Disease and Transplantaton, Akita University, Akita, Japan.
Objectives: It has been reported that oliguria due to long-term dialysis decreases 
bladder capacity, and the small bladder recovers its capacity after kidney 
transplantation. However, functional recovery of hypocompliant defunctionalized 
bladder due to long-term dialysis including intravesical pressure and bladder 
compliance have not yet been well documented. 
Materials and Methods: Sixty one recipients, who underwent cystometry both 
before and 1 year after transplantation, were enrolled. Bladder compliance was 
evaluated by cystometry. A bladder with compliance of less than 10 mL/cmH2O was 
defi ned as a hypocompliant bladder. Urinary complications including urinary tract 
infection (UTI) and vesicoureteral refl ux (VUR) were retrospectively evaluated.
Results: Dialysis duration was signifi cantly correlated with pretransplant low bladder 
compliance (R2 = 0.418, p < 0.001).

Pretransplant hypocompliant bladder was observed in 16 (26.2%) of all the 61 
patients and in 10 (83.3%) of 12 patients whose dialysis duration was more than 
5 years. In the 16 patients with pretransplant hypocompliant bladder, cystometric 
bladder capacity, maximum intravesical pressure, and bladder compliance were 
signifi cantly recovered at 1 year after transplantation (p < 0.0001, p = 0.003, p = 
0.001, respectively).

Prevalence of urinary complications including VUR or UTI was not increased in 
patients with the pretransplant hypocompliant bladder.
Conclusion: Pretransplant hypocompliant defunctionalized bladder due to long-term 
dialysis signifi cantly recovered their function at 1 year after transplantation without 
an increase in the prevalence of urinary complications including VUR or UTI.

Abstract# D2514 
Ex-Vivo Reconstruction of the Donor Renal Artery in Renal 
Transplantation: A Case Control Study. L. McLoughlin, N. Davis, C. 
Dowling, R. Power, P. Mohan, D. Hickey, G. Smyth, M. Eng, D. Little. 
Department of Urology and Transplant Surgery, Beaumont Hospital, 
Dublin 9, Ireland.
Transplantation of renal allografts with anatomic variability or injured vasculature 
poses a challenge to the transplanting surgeon. These grafts can be salvaged for 
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transplantation with ex vivo bench reconstruction of the vasculature. We investigated 
whether renal allograft function is impaired in these reconstructed allografts, 
compared to the donor-matched, un-reconstructed allograft.
Reconstructed allografts were transplanted into 60 recipients at our institution 
between 1986 and 2012. Data was collected from the operative records of these 
patients and from the National Renal Transplant Database. A control group was 
selected from the matched pair of the recipient in deceased donor transplantation. 
The recipient groups were similar in terms of age (p=0.57), gender (p=0.362) and 
co-morbidities with a similar incidence of diabetes mellitus (p=1.0). Matching donor 
characteristics were found with the use of paired kidneys. As a single-centre study 
the confounding effect of multiple surgeons and multiple peri-operative protocols 
was reduced.
We found no signifi cant difference in the overall graft and patient survival rates 
(p=1.0, p=0.178) after a mean follow up period of 73 months (range 1-288). There 
were 4 early failures in the study group and 2 in the control group giving a 1-year graft 
survival rate of 93% and 96.7% respectively (p=1.0). Serum creatinine levels were not 
signifi cantly higher in the study group at 1, 3 and 12 months post operatively (p=0.08, 
p=0.4385, p=0.6961). The mean eGFR in the study group of all functioning grafts 
was 50.82ml/min/1.73m2 while that of the control group was 56.71ml/min/1.73m2 
(p=0.991). Delayed graft function occurred in 20% of study group patients and 
12% of control group patients (p=0.26). There were 2 cases of vascular thrombosis 
in the study group that were unrelated to the ex vivo reconstruction. 1 patient in 
the study group and one in the control group underwent surgical re-exploration 
for haemorrhage. A signifi cantly greater proportion of study group patients were 
investigated with a Doppler ultrasound post operatively (p=0.007).
Although we have demonstrated a higher index of clinical suspicion of transplant 
failure in patients with a reconstructed allograft, this practice has proven to be a 
safe and useful technique with equivocal outcome when compared to normal grafts 
thus increasing the organ pool available for transplantation.

Abstract# D2515 
A 5-Year Experience Using Drug Eluting and Bare Metal Stents 
as Primary Intervention in Transplant Renal Artery Stenosis. C. 
Estrada, A. Kumar, M. Abate, F. Darras, A. Mani, E. Nord. Nephrology/
Transplantation/Cardiology, Stony Brook Medicine, Stony Brook, NY.
Transplant renal artery stenosis (TRAS) is a common vascular complication of 
renal transplantation whose optimal management is uncertain. We have previoysly 
reported on short term outcomes on a component of this cohort.
METHODS: We performed a single-center retrospective analysis of patients who 
received a drug-eluting stent (DES; renal artery diameter < 5mm) or bare-metal stent 
(BMS; renal artery diameter > 5mm) as primary management for TRAS. Patients 
were evaluated for TRAS based on clinical criteria (rising creatinine, poorly-
controlled blood pressure and volume overload). Patients who met Doppler criteria 
for signifi cant stenosis were referred for endovascular intervention (EVI). In total, 
39 patients underwent EVI; 19 patients received DES and 18 BMS. Patients were 
maintained on clopidogrel post-procedure (a minimum of 6 weeks for BMS, 1 year 
for DES) and lifelong aspirin. Induction consisted of Alemtuzumab followed by 
maintenance with a calcineurin inhibitor and mycophenolate mofetil.
RESULTS: The primary outcome, resolution of stenosis, was achieved in all cases. 
Secondary outcomes included improvement in blood pressure control and decline in 
creatinine immediately and on long term follow-up. 7 patients progressed to ESRD 
and 2 patients were lost to follow-up and were not included in outcome measures. 
The remaining 30 patients were followed for a period of up to 60 months. At time 
of EVI, mean serum creatinine was 3.04 ± 1.6 mg/dL, an increase from post-
transplant baseline of 1.86 ± 0.76 mg/dL. At a mean of 31 ± 19.7 months follow 
up, mean serum creatinine was 2.13 ± 0.95 mg/dL; mean systolic pressures were 
reduced from 156.5 ± 19.9 mmHg to 137.3 ± 17.2 mmHg on the same or fewer 
medications. Periprocedural complications included inability to retrieve the stent 
(1), distal edge dissection requiring further stenting (1), groin hematoma (2), and 
transient contrast-induced nephropathy (6). In-stent restenosis occurred in 3 of the 
DES patients and 2 of the BMS patients.
CONCLUSIONS: EVI as primary intervention with DES for vessels < 5mm and 
BMS for vessels > 5mm is an effective strategy for the long-term management of 
TRAS both in terms of blood pressure management and renal function preservation. 
Deployment of a stent may offer a lower incidence of repeat EVI compared to 
angioplasty alone and a reduced rate of in-stent restenosis in renal arteries < 5mm.

Abstract# D2516 
Nephrectomy for the Failing Adult Polycystic Kidney Before Renal 
Transplantation: Predictors and Outcomes. F. Eskander, A. Soliman, 
M. Soliman, S. Zamil. Medicine, Cairo University, Cairo, Egypt.
BACKGROUND: 
There are no guidelines for the removal of a failed adult polycystic kidney before 
transplantation, and its impact on subsequent graft survival has not yet been 
thoroughly described.

METHODS: 
We performed a 10-year review of cases with adult polycystic kidney disease 
reaching end stage failure to study the factors that might determine the decision of 
uni-nephrectomy and subsequent complications after renal transplantation in adults.
RESULTS: 
A total of 37 adults with polycystic kidney disease developed graft failure over the 
10-year study period, of whom 18 (49 %) required pretransplant uni-nephrectomy 
while the other 19 required bilateral nephrectomy as a preparation to the operation. 
The median graft survival was 5.1 (range 0.2-10.6) versus 5.5 (0.5-12.0) years in the 
uni-nephrectomy and bilateral nephrectomy groups, respectively (p= NS). Adults 
with graft rejection within 1 year of transplantation were three-fold more likely to 
be in the uni-nephrectomy group than those with bilateral group (p = 0.03). Renal 
biopsy performed showed Banff grade I acute rejection in 5 of the 18 adults who 
required uni-nephrectomy versus three of the 19 who did bilateral operation. Fever, 
fl ank tenderness and raised C-reactive protein (CRP) in the 12 weeks following 
renal transplantation was seen in 5 adults (26 %) with uni-nephrectomy, but not in 
any in the bilateral group (p = 0.0001 for CRP between groups). Banff I rejection, 
recurrent urinary tract infection and the time post-transplantation signifi cantly and 
independently predicted the outcome of graft (p = 0.008). Human leukocyte antigen 
(HLA) antibody levels after graft failure were higher in the uni-nephrectomy group 
(p = 0.002), but there was no difference between groups in terms of the presence or 
class of donor-specifi c antibodies.
CONCLUSIONS: 
Adults with polycystic kidney disease treated with uni-nephrectomy before renal 
transplantation are more likely to develop recurrent urinary tract infections that 
might induce higher circulating HLA antibody levels with induction of more acute 
rejections. However, the overall median graft survival was not different between 
both groups examined.

Abstract# D2517 
Posterior Component Separation With Transversus Abdominis 
Muscle Release (TAR) for Complex Incisional Hernias in Kidney 
Transplant Recipients. C. Petro, G. De Silva, E. Sanchez, K. Woodside, 
M. Rosen, Y. Novitsky. Transplant and General Surgery, University 
Hospitals CMC, Cleveland, OH.
Intro: Repair of complex incisional hernias (CIH) in kidney transplant (txp) 
recipients is challenging due to adjacent bony structures, proximity of the allograft 
and txp ureter, and context of immunosuppression. Repairs are often deferred, 
limiting patients’ quality of life. We utilize a recently described posterior component 
separation with transversus abdominis muscle release (TAR) and retromuscular 
(sublay) mesh reinforcement for most CIH. We hypothesize that this approach also 
offers an effective repair to kidney txp patients with a CIH.
Methods: From 2007-2013, kidney txp recipients with a CIH undergoing a TAR were 
identifi ed in our prospectively maintained database and analyzed. Outcome measures 
included patient demographics, hernia characteristics, intra-operative complications, 
surgical site occurrences, surgical site infections, recurrence, and graft function.
Results: Eleven kidney txp recipients with a CIH (median age=49,BMI=32) were 
repaired using the TAR technique. Median defect size was 320cm2 (range=88-
1040cm2) and 8/11 were recurrent. Seven were fl ank and four were midline hernias 
(Fig1). Biologic graft mesh was used in two cases and permanent synthetic mesh 
in nine. One intra-operative complication involved a txp ureter injury that was 
repaired primarily over a stent and caused no long-term morbidity. Postoperatively, 
there were two superfi cial wound infections that resolved with antibiotics. One 
patient developed a retroperitoneal hematoma and required readmission for blood 
transfusion. There were no instances of mesh infection, explantation, or re-operation. 
There were no instances of graft loss, and the difference in pre-operative and 3-month 
post-operative creatinine was -0.90-0.12. With median follow-up of 12-months, one 
lateral recurrence has been documented.
Conclusions: Kidney txp recipients with a CIH can be offered a durable repair 
option with acceptable morbidity. We advocate TAR technique as safe and effective 
approach in this challenging cohort.
Fig1. CT images of hernias adjacent to allograft (yellow triangle).
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Abstract# D2518 
The Use of Fibrin Glue Injections to Manage Post Kidney Transplant 
Lymphoceles and Lymph Fistulas. N. Presser, S. Paschal, M. Begala, H. 
Kerr, D. Shoskes, S. Flechner. Glickman Urological and Kidney Institute, 
Cleveland Clinic, Cleveland, OH.
Purpose: Multiple techniques exist to repair post kidney transplant lymphoceles 
and lymph fi stulas including open or laparoscopic surgical fenestration into the 
peritoneum. More recently we have used fi brin glue injections for defi nitive 
treatment.
Methods: We retrospectively analyzed 42 recipients with lymphoceles or lymph 
fi stulas that were treated with one of these procedures between 2003 and 2011. 
Study patients were selected for similar demographics and none were receiving 
an mTOR inhibitor drug. All treated lymphoceles were symptomatic causing pain, 
distention, obstruction, voiding symptoms, or leg edema. Group 1: Open Repair 
(OR)=21; Group 2: Lap Repair (LR)=10; and Group 3: Fibrin Glue (FG)=11. 
Injection of fi brin glue consisted of thawed ABO compatible cryoprecipitated plasma 
(4-5 units), mixed with calcium gluconate, thrombin 20,000 units, and antibiotics 
into a previously placed drain. The procedure was done under local anesthesia as 
an outpatient using fl uoroscopy guidance. Clinical/laboratory parameters were 
compared between the groups.
Results: Demographics and Outcomes appear in the table.
Parameter OR n=21 LR n=10 FG n=11 P Value
Age yrs (mean ± SD 43.7 ± 12.4 52.5 ± 12.1 57.5 ± 11.2 NS
Gender M:F M10:F11 M7:F3 M5:F6 NS
Donor Source: Living and Deceased (%) 55 and 45 70 and 30 73 and 27 NS
BMI kg/m2 mean ± SD 25 ± 4.1 27.5 ± 3.3 28.7 ± 5.9 NS
Diabetics (%) 55 40 27 NS
Delayed Graft Function (%) 14 10 18 NS
Thymoglobulin induction (%) 36 30 27 NS
Retransplants (%) 9 10 9 NS
Prophylactic Heparin use (%) 10 10 27 NS
Day Post Tx mean (range) 40.1 (18-77) 148.9 (17-869) 41.6 (23-76) 0.06
Lymphocele Diameter cm mean ± SD 12.6 ± 3.4 11.7 ± 2.5 9.9 ± 3.1 NS
Recurrence rates, requiring additional therapy after initial treatment for the three 
groups were 9.1%, 10%, and 9.5% respectively. No FG treated patient required 
hospitalization.
Conclusions: Fibrin glue injection is an effective treatment for post kidney transplant 
lymphoceles with similar effi cacy to surgical approaches, less morbidity, and the 
advantage of being an outpatient procedure.

Abstract# D2519 
Boari Flap Reconstruction Offers Superior Treatment for Late 
Transplant Ureter Strictures. A. Boonjindasup, A. Smith, J. Colli, M. 
Killackey, J. Buell, R. Thomas, A. Paramesh. Surgery, Tulane University 
School of Medicine, New Orleans, LA; Urology, Tulane University School 
of Medicine, New Orleans, LA.
Appropriate management of late transplant ureteral strictures (TUS) after kidney 
transplant (KTx) is diffi cult. We evaluated risk factors, treatment and management 
outcomes of TUS over a 5-year period.
562 patients underwent KTx at our center from 3/07 to 3/12. We identifi ed 15 (2.66%) 
patients with late (> 1 mo) TUS. Baseline clinical and post-transplant characteristics 
were reviewed. Time to development of TUS along with location and length of the 
stricture was identifi ed. Treatment modalities and outcomes were reviewed.
Baseline patient demographics and post-transplant characteristics are displayed 
on Tables I and II. Median follow-up period was 1071 days (range 361-2025 
days). 5 TUS were considered short segment (≤2 cm) strictures. Median time from 
transplant to the treatment of TUS was 317 days (range, 37-1771 days). 4 patients 
(26.7%) underwent balloon dilation of TUS, but none had long-term success, all 
subsequently undergoing Boari fl ap reconstruction (BFR). Neoureterocystotomy was 
performed in 3/15 (20.0%) patients, with 1 failure requiring subsequent BFR. BFR 

was created in 13/15 (86.7%) patients. 1 BFR re-strictured and required revision 
surgery. BFR was associated with an increased success rate compared to other 
treatment methods (p<0.01).
Late TUS is a diffi cult entity to treat. In our experience, endoscopic treatments were 
all unsuccessful and neoureterocystostomy may be unsuccessful due to diffi culty 
in estimating the extent of scarred ureter. BFR can be used as a salvage procedure 
after more conservative efforts. BFR offers good surgical outcomes with long term 
follow up.
Baseline Demographics
Mean age, yrs (SEM) 39.3 (4.1)
Male/Female, n (%) 9 (60.0)/6 (40.0)
Caucasian/African American/Hispanic, n (%) 4 (26.7)/10 (66.7)/1 (6.7)
Graft Criteria
LCD/SCD/ECD, n (%) 2 (13.3)/13 (86.7)/2 (13.3)
Multiple arteries, n (%) 5 (33.3)
Stents, n (%) 9 (60.0)
Cold ischemic time, avg hr (SEM) 15.9 (2.2)
Warm ischemic time, avg min (SEM) 28.8 (1.4)

Delayed graft function, n (%) 2/15 (13.3)
Immediate post-transplant ureter complications, n (%) 2/15 (13.3)
BK virus infection, n (%) 1/15 (6.7)
Rejection, n (%) 5/15 (33.3)
Balloon dilation failure, n (%) 4/4 (100.0)
Neoureterocystotomy failure, n (%) 1/3 (33.3)
Boari fl ap failure, n (%) 1/13 (7.7)
UTI after boari fl ap, n (%) 10/13 (76.9)

Abstract# D2520 
Comparative Study of Renal Transplantation With and Without 
Simultaneous Bilateral Nephrectomies and Decrease of Kidney 
Volume After Renal Transplantation for Autosomal Dominant 
Polycystic Kidney Disease. A. Sannomiya, K. Iwadoh, K. Miki, 
T. Murakami, I. Koyama, K. Kitajima, I. Nakajima, S. Fuchinoue. 
Department of Surgery, Kidney Center, Tokyo Women’s Medical University, 
Tokyo, Japan.
The necessity and timing of nephrectomy are controversial when renal transplantation 
for patients with autosomal dominant polycystic kidney disease (ADPKD). We 
experienced 30 patients with ADPKD underwent renal transplantation from February 
2002 to December 2011. Of the 30 patients, we divided into 10 renal transplantation 
with simultaneous bilateral nephrectomies, and 20 without bilateral nephrectomies. 
Demographic data, intraoperative data, graft survival rate, and patient survival rate 
were compared. There were no differences regarding demographic data. Operating 
time was longer (426 vs. 194.6 min, p=0.000076) and blood transfusions was 
larger (746 vs. 115 mL, p=0.0024) in bilateral nephrectomies group. There were 
no differences in graft and patient survival rates. Volumetry was retrospectively 
conducted using simple computed tomography scan before and after transplantation 
in 12 non-bilateral nephrectomies patients. Kidney volumes were reduced in all 
patients after renal transplantation.
Because the volume of native polycystic kidneys could be reduced after renal 
transplantation, It seems that there is no necessity of bilateral native nephrectomies if 
there are neither a hemorrhage of the cyst, infection nor a possibility of the malignant 
tumor for patients with ADPKD.

Abstract# D2521 
Complications of Ureteric Anastomosis After Kidney Transplantation. 
E. Toronyi, R. Langer, Á. Deák, E. Hartmann, L. Piros, M. Homann, Z. 
Máthé, J. Szabó, R. Chmel, A. Doros. Transplantation and Surgical, 
Semmelweis University, Budapest, Hungary.
Purpose: the evaluation of treatment and results of early and late complications of 
ureteric anastomosis after kidney transplantation.
Methods: The technique of the kidney transplantation did not change signifi cantly 
since the fi rst successful transplantation was carried out in 1954 in Boston. There 
are two different techniques used for the ureteric anastomosis: uretero-ureteric 
anastomosis and uretero-neocystostomy. Uretero ureteric anastomosis is the 
standard technique at our department. Ureteroneocystostomy is done only in those 
cases where the patency of ureter cannot be proved intraoperatively. We analysed 
the complications of ureteric anastomoses and the results of surgical treatment and 
invasive radiological interventions.
At our Department 732 kidney transplantations were performed between 2008 and 
2012. Ureteric anastomosis was performed in 141 cases with neocystostomy, in 591 
cases with uretero-ureteric anastomosis. 101 patients had ureteric complications 
after transplantation: in 16 of them neocystostomy and in 75 uretero-ureteric 
anastomosis was done.
Out of the 101 ureteric complications 85 patients needed invasive radiological 
intervention. The fi rst intervention was a percutanous nephrostomy (PNS) and 
administration of contrast material into the drain establishing precise diagnosis of 
ureteric complications. 13 patients did not need any further intervention after the 
PNS, 48 patients received a double J catheter, 24 patients had to be reoperated after 
radiological intervention.
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16 patients were reoperated based on clinical signs without radiological intervention. 
All together 40 patients had to be reoperated because of ureteric complications. 
Out of this cohort 30 patients had previous ueretero-ureteric anastomosis, 10 had 
neocystostomy.
Results: 71,77% of ureteric complications were solved with invasive radiological 
intervention and only 28,23 %-had to be operated. 79,21% of the patients is alive 
with a functioning kidney, in 9,9 % the transplanted kidney had to be removed, 
5,94% returned to dialysis and 4,95% of patients died.
Conclusions: we did not fi nd any signifi cant difference between the complication 
rates of the different ureteric anastomoses. Invasive radiological intervention is 
essential in diagnosis and in many cases in the treatment of ureteric complications. 
With this method the majority of the urological complications can be solved without 
surgical intervention.

Abstract# D2522 
An Analysis of Major Surgical Bleeding in Kidney Transplantation: 
Incidence, Risk Factors, and Outcomes. L. Hachem,1 O. Famure,2 
Y. Li,1 A. Ghanekar,1 M. Selzner,1 S. Kim.2 1Multi-Organ Transplant 
Program, University Health Network, Toronto, ON, Canada; 2Division 
of Nephrology and the Kidney Transplant Program, University Health 
Network, Toronto, ON, Canada.
BACKGROUND: While surgical bleeding in kidney transplantation is of great 
concern due to potential adverse effects on the graft, this issue has not been 
thoroughly studied.
METHODS: Patients who underwent a kidney transplant at a Canadian transplant 
centre from 1 Jan 2000 to 30 Sep 2012 (follow-up until 31 Dec 2012) were included 
in this study. Major surgical bleeding was defi ned as a drop in hemoglobin  ≥ 20 g/L 
over a 24-hour period within 3 days of transplantation, followed by an ultrasound 
indicating a signifi cant hematoma/collection (volume  ≥ 33.2 cm3). Multivariable 
logistic regression analysis was used to assess risk factors for bleeding. To examine 
the effects of surgical bleeding on graft loss/death, multivariable Cox proportional 
hazards models were used.
RESULTS: A total of 59 of 1,203 (4.9%) kidney transplant recipients who met the 
inclusion criteria had major surgical bleeding. The majority of cases (89.8%) occurred 
within 1 day post-transplantation. Living donor transplants (OR 0.30 [95% CI: 0.16, 
0.55], P < 0.001) and higher recipient BMI (OR 0.54 per 10 kg/m2 increase in BMI 
[95% CI: 0.29, 0.99], P = 0.05) were both associated with a signifi cantly lower risk 
of bleeding. Pre-operative anti-coagulant or anti-platelet usage led to an increased 
risk of bleeding but the association was not statistically signifi cant (OR 1.82 [95% 
CI: 0.56, 5.90], P = 0.32). Surgical bleeding was associated with a higher risk of 
graft loss and/or death (HR 1.61 [95% CI: 1.00, 2.59], P = 0.05).
CONCLUSION: While the incidence of surgical bleeding in kidney transplantation 
is relatively low, it is associated with a potentially increased risk of graft loss/death. 
These fi ndings can aid in identifying high-risk patients for major surgical bleeding 
in order to optimize their care during the peri-operative period.
DISCLOSURES: Kim, S.: Grant/Research Support, Astellas Pharma Canada, 
Novartis Pharma Canada, Genzyme Canada.

Abstract# D2523 
Comparison of an Implantable Doppler Probe and Microdialysis 
for Detection of Stepwise Renal Vein Occlusion. C. Amdisen,1,2 B. 
Jespersen,2 U. Moeldrup,3 A. Keller.3 1Institute of Clinical Medicine, 
Aarhus Universityhospital, Aarhus N, Denmark; 2Department of Renal 
Medicine, Institute of Clinical Medicine, Aarhus Universityhospital, 
Aarhus N, Denmark; 3Department of Urology, Institute of Clinical 
Medicine, Aarhus Universityhospital, Aarhus N, Denmark.
Introduction
Vascular occlusion is a serious complication after kidney transplantation, often 
resulting in graft loss. This experimental study developed a model for stepwise 
reduction of renal venous blood flow. An implantable Doppler probe and 
microdialysis were evaluated for detection of vascular occlusion.
Methods
In 20 pigs, implantable Doppler probes were placed on the renal artery and vein 
and a microdialysis catheter was placed in the renal cortex. An arterial fl owprobe 
served as gold standard. Following two-hour baseline measurements, the pigs were 
randomised to stepwise venous occlusion, complete venous occlusion, complete 
arterial occlusion or controls.

Results
All parameters were stable through baseline measurements. Glutamate and lactate 
measured by microdialysis increased signifi cantly 30 minutes after a 2/3 reduction in 
renal blood fl ow. The implantable Doppler probe was not able to detect fl ow changes 
until there was total venous occlusion. Microdialysis detected changes in local 
metabolism after both arterial and venous occlusion, while the implantable Doppler 
probe could only detect vascular occlusions on the vessel on which it was placed.
Conclusions
We developed a new model for stepwise renal venous blood fl ow occlusion. 
Furthermore, the fi rst comparison of the implantable Doppler probe and microdialysis 
for detection of renal vascular occlusions was made. The implantable Doppler probe, 
would only detect fl ow changes after a complete occlusion, whereas microdialysis 
detected fl ow changes earlier, and could detect both arterial and venous occlusion.
Based on these results, the implantable Doppler probe for detection of vascular 
occlusions cannot be recommended.

Abstract# D2524 
Robotic Kidney Transplant in Morbid Obesity. R. Garcia-Roca, T. 
Williams, G. D’Amico, I. Tzvetanov, H. Jeon, P. Giulianotti, F. Bianco, 
J. Oberholzer, E. Benedetti. Department of Surgery, University of Illinois 
at Chicago, Chicago.
Introduction
Morbidly obese patients are often denied access to kidney transplantation (KT) 
due to increased risk of post-surgical complications. Surgical site infection risk 
in morbid obese patients increases to 40% from 5% in normal weight recipients, 
which is directly correlated with poor graft function and survival. However, the 
robot-assisted approach to kidney transplantation in patients with class III obesity 
(BMI  ≥ 40 kg/m²) was designed to reduce wound complications by modifying the 
location of incisions
Methods
Between June 2009 and December 2013, 60 class III obese patients (BMI  ≥ 40 kg/m²) 
underwent robotic assisted KT at our institution. This is a retrospective chart review, 
analyzing intra-operative and post-operative data as well as the short-term outcomes
Results
Most transplants were from a living donor (88.3%). The intra-operative data is 
shown in Table 1. The mean follow-up period was 16.5±13.3 months. The mean age 
was 47.3±9.4 yrs with a mean BMI of 46.7±5.2kg/m2. The SSI rate was 1.6% and 
four patients developed a non-infected seroma. There was 1 evisceration through 
the epigastric incision and 1 urinary leak that was managed surgically with full 
robotic approach and one conversion to open surgery due to inadequate exposure. 
The mean calculated GFR at 1 month was 43.5±16.2 ml/min/1.73m2 with a 6.6% 
delayed graft function rate (n=4). The 1-yr patient and graft survival rates were 98% 
and 95% respectively, where one patient expired with graft function, one graft failed 
due to antibody mediated rejection and one graft failed at 7 months due to torsion.
Data
Cold Ischemia time (hours) 4.1±4.8
Warm Ischemia time (min) 51.2±11.1
Length of surgery (hours) 5.2±1.0
Blood loss (cc) 127.2±109.0
Hospital stay (days) 8.0±6.9

Discussion
The robotic approach to kidney transplantation in patients withBMI  ≥ 40 kg/m² 
yields excellent patient and graft survival, with dramatic reduction in the surgical 
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infection rates. Robotic kidney transplantation in class III obese offers equivalent 
outcomes to those in normal weight candidates. In our opinion, this procedure 
should be encouraged

Abstract# D2525 
One Hundred-Four Robotic Kidney Transplants. R. Garcia-Roca, G. 
D’Amico, T. Williams, I. Tzvetanov, H. Jeon, P. Giulianotti, F. Bianco, 
J. Oberholzer, E. Benedetti. Department of Surgery, University of Illinois 
at Chicago, Chicago.
Introduction
Candidates with BMI>35 kg/m2 are frequently denied access to kidney transplant 
(KT). When listed, they wait an average of 2 years longer than those with a normal 
BMI. The surgical site infection rate (SSI) nears 30% in morbidly obese recipients, 
which is associated with signifi cantly worse graft survival and a trend to inferior 
patient survival rates. The robotic surgical approach focuses on minimizing and 
preventing SSI in order to provide equal opportunity transplantation for obese 
candidates with similar outcomes.
Methods 
104 obese patients underwent robotic assisted KT at our institution from jun-09 
to dec-13. All suitable candidates with a BMI  ≥ 30 kg/m2 were considered for the 
robotic approach. This is a retrospective chart review, analyzing intra-operative and 
post-operative data as well as the short-term outcomes. 
Results
Living donation (87.5%) was most common. The mean follow-up period was 
15.6±12mo. The mean age was 47±11yrs with a mean BMI of 42.3±11kg/m2. 
The SSI rate was 0.9% and the surgical complication rate was 5.7%. Out of 3 
urinary leakes, 2 were repaired successfully with robotic assistance and 1 treated 
conservatively. The mean calculated GFR at 1 month was 47±17 ml/min/1.73m2 
with a 6.7% delayed graft function rate. The 1yr patient and graft survival rates 
were 98% and 96% respectively.
Data
CIT (hrs) 3.3±4.6
WIT(min) 51.1±12.1
Length of surgery (hrs) 5.2±1.2
Blood loss (cc) 126.4±117.4
Conversion rate, 4 (3.8%)
Hospital stay (days) 7.5±6.2

Discussion
Robotic KT in obese patients signifi cantly reduces the SSI risk with acceptable 
surgical complication rates. This procedure is safe and provides equal opportunity 
for transplantation to all patients regardless of BMI.

Abstract# D2526 
Incidence and Prevalence of Renal Transplantation Throughout The 
Wolrd: An Analysis of The Change in Renal Transplantation Rates 
Between Years 1990 and 2010. B. Thomas,1,2 S. Wulf,2 C. Blosser,1 
A. Dick,3 C. Murray,2 M. Naghavi.2 1Internal Medicine, University of 
Washington, Seattle, WA; 2Institute for Health Metrics and Evaluation, 
University of Washington, Seattle, WA; 3Surgery, Seattle Children’s 
Hospital, Seattle, WA.
Introduction
Renal transplantation is recognized to be the optimal form of treatment for end-stage 
renal disease in terms of cost, quality of life, and survival. Yet substantial global 
disparities exist in regards to renal transplantation provision. This analysis describes 
the shift in such disparity within the past two decades on the global, regional, and 
country levels for 187 countries.
Methods
This data was extracted from the Global Burden of Disease database, the largest 
existing database for global causes of morbidity and mortality. The prevalence and 
incidence estimates were calculated from data from national and regional ESRD 
registries and a detailed literature review for years 1990 and 2010, or years closest 
to date. A negative binomial Bayesian regression tool was used to estimate the 
prevalence and incidence of renal transplantation for 187 countries stratifi ed by 
year and sex.
Results
Within the past two decades both prevalence and incidence of renal transplantation 
have increased by almost 120% throughout the world. We estimate the global 2010 
renal transplantation prevalence to be 82 per million population (pmp), with 2010 
incidence of 13pmp.
All 21 world regions experienced at least 65% increase in transplant incidence within 
the past two decades. The fi ve world regions with highest 2010 incidence include 
North America (151pmp), Western Europe (138pmp), Central Europe (88pmp), 
Central Latin America (83pmp) and Southern Latin America (73pmp). Regions 
with lowest 2010 incidence include all regions of Sub-Saharan Africa (0.2-4pmp) 
and South Asia (4pmp).

Conclusion
Though there has been notable global growth in rates of renal transplantation 
throughout the world, signifi cant regional disparity still exists.

Abstract# D2527 
Infl uence of Mycophenolate Mofetil On Gastrointestinal Motility 
Evaluated in Renal Transplant Patients By a Biomagnetic Technique. 
M. Teixeira,1 L. Cora,1 T. Barreto,1 T. Oliveira,1 D. Gama,1 I. Magalhaes,2 
J. Miranda,3 R. Oliveira.4 1Universidade Estadual de Ciencias da Saude 
de Alagoas, Maceio, Alagoas, Brazil; 2Centro Hospitalar Manuel Andre, 
Arapiraca, Alagoas, Brazil; 3Universidade Estadual Paulista, Botucatu, 
Sao Paulo, Brazil; 4Universidade de Sao Paulo, Ribeirao Preto, Sao 
Paulo, Brazil.
Mycophenolate mofetil (MMF) is effective to prevent allograft rejection after 
transplantation. MMF is well tolerated, but optimal therapy can be limited due to 
gastrointestinal (GI) toxicity and the diarrhea is the main side effect. Studies focused 
on GI disorders after transplantation are scantly and the techniques used does not 
allow to evaluate whole GI tract. Biomagnetic methods such as AC Biosusceptometry 
(ACB) employ non-invasive and radiation-free techniques towards monitoring 
GI motility parameters. The aim of this work was to employ ACB to evaluate 
gastric emptying and colonic transit in renal transplant patients under therapy with 
MMF. Protocol was approved by local ethics committee and was registered with 
clinicaltrials.gov, registry number: NCT01777204. Seven stable renal transplant 
patients receiving triple maintenance immunosuppressive therapy consisting of 
prednisone, tacrolimus and MMF and seven healthy volunteers were eligible for 
study entry. Participants were not diabetics or had other endocrine chronic disease. 
After an overnight fast, they received standard breakfast (550 Kcal) and 6.0 g of 
magnetic markers. ACB sensor were used to monitor gastric and colonic regions at 
regular time intervals for 24h. Mean gastric emptying time (MGET) and segmental 
colonic transit time (SCTT) were calculated. Results are expressed as mean±SD 
and were compared between groups using unpaired Student’s t-test. p-values <0.05 
were accepted as statistically signifi cant. MGET for MMF and control group was 
84.55±69.86 and 148.40±45.36, respectively. No differences were observed in 
gastric emptying between groups (p=0.065). MCTT for MMF and control group 
was 15h30min ± 1h and 30h ± 3h, respectively. Colonic transit was signifi cantly 
faster in patients compared to volunteers (p<0.001). Our preliminary data suggest 
that immunosuppressive drugs have effect on GI motility. Further studies are still 
needed to establish whether differences in the bioavailability of MMF could be the 
mechanism to explain the causes of diarrhea after transplantation.

Abstract# D2528 
Renal Allograft Outcome and Infectious Complications Following 
Antithymocyteglobulin and Alemtuzumab Used as Induction in 
Kidney Transplantation. T. Jiamjariyaporn, D. Lumlertgul, A. Manoyos, 
D. Bunnachak, V. Opascharoensuk, K. Noppakhun, Y. Suteeka. Internal 
Medicine, Chiang Mai University, Chiang Mai, Thailand.
Background : Antithymocyte globulin (ATG) and Humanized Monoclonal Anti-
CD52 Antibody, Alemtuzumab (Targeted all T-cells depleting antibodies) were 
used as induction regimens for kidney transplantation. However, both drugs have 
been questionable in threatened Infectious complications which would be the main 
barriers to patients and allograft disease-free survival.
Methods : Sixty-eight patients (Cadeveric donor 38, Living donor 30) who have 
been performed transplantation between July 1996 - 2009 were retrospective study 
analyzed kidney allograft outcome and infectious complications after induction 
therapy between ATG 200-400 mg , ATG 500-700 mg 1 given intravenously and 
alemtuzumab 30 mg given subcutaneously. Immunosuppressive agents were 
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Tacrolimus(88.2%), Cyclosporin A(8.8%), Mycophenolate mofetil(52.9%), 
Azathioprine(35.2%), Everolimus(0.3%) and corticosteroids. Standard perioperative 
antimicrobial prophylaxis consisted of ceftriaxone in combination with Fluconazole, 
Trimethoprim-sulfamethoxazole and Acyclovir in high risk patients.
Results: Patient and kidney graft survival at thirteen years was 95.58%. The rejection 
rate in low dose ATG group was 20.58%, high dose ATG was 32.14 (p-value = ns). 
There was no incidence of rejection in alemltuzumab group. Three grafts from ATG 
group were lost from rejection. The mild grade infection rate 65 events/302 patient 
years, moderate grade 51 event/302 patient years, severe infection 8 event/302 
pateient years with no difference in terms of prevalence according to the three groups.
Conclusion : ATG and alemtuzumb are effective for use as induction regimens. 
Infectious complications are comparable between low dose ATG, high ATG and 
alemtuzumab.

Abstract# D2529 
Outcome of Renal Transplantation in Low Ejection Fraction. P. Shah, 
A. Vanikar, V. Kute, M. Gumber, H. Patel, D. Engineer, P. Modi, V. Shah, 
H. Trivedi. Nephrology and Transplantation, IKDRC-ITS, Ahmedabad, 
Gujarat, India.
Background: Chronic heart failure (CHF) and chronic kidney disease (CKD) 
are serious medical conditions with signifi cant morbidity and mortality and often 
coexist. Because of perioperative risks in these patients, they may not be considered 
a candidate for renal transplantation (RTx)
Material and methods: We compare RTx outcomes [graft/patient survival, rejection 
rates and adverse cardiac events] in study group [low left ventricular ejection fraction 
(LVEF) ≤45 % by echocardiogram, n=63] and control group [normal LVEF  ≥ 50%, 
n=537] from a developing country.
Results: The mean EF was 35± 5.6 and 57±3 % for the study and control groups, 
respectively (P <0.001). Majority of these patients (98%) showed normalization of 
LVEF post-transplant. no difference was noted in graft survival, patient survival, 
rejection rates, serum creatinine and adverse cardiac events of study group at 1.3 year 
mean follow-up compared to control group. Outcome was not adversely affected by 
preexisting LV dysfunction. The study and control groups had nearly similar percent 
of patients with established CAD but signifi cantly more hospitalization for CHF pre 
RTx in the study group compared with the control group.
Conclusion: RTx may play a role in reversing LV systolic dysfunction. Once thought 
by many to be a contraindication for renal transplantation, this appears not to be 
the case. On the contrary, the available data points to earlier transplantation being 
important to the degree of recovery of ventricular function because a longer duration 
of dialysis in these patients may result in progressive and ultimately irreversible 
myocardial dysfunction.

Abstract# D2530 
Wound Healing Complications in Kidney Transplant Recipients 
Receiving Everolimus (EVR). M. Cristelli, P. Ueno, C. Felipe, P. Hannun, 
H. Tedesco, J. Medina-Pestana. Nephrology Division, Hospital do Rim 
UNIFESP, Sao Paulo, Brazil.
Introduction: De novo use of EVR has been associated with lower incidence of 
CMV infection but is associated with a concentration dependent increase in wound 
healing adverse events (WHAE). This study specifi cally evaluated WHAE within a 
prospective randomized trial comparing EVR and mycophenolate (MPA) in kidney 
transplant recipients receiving tacrolimus (TAC).
Methodology: In this single center prospective randomized study 288 low 
immunological risk kidney transplant recipients were randomized to: (G1, N=85) 
single 3 mg/kg dose of antithymocyte globulin, reduced exposure (TAC<5 ng/ml), 
EVR (4-8 ng/mL) and prednisone; (G2, N=102) basiliximab, reduced exposure TAC 
(6 ng/ml for 3 months then <5 ng/mL thereafter), EVR (4-8 ng/mL) and prednisone; 
(G3, N=101) basiliximab, TAC (6-8 ng/ml), MPA(1440 mg/day) and prednisone. All 
drugs were started within 24 hours of graft revascularization. None of the patients 
received any CMV prophylaxis. All 12 surgeons involved were not aware of the 
trial and therefore no specifi c surgical procedures were implemented. A specifi c case 
report form was developed to capture all WHAE. An ultrasound evaluation was also 
scheduled for all patients reaching 30 days to capture subclinical abnormalities.
Results: No differences in main demographic characteristics were observed. Mean 
EVR concentrations at day 7 were 4.1±1.3 in G1 and 4.0±1.4 ng/ml in G2. There 
was no difference in the incidence of patients with at least one WHAE (28 vs. 35 
vs. 25%, p=0.246) or those requiring surgical reintervention (13 vs. 13 vs. 12%, 
p=0,972). Total number of events was higher in G2 (35 vs. 61 vs. 42). The most 
frequent events observed were lymphocele (16 vs. 25 vs. 12), incisional hernia (6 
vs. 11 vs. 2), urinary fi stula (6 vs. 7 vs. 7) and surgical site infection (1 vs. 10 vs. 
8). Ultrasound was performed in 96% of patients reaching 30 days. Among patients 
without previous WHAE, specifi c fi ndings were observed in 13%, 11% and 4% of 
patients in G1, G2 and G3, respectively, mostly small fl uid collections. The incidence 
of CMV infection was lower among patients receiving EVR (4.7 vs. 7.8 vs. 35.6, 
p < 0.0001), respectively.

Conclusion: In this rigorous analysis involving 12 blinded surgeons the proportion 
of patients with any WHAE were comparable in patients receiving EVR compared to 
MPA, although the total number of events appears to be higher in patients receiving 
basiliximab induction and EVR.

Abstract# D2531 
Risk Factors Associated With Renal Allograft Thrombosis and 
Obstacles to Re-Transplantation. J. Adler, H. Yeh, J. Markmann. 
Massachusetts General Hospital, Boston, MA.
BACKGROUND: Early thrombosis after kidney transplantation is a potentially 
devastating complication. These patients are at risk for sensitization, making future 
kidney matches challenging.
METHODS: The SRTR Standard Analysis File was queried for renal transplants 
performed between 2003 and 2012. Early graft thrombosis was defi ned as occurring 
within 30 days of transplantation. A multivariate logistic regression model was 
created to identify risk factors for thrombosis.
RESULTS: 154,028 renal transplants were performed, of which 904 thrombosed 
(0.6%). In a multivariable analysis, thrombosis was associated with recipient female 
gender (OR 1.64, P < 0.0001), donor age (OR 1.18, P < 0.0001), and right kidneys 
(OR 1.59, P < 0.0001). Thrombosis was negatively associated with recipient age 
(OR 0.85 per 10 years, P < 0.0001), Asian ethnicity (OR 0.39, P < 0.0001), current 
dialysis (OR 0.84, P = 0.049), and donor height (OR 1.18 per 10 cm, P < 0.0001). 
There was no association with etiology of renal failure (P = 0.31), panel reactive 
antibody (PRA) >= 50% (OR 0.94, P = 0.47), or living donors (OR 0.92, P = 0.31). 
410 (45.4%) underwent retransplantation. 89/388 (22.9%) patients converted 
from PRA of 0 pre-transplantation to >= 50% after graft thrombosis. Median time 
to retransplantation was 3.0 years, but was much longer for those who became 
sensitized (3.8 years vs 1.9 years, P < 0.0001, Figure 1). 59.3% of sensitized patients 
remained untransplanted after 3 years, but only 42.0% of unsensitized patients were 
not transplanted within the same time period.

CONCLUSIONS: Early renal allograft thrombosis occurs in approximately 
0.6% of transplants; it is more common for female recipients and right kidneys. 
Approximately half of the patients underwent retransplantation, and a signifi cant 
proportion became sensitized, which was associated with retransplantation wait times 
approximately two times longer than for those that did not become sensitized. We 
suggest allocation changes that allow prompt retransplantation after early thrombosis 
are justifi ed to avoid sensitization induced delay in retransplantation.

Abstract# D2532 
Patterns of Early Hospital Readmissions Following Kidney 
Transplantation. E. King, S. Wildonger, D. Segev. JHH, Baltimore.
Background. Early hospital readmission (EHR) occurs in over 1/3 of patients 
undergoing kidney transplantation in the United States. EHR represent a signifi cant 
barrier to patient safety and quality of care. The purpose of this study was to 
understand the pattern of EHR at our own center.
Methods. We performed a detailed chart review of kidney-only transplant recipients 
at our high-volume academic center. EHR recipients were defined as those 
readmitted within 30 days of initial discharge following transplantation (November 
2012-November 2013). EHR recipients were compared to recipients that did not 
experience EHR during the same time period. We evaluated transplant length of stay 
(LOS), readmission LOS, reason for readmission, route of readmission, and distance 
from patient’s home to our hospital. For analysis of distance, recipients living greater 
than 750 miles from hospital were excluded, because it was presumed these patients 
stayed in the area temporarily following transplantation.
Results. A total of 258 kidney-only transplants occurred with 97 EHR events. Risk 
factors for EHR were explored. The proportion of EHR recipients who underwent 
living donor transplant was similar to non-EHR recipients (44.3% and 42.2%, 
p=0.74), but the proportion who underwent incompatible transplantation was much 
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higher among EHR recipients (40% and 14.3%, p=0.001. The average length of stay 
for initial transplant hospitalization was longer among EHR recipients (16.6 and 
10.7 days, p<0.001). On average, EHR recipients lived further form the hospital 
than non-EHR recipients (106.2 and 64.2 miles, p=0.007).
We also explored mechanisms of EHR. The most common reasons for readmission 
were intra-abdominal fl uid collection (14.4%), gastrointestinal upset (13.4%), 
hyperkalemia (12.4%), urinary tract infection (11.3%), and rejection (9.3%). 
Surprisingly, 54.7% of EHR occurred via direct admission from home, without 
evaluation from a healthcare provider (let alone a transplant provider). Only 14% of 
patients were admitted from clinic, and 11% were admitted through the emergency 
department. The average LOS for a readmission event was 6.3 days (s=6.2) and 
ranged from 1 to 35 days.
Conclusions. Potential risk factors for our kidney recipients include incompatible 
transplant, increased LOS, and increased distance from the hospital. EHR was 
characterized by a high proportion of readmission directly from home, prior to 
evaluation by a healthcare provider. Identifying individuals at risk, along with 
thoughtful discharge planning and outpatient monitoring, may help decrease EHR 
within our center.

Abstract# D2533 
Safety and Effectiveness of Percutaneous Renal Artery Embolization 
for Volume Reduction of Enlarged Polycystic Kidneys Before 
Transplantation. Results at 3 Months. F. Sallusto,1 J. Auriol,3 
L. Esposito,2 S. Lagarde-Doumerc,3 X. Game,1 N. Doumerc,1 M. 
Soulie,1 P. Rischmann,1 L. Rostaing,2 N. Kamar.2 1Urology and Kidney 
Transplantation, Rangueil Universitary Hospital, Toulouse, France; 
2Nephrology, Dialysis and Organs Transplantation, Rangueil Universitary 
Hospital, Toulouse, France; 3Radiology, Rangueil Universitary Hospital, 
Toulouse, France.
INTRODUCTION AND OBJECTIVES: The mass effect of enlarged polycystic 
kidneys may lead to temporary contraindication for kidney transplantation due to 
lack of space in the iliac fossae. We evaluated the safety and effi cacy of percutaneous 
renal artery embolization to attempt volume reduction of enlarged polycystic kidneys 
before transplantation.
METHODS: Between 2010 and 2012, 7 recipients with autosomal dominant 
polycystic kidney disease had renal artery embolization for volume reduction. Mean 
age of the patients (4 women and 3 men) was 54.4 years. Mean BMI was 20.88 kg/
m². Five patients were on hemodialysis, one on peritoneal dialysis and one in end-
stage renal failure waiting for a pre-emptive transplantation from a living donor. 
Mean volume of the treated kidney before embolization, assessed by CT scan, was 
2286 cm³ (r: 1574-3308). All percutaneous embolizations were performed under 
local anaesthesia after prophylactic antibiotherapy combined with specifi c analgesic 
treatment. After CT aortography, occlusion of the distal renal artery was attempted 
by transcatheter injection of 250 micron coils, and proximal occlusion with 6 mm 
hydrocoils. No peroperative complications occurred.
RESULTS: CT scan at 3 months showed a mean volume reduction of 1036 cm³ 
(45.32%). Mean hospital stay was 3.16 days (r: 2-5). There were no postoperative 
complications or kidney infections leading to nephrectomy. In all patients temporary 
contraindication to kidney transplantation was withdrawn at 3 months. Two recipients 
have been transplanted with a living donor graft 3 months after embolization. 
Four recipients have been transplanted with cadaveric grafts and one is still on 
the waiting list.
CONCLUSIONS: Percutaneous renal artery embolization to reduce enlarged 
polycystic kidneys before transplantation is a safe, effective and mini-invasive 
alternative to nephrectomy in selected patients.
Source of Funding: NONE

Abstract# D2534 
Strong Impact of Infl ammation in Normal Kidney Biopsies On Graft 
Survival. F. Ortiz,1 R. Gelpi,2 I. Helanterä,1 E. Melilli,2 P. Koskinen,1 O. 
Bestard,2 E. Honkanen,1 J. Grinyo,2 J. Cruzado.2 1Nephrology, Helsinki 
University Hospital, Helsinki, Finland; 2Nephrology, Bellvitge University 
Hospital, Barcelona, Catalunya, Spain.
Study’s purpose. Unexpected histopathological patterns in well-functioning kidneys 
may have an impact on the graft survival (GS). In the present study we aimed to 
address the frequency and impact of pathological fi ndings in a large material of 
protocol biopsies and to analyze the risk factors associated to them.
Material and methods. Altogether 946 kidney protocol biopsies were obtained 
at a median time on 6.5 (±2.9) months. Clinical data was collected from registries 
and patients’ charts. Statistical analysis included comparison between groups, graft 
survival and Cox regression.
Results. According to Banff classifi cation, 53.6% of the biopsies were normal and 
28.5% presented with IFTA. Borderline rejection was found in 12.3% and subclinical 
acute rejection (SCAR) in 4.6 % of the biopsies. The majority of the cases were 
mild. Death censored GS was signifi cantly shorter in patients with SCAR compared 
to other groups. From all the individual components of Banff, infl ammation had the 
strongest negative impact on GS. Thereafter we split the cases into 4 categories: 

“normal without infl ammation”, “normal with infl ammation”, “pathologic without 
infl ammation” (including only IFTA without infl ammation) and “pathologic with 
infl ammation” (including IFTA with infl ammation, SCAR and borderline). This 
regrouping showed a signifi cant impact on GS.

In the multivariate analysis the risk for graft lost at 15 years was signifi cantly 
increased in case of a previous AR (HR 1,92), proteinuria at biopsy (HR 3,69), donor 
age (HR 1,02) and normal biopsy with infl ammation (HR 1,97).
Conclusions. Kidney allografts with normal kidney graft histology according to 
Banff classifi cation showed reduced graft survival if some degree of infl ammation 
was present.

Abstract# D2535 
Transplantation After Encapsulating Peritoneal Sclerosis: Gold 
Standard Treatment. Z. Moinuddin, H. Khambalia, A. Summers, L. 
Birtles, D. van Dellen, T. Augustine, T. Augustine. Transplant Surgery, 
Manchester Royal Infi rmary, Manchester, Lancashire, United Kingdom.
Background: Formal surgical peritonectomy and enterolysis in specialised 
centres offers survival benefi ts for patients with encapsulating peritoneal sclerosis 
(EPS). However, overall mortality risk for these patients remains increased due to 
ongoing end-stage renal failure. Subsequent successful transplantation therefore 
offers optimal ongoing treatment for these patients. However, clinician reticence 
persists due to complex previous surgical interventions causing misconceptions that 
successful transplantation may not be feasible. We aimed to report our experiences 
of transplantation after successful EPS surgery.
Methods: A review was performed of a contemporaneously maintained database of 
all EPS patients at a single international referral specialist centre to identify patients 
who underwent transplantation after previous surgical intervention.
Results: 173 patients had been referred for assessment for EPS (133 patients 
surgically treated). 13 patients have undergone successful subsequent transplantation 
(9-deceased kidney, 1-simultaneous pancreas and kidney (SPK), 3-live donor kidney). 
7 further patients are on the waiting list and 5 are currently undergoing transplantation 
workup. 92.3% patients (12/13) had semi-elective enterolyis while 7.7% (1/13) had 
emergency surgery. 3 patients had previous transplants (1-kidney, 1-SPK, 1-two 
previous kidneys). Median age was 35 (24-73) years at enterolysis and 37 (27-74) 
years at transplantation with a median duration of 2 years between enterolysis and 
transplantation. 7.7% (1/13) patients had a stoma/intestinal fi stula at the time of 
transplantation. Median albumin was 32 mg/dl (19-39) at enterolysis and 42 (19-50) 
mg/dl at the time of transplant (p=0.08, t-test). Median cold ischaemic time was 17 
hours (1 hr 25 mins – 19 hrs 47mins). Median creatinine at 3-months and 2-years 
post-transplant was 109 μmol/l and 132 μmol/l respectively (p=0.9, Wilcoxon test). 
Steroids were continued as part of the immunosuppression regime in all patients as a 
prophylactic mechanism against recurrent EPS. Graft and patient survival was 100% 
at 2 years with no incidence of post-transplantation EPS recurrence.
Conclusions: Transplantation post-enterolysis for EPS is safe, feasible and also 
defi nes optimal treatment for suitable patients. However, given the rare and complex 
nature of the disease, transplantation is best performed in a centre with expertise in 
the management of patients with EPS.

Abstract# D2536 
Urological Complications in Kidney Retransplanted Patients - A 
Single Centre Experience. M. Harza, C. Baston, A. Preda, I. Manea, B. 
Stefan, B. Haineala, B. Badescu, D. Tacu, C. Bucsa, I. Sinescu. Center 
of Uronephrology and Renal Transplantation, Fundeni Clinical Institute, 
Bucharest, Romania.
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BACKGROUND:
The rate of chronic graft loss after kidney transplant is still considerable despite 
signifi cant improvements in graft survival and patients may be suitable candidates 
for retransplantation. However, retransplantation is a high-risk procedure because 
of limited surgical options, highly sensitized patients and higher rate of graft 
failure. The aim of this study was to evaluate urological complications of renal 
retransplantation in our center.
SUBJECTS AND METHODS:
We evaluated retrospectively the outcomes of kidney retransplantation performed 
in our center between 1st of July 1997 and 31st of December 2013. A total of 1394 
consecutive kidney transplantation were performed and 67 patients were candidates 
for second transplant. Renal grafts were obtained in 27 cases (40.3%) from cadaveric 
and in 40 cases (59.7%) from living-related donors. Among these 67 cases of 
retransplantation, the most common identifi ed causes of end-stage renal disease 
were chronic glomerulonephritis (31.3%), diabetic nephropathy (7.4%) and systemic 
lupus erythematosus (4.47%). In 17.9% of retransplanted cases (N=12) recipients 
were at high immunologic risk compared with 3.99% (N=53) from the fi rst kidney 
transplantation group (p<.05). Receptor average age was 37.1±9.7 y. o. with a male 
to female ratio 1.57/1. Donors mean age 47.8±16.2 y. o. with a ratio 1.16/1.
RESULTS:
The overall incidence of urological complications in kidney retransplanted patients 
was 7.46% (fi ve cases). Ureteral leakage was the most common complication 
recorded in three cases (4.48%), all in the fi rst month postoperatively. Other 
urological complications identifi ed in the retransplanted group were ureteral 
stenosis (one case- 1.49%) and lymphocele (one case- 1.49%). Conservative 
treatment (prolonged vesical catheterization) was successful in one case with a 
small anastomotic fi stula. In the other cases of ureteral leakage and stenosis open 
surgery was needed, consisted in resection of the affected segment and stented 
ureterocystoneostomy. Lymphocele was successfully treated by percutaneous 
drainage US guided.
CONCLUSIONS:
Urological complication rate for kidney retransplantation was considered acceptable. 
Although the number of patients retransplanted in our center was low, results from 
this study encourage us to consider retransplantation as the best choice for patients 
after previous graft failure.

Abstract# D2537 
Laparoscopic Repair of Incisional Hernia in Solid Organ Transplanted 
Patients: The Method of Choice? M. Skauby,1 J. Lambrecht,2 E. 
Trondsen,3 A. Vaktskjold,4 O. Oyen.1 1Dep. of Transplant Surgery, Oslo 
University Hospital, Oslo, Norway; 2Dep. of Surgery, Sykehuset Innlandet 
Health Trust, Gjovik, Norway; 3Dep. of GI Surgery, Oslo University 
Hospital, Oslo, Norway; 4Dep. of Sports and Active Lifestyle, Hoyskolen 
i Hedmark, Elevrum, Norway.
Background: Due to the immunosuppressive (IS) theraphy organ recipients are 
prone to wound complications. Incisional hernias are overrepresented in this 
population; with lager defects, a high rate of recurrences and more postoperative 
seromas and infections.
Methods: 31 IS patients and a control group of 70 non-transplanted (Non-IS) 
patients were included in a prospective interventional study on laparoscopic ventral 
hernia repair (LVHR).
Results: 

# (% / range) ISn=31 Non-IS
n=70 Fischer exact test p-value

Female : Male 9 : 22 55 : 15 <0.001*
Observation time (mts) 37 (8-46) 38 (12-73)
Liver Tx : Renal Tx 15 :16 (7/16 w/ PKD) -
Hernia defect size (cm2) 101 (5-353) 40 (1-318) 0.002*
Hernia sac seroma 1 (3.2) 9 (12.9) 0.285
Early reoperation 1 (3.2) 2 (2.9) 0.757
Removal of fi xation material 0 5 (7,1) 0.421
Protrusion 10 (32.3) 9 (12.7) 0.036*
Repair of protrusion 1 0 0.674
Recurrence 3 (9.7) 3 (4.3) 0.368
Reoperation for recurrence 3 (9.7) 2 (2.9) 0.644

There were no signifi cant differences in recurrence or complication rates among the 
groups. The IS hernias were signifi cantly larger and there were more protrusions in 
the IS-group. By regression analysis (data not shown) we did not fi nd the unbalanced 
gender distribution to disturb IS as a major risk factor for protrusion. However, 
interestingly polycystic kidney disease (PKD) was distinctly overrepresented in 
our material, constituting 47% of the kidney recipients, while the PKD proportion 
in our kidney-Tx population is only 10-12%
Conclusion: IS patients can be treated by LVHR with the same low recurrence 
rates as in non-IS patients. By omitting the incision above the mesh the troublesome 
seromas/infections are greatly reduced. More protrusions in the IS group may be 
caused by distinctly lager hernias and inferior wound healing, repair and shrinkage. 
Thus, with larger defects (> 8-12 cm); an open or hybrid layer separation procedure 
should be considered, attempting total fascial closure above the mesh. PKD (a 
systemic disorder affecting fi brous tissue development) clearly represent an added 
burden for hernias in the IS-group.

Kidney: Deceased (DCD, ECD/SCD)
 Wednesday, July 30, 2014
 9:30 AM - 6:30 PM
 Exhibit Hall

Abstract# D2538 
Evolution of DCD Renal Transplantation, Lessons Learnt and 
Improved Outcome- A Decade of Experience From a Single Centre. 
R. Bell,1 F. Hanif,1 K. Bedi,2 S. Pandanaboyana,1 I. Wijetunga,1 L. Hostert,1 
M. Attia,1 R. Baker,1 N. Ahmad.1 1Department of Transplantation, St 
James Hospital, Leeds, United Kingdom; 2University of Leeds, Leeds, 
United Kingdom.
Introduction: Donation after Circulatory Death (DCD) has evolved from 5% of 
our transplant programme to almost half of the cadaveric program in recent years. 
We present the outcome of DCD renal transplantation carried out in our institution.
Method: A prospectively maintained database of all DCD renal transplants between 
April 2002 and April 2012 was analysed. SPSS 19 was used for statistical analysis.
 
Results: We performed 1453 renal transplants in the study period, 350 (24%) were 
from living donors, 780 (54%) were from DBD donors and 323 (22%) were from 
DCD donors. We performed 310 single transplants, 12 were dual and 2 en-bloc 
transplants. The most common cause of donor death was intracranial haemorrhage 
(49%) followed by trauma (17%). Donor and recipient factors are summarized.
Table 1 Median(range) unless stated
Donor Age 47 (6months-79years)
Donor Sex M:F 2.7:1
Recipient Age 53(15-82)
Recipient Sex M:F 2.7:1
Days on Dialysis 1095(30-4755)
Days on waiting list 861(5-5517)
HLA Mismatch (mean(SD) 3(1.2)
First Warm Ischemia Time (mins) 14(2-36)
Cold Ischemia Time (CIT) (hrs) 15(8-25)
Second Warm Ischemia Time (mins) 35(13-90)

Delayed graft function (DGF) was noted in 52% (167) and primary non-function 
(PNF) in 2.5% (8). The median length of stay (LOS) following a DCD transplant was 
12 days (2-95). One month and 1 year mortality were 1.9% (n=6) and 3.7% (n=12) 
respectively. Graft and patient survival at one year were 90% and 96% respectively. 
The median serum creatinine at 1 month, 3 month and at one year were 177, 151, 
131 μmol/L respectively with corresponding estimated GFR of 38, 44 and 53 mL/
min/1.7m2 respectively.
We compared the outcome for the two eras. DCD transplantation formed 20% of the 
cadaveric transplantation program in the fi rst era, in the second era this increased to 
44%. The outcomes are summarised.

April 2002-April 
2008 (n=132)

April 2008-April 2012 
(n=191) p value

Donor Age(range) 46.5(10-79) 49(6months-78) NS
CIT 16 14 0.02
DGF 61% 45% 0.001
LOS 16 11 0.001
PNF 3% 2% NS
Graft Survival 1yr 90% 90% NS
Patient Survival 1yr 4% 3% NS

Conclusion: DCD renal transplantation has evolved to form a larger part of our 
cadaveric program in recent years. Improvement in DGF and LOS are interlinked 
and this may be attributed to several factors including reduced CIT and increased 
familiarity with the management of DCD grafts.

Abstract# D2539 
An Observational Pilot Study of the Perioperative Cardiovascular 
Changes in Renal Transplantation. E. Aitken, A. Vesey, J. Glen, J. 
Harten, M. Clancy. Department of Renal Surgery, Western Infi rmary, 
Glasgow, United Kingdom.
Purpose:  Perioperative haemodynamic status is a key modifi able risk factor in the 
development of DGF. The aim of this study was to investigate the haemodynamic 
changes that occur perioperatively in RTx and determine their association with DGF.
Methodology: An observational cohort study of 20 patients undergoing cadaveric 
RTx was performed. Cardiovascular parameters (mean arterial blood pressure 
(MABP), cardiac index (CI), stroke volume index (SVI) and systemic vascular 
resistance index (SVRI)) were measured intraoperatively and for the fi rst 24 hours 
postoperatively using thoracic bioimpendance technique and pulse contour analysis. 
Results are presented as mean±S.D.
Results: Mean recipient age: 46.7±12.7 years; mean donor age: 57.7±13.2 years. 
40% of patients had DGF. One patient died post-operative day 12. Complete 
intraoperative measurements were obtained for all patients. Only two patients had 
>18 hours of post-operative measurements due to diffi culties obtaining recordings in 
the awake patient. Mean values at time of reperfusion were: MABP:55.2±13.4mmHg, 
CI:3.1±1.2L/min/m2 , SVI: 42.5±11.2mL/m2, SVRI: 1878.9±367.9dyn/sec/cm-5/
m2. Mean ΔCI at reperfusion was -0.35±0.28 L/min/m2 [fi gure 1]. Absolute ΔCI at 
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time of reperfusion was not associated with DGF, however all 4 patients with ΔCI 
>-0.5 L/min/m2 had DGF. CVP ranged from 3-25mmHg. It did not correlate with 
DGF. 12 patients had post-operative fl uid challenges with no signifi cant changes 
in CI. Vasopressors/ inotropes were required in 12 patients intra-operatively and 1 
patient post-operatively. The cardiovascular response to these agents is described.

Conclusions: Non-invasive cardiac output monitoring provides valuable information 
about perioperative fl uid status and haemodynamic parameters in patients undergoing 
RTx. It is more sensitive than CVP monitoring and avoids damaging vessels (sites of 
future vascular access), as is the case with invasive arterial monitoring. CI reduced at 
the time of reperfusion. Large drops in CI at reperfusion were associated with DGF. 
Optimisation of CI with intravenous fl uids±inotropes at the time of reperfusion may 
reduce rates of DGF and improve graft outcomes.

Abstract# D2540 
Can We Use Kidney Grafts With Small Neoplastic Lesions? F. Fior,1 F. 
Nacchia,1 R. Momo,1 A. Eccher,2 C. Ghimenton,2 L. Boschiero.1 1Kidney 
Transplant Unit, AOUI, Verona, Italy; 2Histology and Pathological 
anatomy, AOUI, Verona, Italy.
INTRODUCTION The widening gap between kidney transplant demand and 
supply prompted the expansion of selection criteria for donation to increase the 
available donor pool. Among donors with expanded criteria are even those with 
small renal cancers. We report our experience on transplantation of kidneys with 
small renal neoplasm.
MATERIALS AND METHODS. We accidentaly found, at bench surgery time 
pre-transplantation, six suspected neoplastic lesions on donor kidney. All lesions 
were excised and histological analyzed by frozen sections. Results were confi rmed 
in permanent sections and staged with Fuhrman nuclear grade. Following cancer 
diagnosis surgical excision was enlarged with achievement of free resection margins. 
After informed consent all grafts except one were used for transplantation.
RESULTS. Histological lesions type were: three cystic renal cell carcinoma 
(RCC), two papillary RCC and one oncocytoma. We not utilized one of the graft 
with papillary RCC for the presence of multifocality. We transplanted the other 
fi ve kidneys and contralateral kidney of papillary RCC. Table 1 shows donors, 
recipients and neoplastic characteristics. All recipients were treated with CNI based 
immunosuppressive regimen and at mean follow-up of 63 months (min 25, max 
144) have functioning grafts and no signs of neoplastic disease. One patient died 
two years after transplant for cardiovascular event.

Recipient age 
(years)/sex

Donor age 
(years)

Tumor size 
(cm) Pathology

Fuhrman 
nuclear 
grade

Follow up 
(months)

37/M 52 F Cystic RCC 2 90
49/M 66 0.9 Oncocytoma 70
25/F 44 1.5 Papillary RCC 

(controlateral kidney) 2 25
36/M 44 1.5 Papillary RCC 2 25
57/F 56 0.4 Cystic RCC 1 144
34/M 53 1 Cystic RCC 27
Not transplanted 60 1.2+0.6 Multifocal papillary 

RCC *

DISCUSSION. In our experience, kidneys with small tumors (T1a) can be used for 
transplantation. It is mandatory, in order to ensure to recipients an acceptable level 
of risk, carefull evaluation of histological type and grading of neoplastic disease, 
free resection margins and strict follow up.

Abstract# D2541 
Surveillance Registry of Sirolimus Use in Recipients of Kidney 
Allografts From Expanded Criteria Donors. G. Laham,1 R. Scuteri,2 M. 
Arriola,3 P. Raffaele,4 M. Davalos Michel,1 N. Imperiali,5 R. Fortunato,4 
E. Maggiora,6 M. Vicenta Sal,7 G. Soler Pujol.1 1CEMIC, Buenos Aires, 
Argentina; 2Pfi zer, Buenos Aires, Argentina; 3Clinica de Nefrologia, 
Santa Fe, Argentina; 4Fundacion Favaloro, Buenos Aires, Argentina; 
5Hospital Italiano, Buenos Aires, Argentina; 6Sanatorio Mitre, Buenos 
Aires, Argentina; 7Centro de Trasplante, Tucuman, Argentina.

Purpose: Use of expanded criteria donor (ECD) kidneys has increased the overall 
availability of kidney transplants. In Argentina, ~70% of kidneys from deceased 
donors are ECD organs. This study assessed the use of sirolimus (SRL) in patients 
(pts) receiving ECD kidneys in transplant centers in Argentina.
Methods: This observational, open-label, 1-arm prospective longitudinal pilot study 
was conducted in a clinical practice setting. Pts aged  ≥18y who received kidney 
(without pancreas) transplants from ECD organs and were 1-36 mos posttransplant 
were eligible. Pts were followed for 1y. End points included acute rejection, pt and 
graft survival, graft status, and safety.
Results: In total, 53 pts were enrolled (mean age, 49y; male, 58%), with 52 pts 
included in the ITT population. The most frequent reasons for use of SRL were 
calcineurin inhibitor nephrotoxicity (40%) and chronic allograft nephropathy (25%). 
By 1-y follow-up, 2 acute rejections occurred. One pt died during the follow-up 
period and 3 died within the month after the last dose of SRL. No pts experienced 
graft loss. No signifi cant change was seen in creatinine (1.8±0.6 mg/dL prior to SRL; 
1.5±0.5 at wk 52/53) or in calculated creatinine clearance (45.4±19.0 mL/min prior to 
SRL; 53.2±22.6 mL/min at wk 52/53). Mean levels of proteinuria started at 0.2±0.2 
g/24h, increased to achieve 0.6±1.2 g/24h at wk 24/25, and decreased to 0.5 ± 0.6 
g/24h at wk 52/53. AEs were reported in 46 pts; of these, 21 experienced serious 
AEs. The most frequent AEs were infections and infestations (54%).
Conclusions: In this study assessing SRL use in recipients of kidney allografts 
from ECD organs, SRL was mainly indicated to prevent calcineurin inhibitor 
nephrotoxicity and chronic allograft nephropathy. Pt and graft survival were 
excellent and renal function remained stable over 1y. Acute rejection and AEs were 
similar to those observed in previous conversion studies. This pilot study brings to 
light the potential benefi ts of SRL in recipients of ECD organs. Larger randomized 
controlled trials are needed to confi rm these fi ndings and to clarify the long-term 
benefi ts of SRL in these patients.
DISCLOSURES: Laham, G.: Other, Abbvie Argentina, Advisory Board. Scuteri, 
R.: Employee, Pfi zer. Arriola, M.: Grant/Research Support, Bristol Myers Squibb, 
Pfi zer. Raffaele, P.: Employee, Hospital Fundacion Favaloro/Fresenius Medical Care, 
Other, Hospital Fundacion Favaloro/Fresenius Medical Care, Honorarium, Sociedad 
Argentina de Nefrologia, Advisory Board. Fortunato, R.: Employee, Hospital 
Fundacion Favaloro/Hospital Aleman, Other, Sociedad Argentina de Trasplante, 
Advisory Board. Soler Pujol, G.: Grant/Research Support, Pfi zer, Other, Bristol 
Myers Squibb, Consultant.

Abstract# D2542 
Is There an Opportunity To Increase The Utilization of Kidneys From 
Deceased Donors With Acute Kidney Injury? K. Reddy, R. Heilman, 
R. Batra, A. Moss, H. Khamash, W. Hewitt, N. Katariya, K. Chakkera, 
J. Huskey, M. Smith. Transplant Center, Mayo Clinic Arizona, Phoenix.
We reviewed our center’s experience with kidney offers from deceased donors 
with acute kidney injury (AKI) in order to determine the transplant rate, reasons 
for not utilizing them for transplant and opportunities for increasing the utilization.
Methods: All kidney offers to our center during the period July 2012 to June 
2013 were reviewed. AKI was defi ned as terminal creatinine  ≥2.0. Our selection 
criteria to use a kidney from AKI donor include no cortical necrosis, no signifi cant 
chronic changes (>20% glomerulosclerosis and/or more than mild interstitial 
fi brosis or arteriosclerosis) and acceptable pump parameters (fl ow >80ml/min and 
resistance <0.40). Kidneys with diffuse glomerular fi brin thrombi or from donors 
with rhabdomyolysis are not considered contraindications. We reviewed the donor 
history, anatomy, pathology and other details in the UNET to determine potentially 
usable kidneys (utilizing our selection criteria) and the reasons for not utilizing 
the remaining.
Results: There were 430 kidney offers (239 standard criteria donor SCD and 191 
expanded criteria donor ECD) from 227 donors with AKI. Of these 57 (46 SCD and 11 
ECD) were transplanted at our center and 47 (39 SCD and 8 ECD) were transplanted 
elsewhere giving a transplant rate of 36% in SCD and 10% in ECD. The transplant 
rates for the local, regional and national offers are 50%, 37% and 16%, respectively 
for SCD kidneys and 33%, 18% and 3%, respectively for ECD kidneys. The graft 
survival of the kidneys that were transplanted at our center is 100%, with a minimum 
followup of 6 months. Among the SCD kidneys that were not transplanted, 31% were 
potentially suitable for transplant, 56% were not suitable for transplant, and in 14% 
kidneys were either not recovered or the information was incomplete while those 
rates for the ECD kidneys were 22%, 46% and 32%, respectively. The reasons for 
not being suitable for transplant are shown in the following table.

SCD (n=85) ECD (n=79)
Biopsy- cortical necrosis 7% 4%
Biopsy- chronic changes 60% 68%
Poor pump parameters 13% 3%
Anatomical and/or gross appearance 16% 13%
Other 5% 13%

Conclusions: Utilization of kidneys from AKI donors can potentially be improved 
with education of all the transplant and OPO team members and effi cient placement 
of these organs. Chronic changes on biopsy is the primary reason for non suitability 
among both SCD and ECD AKI kidneys not transplanted.
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Abstract# D2543 
Does Insurance Type Infl uence Risk Assessment in Elderly Kidney 
Candidates? R. Kulkarni, E. Thomas, K. Andreoni. Surgery, UF, 
Gainesville, FL.
Introduction:Outcomes of elderly kidney recipients is of great interest. We analyzed 
OPTN database to assess unique outcome predictors.
Methods:We evaluated fi rst kidney recipients in OPTN database from 1987 to 2010 
who received non-DCD, Standard Criteria Donor grafts only.
Results:Two variables had signifi cant interaction with age at transplant: donor type 
(living v. deceased) & insurance type at transplant (private (PI) v. gov (GI)) creating 
4 unique recipient groups: living donor-govt (LD-G), living donor-private (LD-P), 
deceased donor-govt
(DD-G), & deceased donor-private (DD-P). LD-P recipients had lowest risk of 
death & DDG the highest. In age over 60, differences in survival increase benefi ting 
DD-P. Overall graft survival for those under 60 paralleled the above with LD-P 
the best & DD-G the worst. The LD-G and DD-P groups were similar until age 
60 when the DD-P group had worsening graft survival. LD-G approached the best 
performing LD-P.
Conclusion:Higher risk older patients with PI are more likely to undergo LD or DD 
kidney transplant than those with GI.
Characteristic N = 230,761
Death censored events, N (%) 55,693(24.1)
Med graft survival years (95% CI) 14.3(14.2 - 14.5)
Non-death censored events, N (%) 88,774(38.54)
Med graft survival years (95% CI) 9.9(9.8 - 10.0)
Pt deaths, N (%) 44,683(19.4)
Median pt survival years (95% CI) 17.2(17.0 - 17.4)
Pt death w functioning graft, N (%) 33,081(14.3)
Recipient DM, N (%) 48,111(38.5)
Donor DM, N (%) 3,594(1.6)
Recipient HTN, N (%) 126,849(55.0)
Donor HTN, N (%) 14,245(6.2)
Recipient male, N (%) 138,392(60.0)
Donor male, N (%) 123,288(53.4)
Donor type, N (%)
Living Deceased 94,907(41.1)/135,854 (58.9)
Insurance, N (%)
Gov/Pri 153,157(66.4)/77,604(33.6)
Group, N (%)
Living donor & gov insurance
Living donor & private insurance
Deceased donor & gov insurance Deceased 
donor & private insurance

47,109(20.4)
47,798(20.7)
106,0487(46.0)
29,806(12.9)

Abstract# D2544 
Parameters Infl uencing Waiting Time for a Deceased Donor Kidney 
in the Eurotransplant Allocation System. U. Pein,1 M. Girndt,1 K. 
Weigand,2 P. Fornara,2 S. Markau.1 1Dept. of Nephrology, University 
Hospital Halle, Halle/Saale, Germany; 2Dept. of Urology, University 
Hospital Halle, Halle/Saale, Germany.
Purpose: In Germany the active waiting list for kidney transplant covers more 
than 8.000 patients. Expected waiting time for a new organ is one of the key issues 
for the patient infl uencing quality of life and survival. Eurotransplant (ET) offi cial 
data suggest a median waiting time of 48 month, which cannot be generalized due 
to various and possibly confounding allocation parameters. Purpose of this study 
was to analyze the infl uence of several parameters of the Eurotransplant allocation 
system (ETKAS) on individual waiting time.
Method: Retrospective cohort analysis of n=369 transplant recipients at an German 
kidney transplant center with respect to overall waiting time, blood-group related 
waiting time, European senior program(ESP), acceptable mismatch program (AM), 
living kidney donation (LKD), full house or high urgent allocation (0MM/HU) and 
other possibly confounding allocation parameters. Descriptive statistical analysis 
was done with SPSS 17.0.
Results: Patients mean age was 52.2±13.1 yr, 65.3% were male, overall average 
waiting was time 53.9±36.6month. For determination of “censored” waiting time 
in deceased donor kidney transplantation adjustment for the above mentioned 
parameters was done, leading to a mean waiting time of 79.5±28.1 month with 
longest waiting periods for blood group 0 (100.5±21.1month). Allocation to ESP 
reduced waiting time signifi cantly. Subanalysis of blood group related waiting time 
as well as infl uence of ETKAS-parameters are displayed at table1.
Table 1: Infl uence of different allocation parameters on blood-group related waiting time 
(month)

Standard ET Allocation 
(n=369)

censored for LKD, ESP, 
0MM, HU, AM (n=107) ESP only (n=98)

overall 53.9±36.6 79.5±28.1 39.3±25.9
0 61.4±43.5 100.5±21.1 44.9±31.5
A 53.1±34.1 85.2±14.9 37.2±23.1
B 50.5± 28.4 70.9±14.5 33.7±19.6
AB 34.3±17.4 32.5±16.6 36.2±27.7

Conclusion: Expected waiting time for a deceased donor kidney may vary according 
to individual situation and allocation parameters. Especially blood group related 
waiting time shows signifi cant differences which may lead to disadvantages in 
recipient´s morbidity, mortality and graft survival. Further investigation on outcomes 
- maybe resulting in changes of the allocation system - should be performed.

Abstract# D2545 
Renal Transplantation Over 75 Years: A Kidney for Each Age. J. 
Cabrera, E. Gonzalez, M. Molina, J. Rodriguez Mori, N. Polanco, E. 
Morales, E. Gutierrez, M. Praga, A. Andres. Neprology Department, 
Hospital 12 de octubre, Madrid, Spain.
Objective: To assess the outcomes of patients over 75 years old that receive kidney 
transplants (tx) from elderly donors.
Methods: Retrospective analysis of 106 patients  ≥75 years old ( ≥ 75 group), 
who received a kidney Tx in our hospital between 2002 and 2012. The outcomes 
were compared with those of a group of 212 ideal renal transplantations ( donor 
and receptor young, ≤ 55 y.o, fi rst transplant, not Hyperinmunized) in the same 
period (≤ 55 group).
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Results:

Group ≥ 75 Group ≤ 55
(N 212) P Value

Recipient Age in years (Mean) (N 106) Group ≤ 55 p=0.00
Diabetes (%) (N 212) 10.4 % p=0.00
Time on dialysis in months (Median) 11 (0-20) 17 (0-189) p=0.00
HLA Incompatibilities (Mean) 4.2±4.1 3.7±1.2 p=0.00
Cold ischemia in hours (Median) 23 (6-34) 20 (5-36) p=0.00
Donor Age in years (Mean) 75.6±5.4 38.3±11 p=0.00
Donor Serum Creatinine mg/dl (Mean) 0.77±0.19 0.8±0.26 ns
Initial renal function (%) 38.7 % 52.8 % p=0.00
Delayed graft function (%) 47.2 % 43.9 % ns
Primary non-function (%) 12.3 % 3.3 % p=0.00
1-year Biopsy-proven acute rejection (%) 18.4 % 13.2 % ns

Five years death censored graft survival was 75% in  ≥ 75 group as compared with 
90% in ≤ 55 group (p<0.003). Five years Patient Survival was 70% and 100% in  ≥ 
75 group and in ≤ 55 group respectively (p=0.000). The leading causes of death in 
subjects  ≥ 75 were infections, followed by cardiovascular complications.
At the end of follow-up mean serum creatinine was 1.6 ± 0.7mg / dl in  ≥ 75 group 
vs 1.4 0.7± mg / dl in ≤ 55 group.
Conclusions: Our study confi rms that long-term results of patients over 75 years old 
that received kidney transplant from elderly donor are highly satisfactory. Patients 
with extreme ages can successfully receive a renal transplant from elderly donor 
without competing with younger patients on the waiting list for young donors. The 
higher mortality is attributable to their lower life expectancy and a higher incidence 
of infections and cardiovascular complications. In any case, the survival of these 
patients is better than that reported in a similar population in dialysis. Very elderly 
patients should be considered for renal transplantation with elderly donors. An age-
tailored immunosuppression may be needed to reduce mortality.

Abstract# D2546 
Regional Variation in Referral Rates for Kidney Transplantation 
Among Incident Canadian Dialysis Patients. S. Kim,1 G. Knoll,2 M. 
Cantarovich,3 B. Kiberd,4 P. Campbell,5 S. Delaney,6 R. Williams,7 F. Ivis,7 
R. Frohlich,7 S. Kreker,7 J. Gill.8 1University Health Network, Toronto, ON, 
Canada; 2The Ottawa Hospital, Ottawa, ON, Canada; 3McGill University 
Health Centre, Montreal, QC, Canada; 4QEII Health Sciences Centre, 
Halifax, NS, Canada; 5University of Alberta Hospital, Edmonton, AB, 
Canada; 6Canadian Blood Services, Edmonton, AB, Canada; 7Canadian 
Institute for Health Information, Toronto, ON, Canada; 8St. Paul’s 
Hospital, Vancouver, BC, Canada.
BACKGROUND: Data comparing regional referral rates for kidney transplantation 
from dialysis centers across Canada have not been previously reported.
METHODS: The Canadian Organ Replacement Register Access to Kidney 
Transplantation Feasibility Study is a national prospective cohort study of incident 
dialysis patients referred for kidney transplantation from 1 Jun 2010 to 31 May 2013. 
All provinces were included except Quebec, since data on incident dialysis patients 
from the latter were incomplete in recent years. Rates of referral were calculated 
using the person-time method and the relative hazard for referral was examined 
using Cox proportional hazards models.
RESULTS: A total of 1,450 of 9,102 incident dialysis patients (15.3%) were referred 
for kidney transplantation during the study period. Referral rates ranged from 7.0 
(95% CI: 4.1, 9.9) to 27.5 (95% CI: 23.2, 31.8) per 100 patient-years (Table 1). 
Using Ontario as the referent, the relative hazard for referral varied from 0.48 (95% 
CI: 0.37, 0.62) to 2.00 (95% CI: 1.68, 2.38). After adjustment for age at dialysis 
initiation, sex, race, and cause of ESRD, the relative hazards ranged from 0.56 (95% 
CI: 0.37, 0.86) to 1.63 (95% CI: 1.36, 1.95) (Table 1).
CONCLUSIONS: Rates of referral for kidney transplantation vary 3 to 4-fold 
across Canada. An evaluation of patient, provider, and center-level determinants of 
the observed variation in referral rates will require further study.

Geographic 
Region 
(Province)

Referral 
Rate (per 
100 patient-
years)

95% 
Confi dence 
Interval

Unadjusted 
Hazard 
Ratio for 
Referral

95% 
Confi dence 
Interval

Adjusted 
Hazard Ratio 
for Referral

95% 
Confi dence 
Interval

Ontario 13.6 12.5, 14.6 - - - -
Atlantic Canada 7.0 4.1, 9.9 0.54 0.36, 0.83 0.56 0.37, 0.86
Manitoba 27.5 23.2, 31.8 2.00 1.68, 2.38 1.63 136, 1.95
Saskatchewan 23.8 18.6, 29.0 1.68 1.34, 2.12 1.48 1.18, 1.87
Alberta 22.8 19.9, 25.6 1.68 1.45, 1.95 1.44 1.24, 1.67
British Columbia 18.6 16.4, 20.8 1.36 1.18, 1.56 1.41 1.22, 1.63

DISCLOSURES: Kim, S.: Grant/Research Support, Astellas Pharma Canada, 
Novartis Pharma Canada, Genzyme Pharma Canada.

Abstract# D2547 
Time Is Nephron: Increasing Organ Utilization of Marginal 
Donors By Foregoing The Cross Match . A Single Center Protocol 
and Experience. Y. Qazi, C. Parke, S. Alexopoulos, L. Matsuoka, K. 
Dhanireddy, H. Shidban, M. Smogorzewski. Keck Medical Center at 
USC, University of Southern California, Los Angeles, CA.

Introduction :Kidney transplant remains the best form of renal replacement therapy 
but the wait times in certain areas remains disproportionately high. In an attempt to 
increase organ utilization, our center initiated a protocol two years ago to forego the 
fi nal crossmatch on recipients offered marginal kidneys where a prolonged CIT was 
felt to be detrimental for the the allograft function. We present data our on patients 
transplanted without a fi nal cross match. Protocol: Pt who were offered an organ 
with marginal characteristics (eg DCD, Donor renal failure, signifi cant downtime) 
with an anticipated CIT of more than 24 hours or when it it was felt best to reduce 
CIT were considered for the ptrotocol. In all patients, the fi nal cross match had not be 
performed because the donor cells were still in transit from out of town. The protocol 
was initiated when the organ and donor cells were not yet available and the anticipated 
additional time of 6-8 hours for crossmatch would prevent the implantation of the 
allograft otherwise available. Pts were admitted and underwent single antigen testing 
by Luminex testing. If no antibodies were detected, the decision to proceed with 
the transplant without the crossmatch was made. If Ab were detected, the protocol 
was to wait for the fi nal crossmatch. The results of the fi nal crossmatch were always 
checked retrospectively. Demographics: 15 virtual crossmatches were performed 
within last 2 years. 10 underwent a transplant. There were 8 men and 2 women. Mean 
CIT was 26.21 hours, mean mismatch was 3.4, donor age 32.5 yrs(7-56), recipient 
age 46.37 yrs (24-67). Results: There were no rejection episodes in the immediate 
post op period and 1 related to non compliance 4 months later. Mean Cr was 1.54mg/
dl ( 1.04-2.36) . None of the crossmatches were positive retrospectively corelating 
with the reverse virtual crossmatch from day of the transplant. Conclusions: In an 
attempt to increase utilization of marginal kidneys, it is feasible to forego the cross 
match and reduce CIT using a reverse virtual crossmatch protocol where donor sera 
can be tested on day of transplant when donor cells are still in transit. Our protocol 
describes a novel approach to reduce the CIT in marginal donors.

Abstract# D2548 
Marginal Donor Criteria for Kidney Transplantation; Are 
Stratifi cations By KONOS and UNOS Criteria Useful in Korea? K. 
Lee,1 S. Yang,1 D. Oh,1 S. Shin,1 J. Choi,1 J. Yang,2 C. Ahn,2,3 J. Park,1 S. 
Kim.1 1Department of Surgery, Sansung Medical Center, Seoul, Korea, 
Republic of; 2Transplantation Center, Seoul National University College 
of Medicine, Seoul, Korea, Republic of; 3Department of Internal Medicine, 
Seoul National University College of Medicine, Seoul, Korea, Republic of.
Background The marginal criteria in deceased kidney donor are important to 
identify increased risk of graft loss. The aim of this study was to determine whether 
stratifi cations of marginal donor by KONOS and UNOS had a negative impact on 
graft survival.
Methods Between 1995 and 2009, we retrospectively reviewed donor and recipients 
pre-transplant variables of deceased donor kidney transplantations from multicenter 
database, excluding multi-organ, pediatric, and re-transplantation. We compared 
outcomes in two groups stratifi ed by KONOS (Korean Network for Organ Sharing) 
and UNOS (United Network for Organ Sharing) criteria for marginal kidney donor.
Results A total of 494 transplant recipients were enrolled in this study. Mean age was 
41.7±11.4 year (range 18-69) and 273 patients (55.4%) were male. Deceased donors 
were 369 patients composed of 263 male (71.3%) and mean age was 37.4±15.0 year 
(range 1-82). Median duration of follow-up was 8.8±4.9 year and 53 patients (10.8%) 
were lost to follow-up. According to KONOS criteria, recipients from marginal 
kidney donor were 158 patients (32.0%). There was no signifi cant difference in 
occurrence of delayed graft function (DGF), estimated glomerular fi ltration rate 
(GFR), graft and patient survival between the two groups. The recipients from 
expanded criteria donor (ECD) by UNOS were 63 patients (12.8%). Estimated GFR 
at 1, 2 and 3 year were signifi cantly lower in ECD groups (1-year, 62.2±17.6 vs. 
51.0±16.4, p<0.001; 2-year, 62.2±17.6 vs. 51.0±16.4, p=0.001; 3-year, 60.9±23.5 vs. 
54.1±18.7, p=0.047). By Kaplan-Meier analyses, there was no signifi cant difference 
in death-censored graft survival (Log rank test, p=0.899), although patient survival 
was lower in ECD than SCD (Log rank test, p=0.011).
Conclusion Stratifi cation of marginal donor by KONOS and UNOS does not provide 
signifi cant information on kidney graft survival. Modifi cation of criteria for marginal 
donor is needed in Korea. 

Abstract# D2549 
Histopathological Findings of Incidental Renal Tumors in Diseased 
Donor Renal Transplants. C. Chatzikyrkou,1 C. Chatzikyrkou,2 C. 
Bockmeyer,3 A. Schwarz,1 H. Haller,1 J. Becker.1 1Nephrology and 
Hypertension, Hannover Medical School, Hanover, Germany; 2Deutsche 
Stiftung Organ Transplantation-Region Nord, Hannover, Germany; 
3Institute of Pathology, Hannover Medical School, Hanover, Germany.
Background: The purpose of this study was to examine the distribution and 
histopathological fi ndings of incidentally discovered renal tumors in diseased donor 
kidneys at the time of organ recovery.
Material & Methods: We reevaluated and reclassifi ed the biopsies from diseased 
kidney donors with a diagnosis of renal tumor after explanation between January 
2003 and March 2012. 46 tumor biopsies from 41 donors were examined. 37 donors 
had a unilateral tumor in 3 donors the tumors were bilaterally. In the last donor two 
different tumors were located in the right kidney and one in the left.

© The Authors. Compilation © The American Society of Transplant Surgeons, The Transplantation Society and the American Society of Transplantation



650

Results: The histological diagnoses were as following: 17 kidney infarcts (37%), 
9 simple cysts (20%), 5 angiomyolipomas (11%), 4 papillary renal cell carcinomas 
(9%), 3 clear cell renal cell carcinomas (6%), 1 oncocytoma (2%), 1 adrenocortical 
ectopy (2%), 1 perirenal lymphatic hyperplasia (2%), 1 septic embolism (2%), 1 
unspecifi c scar, and 3 biopsies without a histopathological fi nding.
Conclusions: 96% of the tumors could be correctly identifi ed during the initial 
evaluation process. The majority of lesions were benign (85%) with a preponderance 
of kidney infarcts (37%). As opposed to the general population, papillary renal cell 
carcinomas are encountered in kidney donors more frequently.

Abstract# D2550 
Retrospective Evaluation of Discarded Diseased Donor Kidneys 
in Germany. C. Chatzikyrkou,1 C. Chatzikyrkou,2 C. Bockmeyer,3 
B. Eggers,2 A. Schwarz,1 H. Haller,1 J. Becker.3 1Nephrology and 
Hypertension, Hannover Medical School, Hanover, Germany; 2Deutsche 
Stiftung Organ Transplantation-Region Nord, Hannover, Germany; 
3Institute of Pathology, Hannover Medical School, Hanover, Germany.
Background: The discard rate of diseased donor kidneys remains unacceptably high, 
despite the continuously increasing demand. In order to assess the quality of the 
organs lost due to non-acceptance by transplant centers in Germany we examined 
discarded donor kidneys retrospectively.
Material & Methods: 96 discarded kidneys from 61 donors between January 
2003 and March 2012 were examined. The discarded kidneys were histologically 
evaluated and scored according the Banff classifi cation and the medical records of 
the deceased donors were reviewed.
Results: The mean donor age was 62 years and the mean eGFR at recovery was 
70ml/min. The majority of donors were men (63%). 28 kidneys (29%) were discarded 
due to fi ndings of a previous adequate preimplantation biopsy, 10 (11%) with an 
unrepresentative biopsy, 9 (10%) due to renal artery atherosclerosis, 8 (8%) due to 
renal cell carcinoma, 6 (6%) due to their macroscopic appearance, 6 (6%) because 
of donor extrarenal malignancy, 4 (4%) due to hepatitis C, 3 (3%) for clinical 
reasons, 3 (3%) for other surgical reasons, 2 (2%) due to sepsis, 1 (1%) because of 
a benign tumor, 1 (1%) due to renal adenoma, and 14 (15%) without an documented 
reason. The majority of those kidneys, which were discarded due to macroscopic 
appearance, unrepresentative preimplantation biopsies or unidentifi able reasons, 
had low chronic Banff scores.
Conclusions: A great proportion of diseased donor kidneys in German routine 
allocation practice seem to be discarded because of macroscopic findings, 
unrepresentative biopsies or undocumented reasons. The majority of these kidneys 
were of acceptable histologic quality. Thus, we propose mandatory pretransplant 
biopsy evaluation for donor kidneys rejected for these reasons in order to combat 
the shortage of donor organs.
 

Abstract# D2551 
Proposal of Categorization of Expanded Criteria Donors in Kidney 
Transplantation. M. Koukoulaki,1,2 G. Kyriakopoulos,1 C. Nikolaidis,1 
A. Balaska,1 D. Pistolas,1 S. Drakopoulos.1 11st Department of Surgery 
- Transplant Unit, Evangelismos General Hospital of Athens, Athens, 
Greece; 2Department of Nephrology, Evangelismos General Hospital of 
Athens, Athens, Greece.
Introduction: Even though expanded criteria donors (ECD) is an acceptable source 
of donors, the wide range of age along with the presence or not of risk factors 
(RF) necessitates further categorization. The aim of this study was to analyze the 
allograft survival of the ECD kidney grafts and to propose an ECD categorization 
model. Patients and methods: We reviewed the medical records of renal transplant 
(tx) recipients from January 2002 to July 2012. ECD were divided in three groups, 
type I included donors  ≥ 60 years old without RF, type II donors aged 50-59 years 
old with RF and type III donors  ≥ 60 years old with RF. Results: During the study 
period, 310 kidney tx were performed in our Transplant Unit, 86 from ECD and 
114 from SCD. ECD renal graft survival the fi rst, third and fi fth year was 92%, 82% 
and 70%. Further categorization of ECD showed that type I kidney allografts had 
better renal graft survival and function compared to grafts procured from ECD type 
II. The difference in serum creatinine (sCr) was statistically signifi cant among the 
three ECD types early post-tx [1st year sCr. (mg/dl) 1.6±0.3 vs 2±0.8 vs 2.1±0.6, 
p=0.048]. Progressive worsening of renal graft survival in all types of ECD groups 
was observed (log rank p=0.002).

More specifi cally, ECD type I graft survival the 1st, 3rd and 5th post-tx year was 
stable 95%. Respectively, ECD type II renal graft survival was 92% and 80% the 
1st and 5th post-tx year. ECD type III graft survival rates were lower even from 
the 1st post-tx year 78%. Conclusions: Kidney tx from ECD offers acceptable graft 
survival rates, however they have to be further categorized, taking into consideration 
the independent risk factors. Our proposal to categorize ECD aims to clarify that 
donor age alone is a determining prognostic factor but the presence of RF has greater 
impact on survival even from younger donors.

Abstract# D2552 
Kidney Transplantation From Cardiac Death Standard Criteria 
Donor of Hypertensive Cerebral Hemorrhage: A Report of 35 Cases. 
X. Yuan, J. Zhou, C. Chen, M. Han, X. Wang, X. He. Third Division of 
Organ Transplant Center, Eastern Campus of First Affi liated Hospital, 
Sun Yat-Sen University, Guangzhou, China.
Objective To explore the effect of kidney transplantation from cardiac death standard 
criteria donors of hypertensive cerebral hemorrhage (HCH). Methods  The clinical 
data of kidney transplantation from donation after cardiac death (DCD) donors died 
from HCH were retrospectively analyzed, only standard criteria donors (SCD) were 
included. The results of kidney transplantation from HCH donors were compared to 
those from DCD donors died from brain trauma. Results  There were 18 donors from 
HCH and 20 donors from brain trauma. The mean maximal calculated creatinine 
clearance rate of the HCH donors was signifi cantly lower than that of the brain 
trauma donors (85.2 ± 19.2ml/min vs 127.8 ± 45.2ml/min, P = 0.001). All kidneys 
from HCH donors showed glomerulosclerosis in various degrees (13.8% ± 7.2%). 
Thirty-fi ve recipients received kidney transplants from HCH donors (HCH group) 
and 40 recipients received kidney transplants from brain trauma donors (brain 
trauma group). After transplantation, the incidence of delayed graft function and 
acute rejection of two groups were similar. The HCH group had signifi cantly lower 
estimated glomerular fi ltration rate (eGFR) at 1 month, 6 months and 12 months 
after transplantation (50.2 ± 11.5,49.5 ± 13.6 and 47.3 ± 15.7 ml·min-1·[1.73m2]-1, 
respectively) than brain trauma group(63.5 ± 14.5, 64.4 ± 13.7 and 69.2 ± 15.3ml·min-

1·[1.73m2]-1, respectively). Conclusions The eGFR of renal grafts from HCH donors 
was signifi cantly lower than grafts from brain trauma donors, and the allografts 
from HCH donors showed accelerated deterioration in function in the fi rst year 
after transplantation. The kidneys from HCH donors should be biopsied before 
implantation and allocated preferably to older recipients with lower body mass index.

Abstract# D2553 
The Signifi cance of Time-Zero Biopsy for Graft Renal Function 
After Deceased Donor Kidney Transplantation. A. Lee,1,2 H. Jeong,3 
J. Lee,1,2 J. Lee,1,2 D. Joo,1,2 M. Kim,1,2 S. Kim,1,2 Y. Kim,1,2 K. Park,4 K. 
Huh.1,2 1Department of Surgery, Yonsei University College of Medicine, 
Seoul, Korea, Republic of; 2Research Institute for Transplantation, Yonsei 
University College of Medicine, Seoul, Korea, Republic of; 3Department 
of Pathology, Yonsei University College of Medicine, Seoul, Korea, 
Republic of; 4Department of Surgery, CHA Bundang Medical Center, 
CHA University, Seongnam, Korea, Republic of.
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Background. Donor organ qualities from deceased donors affect graft survival after 
kidney transplantation. This study was performed to identify clinico-histological 
factors that affect early graft outcome using time-zero biopsies of deceased donors.
Methods. Between December 2006 and July 2011, 135 recipients of deceased donor 
kidneys were included, and data concerning donor and recipient-related clinical 
characteristics and histological fi ndings of time-zero biopsies categorized using the 
Banff 07 scoring system were included in the analysis.
Results. Mean donor age was 44.3 ± 12.3 years. Mean terminal serum creatinine and 
cold ischemic time were 1.50 ± 0.96 mg/dL and 349 ± 166 minutes. Mean recipient 
age was 45.8 ± 10.6 years. Mean follow-up time after transplantation was 37 ± 16 
months, and all recipients were followed for at least a year. Global glomerulosclerosis 
(GS, 38.5%), tubular atrophy (CT, 37.8%), arteriolar hyaline thickening (AH, 25.9%), 
interstitial fi brosis (CI, 23%), vascular fi brous intimal thickening (CV, 21.5%), and 
interstitial infl ammation (I, 20%) were the major pathologic fi ndings of time-zero 
biopsies. The majority of pathologic scores were of mild degree. Among histological 
fi ndings, AH and CI were only signifi cantly associated with early post-transplant 
renal function in multivariate analyses. Donor age, CI and AH were signifi cantly 
associated with a low eGFR at post-transplant 1 year.
Conclusions. Considerations of clinico-histological findings were found to 
be valuable for predicting early graft outcome after deceased donor kidney 
transplantation.

Abstract# D2554 
Multidisciplinary Approach Leads to Signifi cant Reduction in Cold 
Ischemia Time (CIT) of Deceased Donor Renal Transplants (DDRT). 
M. Wijkstrom, R. Hill, P. Sood, B. Bricker, K. Shutterly, A. Tevar, R. 
Planinsic, J. Lunz, M. Sturdevant, H. Tan, R. Shapiro, R. Lopez, A. 
Humar, S. Hariharan. STI/Surgery, U of Pittsburgh, Pittsburgh, PA; 
CORE, Pittsburgh, PA.
Background: Longer CIT increases the risks of delayed graft function and negatively 
impacts long-term graft function and survival. We aimed at reducing CIT >25% by 
involving disciplines affecting CIT.
Methods: All members of the multidisciplinary team were requested to identify 
opportunities for decreasing CIT for prospective DDRT. Several elements were 
identifi ed and changes implemented. They include optimization of patient admission, 
virtual XM, preoperative testing, organ transportation, donor biopsy assessments, 
potential preoperative dialysis, anesthesiology evaluation, and allocation of 
operating rooms/staff. We conducted a prospective, single center, 1-year study 
aimed at evaluating CIT (n=101) and compared to cohort transplanted before 
(n=359). Times for events were collected by questionnaires and review of EMR, and 
included information about organ source, cross clamp (XC), biopsy, use of pump, 
organ delivery to our center, cross match, operative times, KDPI, and other service 
delays. The KDPI of historical donors was calculated using the 2012 KDRI scaling 
factor. Unpaired Student’s t-test was used to test signifi cance between groups; data 
are presented as mean±SD.
Results: 101 consecutive DDRT were completed in 12 months with CIT of 12.0±5.4 
hrs and was lower than controls 19.6±8.8 hrs (p<0.001). Of 101, 18 were imported 
(CIT 18.1±3.9 hrs vs 10.6±4.7 hrs for local). KDPI of current grafts was 43±26%, 
same as calculated KDPI of controls 46±28% (p=0.31). For local DDRT, time from 
XC to organ arrival at our facility was 6.7±4.9 hrs, time (requested minus actual) in 
getting patient into the OR was 1.6±2.1 hrs, time for IV access and intubation was 
1.1±0.3 hrs, and time from OR start to reperfusion was 1.8±0.6 hrs.
Conclusions: CIT was reduced by 39% using a multidisciplinary approach. We 
speculate most CIT saving is due to case scheduling and OR availability. Since organ 
quality (by KDPI) remained constant, long-term follow-up of study subjects will 
be undertaken to analyze CIT impact on delayed graft function, allograft function, 
rejection rates, and loss. An increased organ utilization ratio (by using donors with 
higher KDPI) could be attempted if outcome quality is improved by shorter CIT.

Abstract# D2555 
Consent for Deceased Donation Among Native Americans. F. 
Barrantes,1 A. Oaris,2 S. Stith.3 1Renal Medicine Associates/Presbyterian 
Transplant Center, Albuquerque, NM; 2Internal Medicine, Presbyterian 
Health Care Services, Albuquerque, NM; 3Economics, University of New 
Mexico, Albuquerque, NM.
Background: Native Americans and African Americans are the ethnic groups with 
the highest prevalence and incidence of end stage kidney disease in the United States. 
Previous research has documented lower rates of donations in African Americans. 
The aim of this study was to evaluate and compare the propensity for deceased 
donation among Native Americans relative to other ethnic groups.
Methods: Using 2008 to 2010 data from the Organ Procurement and Transplantation 
Network , we evaluated whether Native Americans are less likely than other ethnic 
groups to consent to donate their organs after death We used both means comparison 
and a linear probability model to establish our preliminary results. The regression 
results account for year and regional fi xed effects to control for factors affecting all 
regions in a given year and time-invariant regional factors.
Results: Only 35% of Native Americans consent to donate their kidneys, a fi gure 
statistically signifi cantly lower (p-value = 0.00) than that of Whites and Hispanics 

(66%), Asians (47%), and African-Americans (53%). The regression results 
underscore the dramatic difference in the probability of donation between Native 
Americans and other ethnic groups. Native Americans are 31 percentage points less 
likely to donate than whites, while Asians are 17 percentage points less likely than 
whites and African-Americans are 13 percentages points less likely than whites. 
(These results are all signifi cant at the 0.00 level.) The difference between white 
and Hispanic donation probabilities is statistically insignifi cant.
Conclusions: Despite high incidence and prevalence of kidney disease in Native 
Americans, deceased donation rates remain lower than for other minorities. Further 
research efforts to understand the sources of this disparity may help to increase 
donation among Native Americans.

Abstract# D2556 
Cardiovascular Screening/Risk-Assessment For Kidney 
Transplantat ion Using Cl inical  Parameters ,  Select ive 
Echocardiography & Exercise Tolerance Testing and Highly Selective 
Coronary Angiography Is Associated With Excellent Perioperative 
Mortality. S. Tan, E. Aitken, A. Jardine, P. Mark, M. Clancy. Transplant 
Unit, Western Infi rmary, Glasgow, United Kingdom.
Introduction: Renal transplantation entails the stress of major surgery plus 
immunosuppression. Published rates of mortality and cardiovascular morbidity are 
signifi cant and necessitate careful selection of candidates. Ultimately, all screening 
protocols inform the subjective question of whether the risk of perioperative 
morbidity/mortality is acceptable or not. Acceptability should relate to patient, 
clinician and to society. We describe our protocol of cardiovascular risk assessment 
with highly selective further investigation based on resting ECG, echocardiography 
plus exercise tolerance test and report the rates of mortality and perioperative CV 
events in the resulting transplants performed.
Methods: Prospective demographic and clinical outcome data for pre transplant 
workup and post transplant progress was collected in an electronic database (SERPR) 
for consecutive adult renal transplants performed in Glasgow between 1/1/2007 and 
31/12/2012. All major perioperative morbidity and mortality was identifi ed and 
validated via case note review.
Results: 555 transplants were performed in the study period incorporating 56.8% 
males with a population mean age of 47.5 ±13.5 years, 12.8% retransplants and 
11.2% previous cardiovascular event (defi ned as CVA, TIA, STEMI, NSTEMI, 
CABG, PCI). 28 day mortality was 2/555 (0.4%) 28 day Major cardiovascular 
event rate was 9/555 (1.3%).
Conclusion: Clinical cardiovascular screening, supplemented by highly selective 
further, investigation/intervention is associated with more than acceptable mortality 
and cardiovascular morbidity rates. This is demonstrated in a population known to 
have higher background rates of cardiovascular disease and lower life expectancy than 
most other UK geographical areas. These results suggest aggressive interventional 
approaches to the optimisation of cardiovascular risk may be unnecessary or at least 
be successfully delayed until after transplantation and therefore not be a source of 
exclusion or delay in patient access to transplantation.

Abstract# D2557 
Pulsatile Machine Perfusion Versus Cold Storage for Preservation of 
Deceased Donor Kidneys in Brazil. R. Esmeraldo, I. Brasil, P. Pinheiro, 
C. Soares, R. Esmeraldo. Renal Transplant Unit, Hospital Geral de 
Fortaleza, Fortaleza, CE, Brazil.
INTRODUCTION: Delayed graft dysfunction (DGF) is the main complication 
following deceased donor (DD) kidney transplant in Brazil, where its frequency 
varies between 57%–80% across centers. The aim of this study was to evaluate 
the benefi ts of pulsatile machine perfusion (PMP) for preservation of kidneys from 
DD since its introduction at our center, compared with static cold storage (SCS).
MATERIAL AND METHODS: This is a retrospective analyses of all patients 
transplanted at our center from May/2011 to November/2013 that received a kidney 
from a DD with high-risk factors for DGF [age  ≥ 50 years, terminal serum creatinine  
≥1.8 mg/dl, kidneys shipped from other states, and an estimated cold ischemia 
time (CIT) >20h]. Transplant recipients were allocated in two groups, according to 
preservation method used: Group-I, recipients of kidneys preserved on PMP (n=90), 
and Group-II, recipients of kidneys preserved by SCS (n= 77). Post-transplant 
outcomes were compared, with analysis of the occurrence and duration of episodes 
of DGF, need for dialysis, length of hospital stay (LHS), acute rejection (AR), graft 
survival (GS) and patient survival (PS).
RESULTS: Group-I showed the best results, with a signifi cant lower rate of DGF 
[24% vs 53% (95% CI= -0.4747 -0.1053 , P=0.004)], less need for dialysis [3 ± 2 
vs 6 ± 5 (95% CI= 0.4066 to 5.593, P=0.024)], lower LHS [15 ± 7 days vs 22 ± 10 
days (95% CI= 1.519 to 12:48, P=0.013)]; CIT was higher in the PMP group [26 ± 
7h vs 19 ± 4h (95% CI= -8797 to -5203, P< 0.001)]. There were no differences in 
AR rates (7% vs 10%), GS and PS.
CONCLUSION: Compared with SCS, PMP preservation of kidneys from DD with 
high-risk factors for DGF showed a reduction of more than 50% in the risk of DGF 
[RR= 0.442 (95% CI= 0274-0712, P < 0.001)], reduced need for dialysis and a 
lower length of hospital stay.
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Abstract# D2558 
Donor Remuzzi Score Coorelates Better With Renal Function Than 
Kidney Donor Risk Index in an Asian Deceased Donor Population. 
A. Vathsala, S. Haroon, A. Goh, H. Tiong. National University Centre 
for Organ Transplantation, National University Hospital, Singapore, 
Singapore.
Introduction
Both clinical donor characteristics (Kidney Donor Risk Index (KDRI) score) and 
histological evaluation of implant/explant biopsy (Remuzzi score) have been 
demonstrated to have an impact on deceased donor(DD) transplantation outcomes. 
However, neither have been compared head-to-head for correlation with outcomes 
after DD renal transplantation.
Methods
61 primary kidney-only transplants with implant or explant biopsies and available 
were evaluated for Delayed Graft Function(DGF) and 1 and 3 month serum 
Creatinine(SCr).
Results
DD characteristics included (59% male, 74% Chinese, median age 49, 40% cause 
of death as stroke, 33% hypertensive, 15% diabetic, median terminal creatinine 81 
umol/L, median donor BMI 23.4). The study population (34% male, 66% Chinese, 
median age 48 and Interval to transplant 9.1 years, 79% aetiology of renal failure as 
chronic glomerulonephritis) had an overall incidence of DGF of 33%. Proportions 
of KDRI up to 1.1 and above 1.1 were 46% and 54% respectively whereas those 
with Remuzzi score ≤4, > 4 were 79% and 21% respectively. Kruskal-Wallis test 
revealed Remuzzi scores to be independent risk factors for serum creatinine at 1 and 
3 months (p <0.05). KDRI was only predictive of serum creatinine at 3 months, but 
not signifi cant for 1 month SCr. Both Remuzzi scores and KDRI were not predictive 
of DGF. Overall correlation between KDRI and Remuzzi scores was only moderate 
r=0.603 (p < 0.05). Further subgroup analysis of expanded criteria donors, there was 
no correlation between the two scoring system.
Conclusions
These results suggest that histological scoring as with the Remuzzi predicts short term 
graft outcomes more accurately than risk indices incorporating donor characteristics. 
Explant biopsies should be routinely carried out for those with KDRI > 1.1 so as 
to better allocate DD kidneys.

Abstract# D2559 
The Impact of Zero Time Biopsy On Graft Outcomes After Deceased 
Donor Kidney Transplantation. A. Matos,1 N. Camara,2 L. Moura,1 E. 
Tonato,1 E. Ferraz,1 L. Melo,1 T. Filiponi,1 D. Malheiros,1 M. Durao,1,2 R. 
Chinen,1 A. Pacheco-Silva.1,2 1Renal Transplant Unit, Hospital Israelita 
Albert Einstein, Sao Paulo, Brazil; 2Nephrology, Universidade Federal 
de Sao Paulo, Sao Paulo, Brazil.
Zero-time biopsy (T0-Bx) provides important information about the organ quality; 
however its role as acute or chronic renal function predictor is not established. 
Materials and Methods: We analyzed data from 136 T0-Bx in deceased transplant 
patients realized form 11/2008 to 5/2012. Patients had a follow up of at least 6 months. 
We analyzed presence of ATN, arteriolar hyalinosis (AH), intimal thickness (IT), 
interstitial fi brosis (IF) and glomerulosclerosis (GS). We also analyzed the impact 
of donor features with the following outcomes: delayed graft function (DGF), renal 
function measured by CrCl at hospital discharge, 6 and 12 months and chronic 
allograft dysfunction (CAD) defi ned as CrCl < 60ml/min. Results: We studied 136 
patients with a mean follow up of 805 days. The age of donors were 41 yr, 26% 
were extended criteria donors (ECD), 33% had hypertension and 50% had cerebral 
vascular accident (CVA) as the cause of death. ATN was present in 87% of these bxs, 
AH in 31%, IF in 21% and GS >10% in 7%. DGF occurred in 80% and CAD in 53% 
of our patients. No histological fi nding at zero-time biopsies was associated with 
DGF. CrCl at discharge and at 6 mo had no association with histological fi ndings. 
Patients with AH had a lower CrCl at 12mo, compared to patients without it (49.8 
ml/min x 64.5 ml/min, p=0.02). In a multivariate analysis, variables associated 
with CAD at one year were acute rejection OR:8,9 IC 95%: 2,2-35,9, p=0,002, HA 
OR: 3,9 IC 95%: 1,4-10,7, p=0,007, male gender OR:3,2 IC 95%: 1,2-8,2, p=0,018 
and donor hypertension OR:2,9 IC 95%: 1,1-7,8, p=0,031. In multivariate analysis 
, risk factors for AH were donor age > 50 yr OR:2,4 IC 95%:1,1-5,4, p=0,03 and 
CVA as the cause of death OR:2,3 IC 95%: 1,0-5,1 p=0,04.Conclusion: Vascular 
abnormalities were associated with a one year poorer renal function. T0-Bx can be 
useful to choose immunosuppression in order to improve long term graft function.

Abstract# D2560 
A Comparison of Kidney Transplant Outcomes Using Donation After 
Cardiac Death Donors Versus Donation After Brain Death Donors. 
S. Tan,1 J. Kanellis,2,3 K. Polkinghorne,2,3 H. Opdam,4 A. Saunder.1,5 
1Department of Surgery, Monash Medical Centre, Clayton, Victoria, 
Australia; 2Department of Nephrology, Monash Medical Centre, Clayton, 
Victoria, Australia; 3Department of Medicine, Monash University, 
Clayton, Victoria, Australia; 4DonateLife, Melbourne, Victoria, Australia; 
5Department of Surgery, Monash University, Clayton, Victoria, Australia.

Study aim: This single-centre study aimed to compare graft and patient outcomes 
between Donation after Brain Death (DBD) and Donation after Cardiac Death 
(DCD) renal transplant recipients.
Methods: We retrospectively collected data on recipients who received a single 
kidney transplant from a deceased donor between 1/1/10 and 30/4/13. Primary 
endpoints were recipient survival, graft survival and graft function. Secondary 
endpoints were delayed graft function, length of post-transplant hospital admission 
and relevant transplant kidney biopsy fi ndings.
Results: There were 39 DCD and 91 DBD kidney recipients in total. There were no 
differences in recipient and graft survival. Graft function was comparable between the 
two groups within two months post-transplantation. 84.6% of DCD kidney recipients 
compared to 31.9% of DBD kidney recipients experienced delayed graft function 
(p < 0.001). DCD kidney recipients had a longer length of admission (median 9 v 
7 days, p < 0.001) and 89.7% underwent a transplant biopsy before 31 days post-
transplantation in comparison to only 48.3% of DBD kidney recipients (p < 0.001). 
There were no differences in rates of biopsy-defi ned acute rejection identifi ed before 
3 months or interstitial fi brosis / tubular atrophy at 12 months post-transplantation.
Conclusion: This is the fi rst Australian study to compare DCD and DBD kidney 
transplant outcomes. We found that although DCD kidneys experienced a 
signifi cantly higher rate of delayed graft function, they quickly achieved a similar 
level of function to DBD kidneys and have the same medium-term graft survival 
and similar longer-term biopsy fi ndings. Although longer-term data is required, 
these results suggest that DCD kidneys are a worthwhile group of organs and should 
continue to be utilised in Australia.

Abstract# D2561 
Recipients of ECD and SCD Kidney From the Donors Age 50-59 Have 
Comparable Outcomes: A Matched Pair Analysis. A. Kukla, N. Issa, 
K. Gillingham, A. Matas. U of M, Minneapolis.
Background: Both donor and recipient characteristics play a role in kidney transplant 
(tx) outcome. Using a large database to look at risks, the SRTR defi ned an expanded 
criteria donor (ECD) as one whose kidneys are associated with  ≥ 1.7 risk of graft 
failure versus a standard criteria donor (SCD). Because of the worse results, use of 
kidneys from donors meeting ECD criteria has been limited. It is unclear whether 
worse outcomes are due to: a) worse kidney function at the time of tx, b) more rapid 
decline in renal function over time; and/or c) recipient characteristics.
We compared outcomes of 49 recipients of ECD kidneys from donors 50-59 vs. 66 
matched recipients of SCD kidneys (from donors 50-59). Recipients were matched 
on age at transplant, gender, date of transplant, type 1 diabetes prior the transplant, 
and primary versus retransplant. We compared eGFR levels at 1 and 12 months, 
slope of 1/Cr vs time in the fi rst year, and separately, after the 1st year posttransplant.
Results: There were no differences in demographics between the 2 groups except 
in race (ECD: 86% C, 0%AA, 4% other; SCD: 85%C, 0%AA, 14% other) . Mean 
ECD recipient age was 50±14 years; SCD, 51±14 years (NS). Patient survival, 
graft survival, and death censored graft survival were not different between groups 
( table 1).

ECD SCD p value
graft survival:1,3,and 5 years 87%,78%,67% 87%,75%,56% 0.2
death censored graft survival: 1,3 and 5 years 93%,89%,80% 92%,79%,68% 0.4
patient survival:1, 3 and 5 years 93%,87%,78% 95%,92%,74% 0.2
Mean eGFR at 1 month was 41.3±19.6 for ECD and 37.2±14ml/min/1.73m2 for 
SCD; at 12 months was 43.1±17.9 for ECD and 36.4±15.8 ml/min/1.73 m2 for SCD 
(NS). Slope of 1/Cr vs time did not differ between ECD and SCD within fi rst year; 
similarly, there was no difference after the 1st yr (table2).

ECD SCD p value
Slope 1/creatinine/month (mg/dl/month) during the 
fi rst year 0.1
Mean 0.23±0.23 0.3±0.6
Median 0.22 0.24
Quartiles (Q1-Q3) 0.1-0.4 0.02-0.41
Slope 1/creatinine/month (mg/dl/month) after fi rst 
year 0.4
Mean -0.03±0.12 -0.02±0.05
Median -0.01 -0.01
Quartiles (Q1-Q3) -0.05-9-0.006) -0.05-0.009

Conclusion: ECD transplants from donors 50-59 (at least as selected at our 
institution), compared to recipient-matched SCD tx, have similar 1-yr intercept 
and similar post 1-yr slope of 1/Cr vs time. In matched recipients, ECD tx with 1 yr 
survival are associated with equivalent 60 month slopes of 1/Cr vs time as SCDs.

Abstract# D2562 
Donor-Recipient Age Difference in Renal Transplant: When Is It 
Winning? A. Hassan, I. Elsayed. Sheffi eld Kidney Institute, Northern 
General Hospital, Sheffi eld Teaching Hospitals NHS Foundation Trust, 
Sheffi eld, United Kingdom.
Background:Current practice is to offer kidney to age matched recipients. Donor- 
recipient age difference has been studied previously in the literature, to try to address 
the best combination. This is a single centre retrospective analysis, looking to clarify 
the effect of such difference on graft survival & whether it is related to donation type.
Methods: We analysed data of 548 renal transplants, performed in our center 
between Jan 2001 till Jan 2012, retrospectively these included fi rst grafts & re-
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transplants. Data including donor, recipient age, age difference, donation type and 
graft survival were retrieved from the hospital electronic database. Recipients were 
divided according to age into 2 groups (Younger=<50, n=301, Older >50, n=247). 
Age difference were calculated, either older or younger donor in relation to recipient. 
Further subgroup analysis was performed with 5 years age difference or more as 
a cutoff. Graft survival was analysed using Kaplan-Meier survival curves. (IBM 
SPSS 20). The effects of age differences on graft survival were also analysed using 
Kaplan-Meier curves & compared using log-rank analysis.
Results: Mean follow-up was 67 months (12 to 141 months). Mean recipients age 
was 47 years (17-85, +/- SD= 13.48). Mean donor age was 45 years (13-80, SD: 
15.01). 309 out of 548 transplants were from a younger donor (56.3%) while the rest 
(239 transplants, 43.6%) received a kidney from older donors. Overall graft survival 
was 92, 88, and 68% at 1,3,10 years respectively. Death censored survival was better 
(94, 92 and 77% at 1,3,10 years). Log-rank testing showed, Kidneys from younger 
donors (in relation to recipients) showed longer overall survival at 1,3 and 10 years 
(94% Vs 88%, 90% Vs 84%, 70% Vs 65% respectively, p = 0.03). Death censored 
graft survival at 1,3,10 years was also better(95% Vs 90%, 92% Vs 86%, 80% Vs 
70% respectively, p = 0.007). On Subgroup analysis, this survival advantage with 
younger donors was statistically signifi cant when recipients are younger than 50 
years (96% Vs 90%, 80% Vs 68% at 1, 10 years respectively, p=0.012) and Donation 
after Brain Death (DBD) (94% Vs 90%, 80% Vs 68% at 1, 10 years respectively, p 
= 0.006). There was no statistically signifi cant survival advantage if the donor was 
younger than recipient by more or less than 5 years.
Conclusion: Our data suggests a better 1 and 10 years graft survival when donors are 
younger than recipients. This advantage is signifi cant when recipients are younger 
than 50 years old and in DBD recipients. Larger scale studies might help to remodel 
organ allocation protocols to get best survival outcome

Abstract# D2563 
The Impact of Kidney Donor Risk Index On Graft Outcomes in 
Korean Population. U. Park, M. Kim, H. Kim, W. Cho. Transplant 
Surgery, Dongsan Medical Center, Keimyung Univ., Daegu, Korea, 
Republic of.
Background: The expanded criteria donor(ECD) and non-ECD dichotomy has 
been used for evaluating organ quality and for making dicision about accepting 
organ offers and conunseling patients about risk. United network for organ sharing 
developed continuous kidney donor risk index (KDRI) to measure the spectrum of 
risk associated with the various factors known to infl uence graft failure. This study 
was performed to validate KDRI in assessing deceased donor kidney of Korean 
population.
Methods: We retrospectively studied 404 patients who undertook kidney transplant 
from 5 transplantation centers of 2,3 territory from 2000 to 2010. Distribution of 
KDRI of donor kidney was calcuated and distribution of kidney donors by ECD/
non-ECD and KDRI was compared. KDRI were divided into 5 groups; less than 0.8, 
0.8-1.0, 1.0-1.2, 1.2-1.4, and more than 1.4. One-year graft function and fi ve-year 
graft survival among KDRI goups were analysed.
Results: Mean age was 42.9 (SD 10.9) years and male were 221 (54.7%). Mean 
follow-up duration was 52.7 (range 12-148) months. Mean KDRI was 1.01 (range 
0.55-1.88). More than 90% of donor had KDRI less than 1.4. The distribution of 
kidneys by KDRI groups were 22.8%, 32.7%, 27.5%, 9.9% and 7.2% respectively. 
Among kidneys with KDRI less than 0.8, 10.5% were ECD, whereas all of the 
kidneys with KDRI more than 1.4 were ECD. One-year graft function by KDRI 
groups were 72.2, 65.8, 63.2, 69.1, and 47.1 mg/dL respectively, graft function was 
signifi cantly low in KDRI >1.4 (P<0.001). Five-year graft survival by KDRI groups 
were 91.6%, 92.2%, 91.3%, 94.1% and 56.4%, graft survival was signifi cantly low 
in KDRI more than 1.4 (P=0.001).
Conclusion:  The KDRI is a useful tool to estimate of posttransplant outcome 
in Korean population. The KDRI can be used as an additional assessment tool to 
physicians to assist them in making dicision about donor organ selection.

Abstract# D2564 
Analysis of Factors That Have an Infl uence On the Results of the 
Kidney Transplantation From Living and Deceased Donors. R. 
Kieszek,1 A. Kwiatkowski,1 K. Jedrzejko,1 P. Domagala,1 M. Bieniasz,1 
M. Wszola,1 J. Drozdowski,1 J. Gozdowska,2 A. Tomaszek,1 L. Paczek,3 
M. Durlik,2 A. Chmura.1 1Department of General and Transplantation 
Surgery, Medical University of Warsaw, Warsaw, Poland; 2Department 
of Transplant Medicine and Nephrology, Medical University of Warsaw, 
Warsaw, Poland; 3Department of Immunology, Transplantation and 
Internal Medicine, Medical University of Warsaw, Warsaw, Poland.
Introduction
Recognising that factors affecting the results of kidney transplantation may have 
significant influence on making therapeutic decisions prior, during and post 
transplantation.
Aim of the study
The aim of the study was to analyse the factors that have an impact on the kidney 
graft function.

Materials and methods
A retrospective study of 993 patients, who received a kidney graft from the living 
and deceased donors between 1994 – 2010, in single centre was performed regarding 
factors that might have an infl uence on the results of kidney transplantation. Donor’s 
age, BMI, nicotine dependence, the elapsed time of dialyses prior transplantation, 
panel reactive antibody, as well as the time of kidney preservation and the number 
of vessels and ureters in the transplanted kidney, were taken into consideration in 
the analysis.
Results
A multifactorial analysis revealed that the time of dialyses prior transplantation 
is a statistically signifi cant factor infl uencing recipient survival. Moreover, it was 
proven that donor’s age is a factor that also affects signifi cantly the recipient’s as 
well as the graft’s survival. The bigger the number of HLA mismatches, the lower 
the survival of the graft. Cold ischemia time, HBV infection and the number of 
HLA mismatches affect the frequency of acute rejection episodes. Furthermore, 
we disclosed that recipient’s IgA nephropathy and also hypertensive nephropathy 
shorten the graft survival. Patients, whose kidneys came from a cadaveric donor 
with a bleeding central nervous system, had higher creatinine serum concentration 
up to 5 years post transplantation in comparison to recipients who received a kidney 
from a donor with a cranial – cerebral injury.
Conclusions
Factors that infl uenced statistically the signifi cance of the graft function are: the 
elapsed time of dialyses prior transplantation, the number of HLA mismatches, the 
type of the fundamental disease, donor’s age, cause of death of deceased donor, 
HBV infection and cold ischemia time.

Abstract# D2565 
Clinical Outcome and Cost Analysis of Kidney Transplantation From 
Extended Criteria Brain Death Donors. L. Heylen,1 M. Naesens,1 
S. Simoens,2 D. Monbaliu,3 I. Jochmans,3 J. Pirenne,3 D. Kuypers,1 B. 
Sprangers.1 1Department of Nephrology and Renal Transplantation, 
University Hospitals Leuven, Leuven, Belgium; 2Research Centre for 
Pharmaceutical Care & Pharmaco-Economics, K.U. Leuven, Leuven, 
Belgium; 3Department of Abdominal Transplant Surgery, University 
Hospitals Leuven, Leuven, Belgium.
B: Because of the scarcity of donor organs other sources of allograft are explored 
including allografts from extended criteria donors (ECD).
M: 620 kidney transplantations from brain death donors were classifi ed into ECD or 
standard criteria donation (SCD). The occurrence of delayed graft function (DGF) 
and acute rejection, the length of hospital stay and total medical costs during the 
fi rst 3 months and renal function at 3 months and 1 year after transplantation were 
analyzed. For survival analysis, follow-up extended to 9 years.
R: 435 patients received SCD allografts, and 185 patients received ECD allografts. 
ECD allografts had an increased incidence of DGF (23% vs. 14%, p = 0.006), but not 
when adjusted for other risk factors. Graft function at 3 and 12 months was worse in 
ECD allografts, independently from donor age (eGFR 38 ± 13 ml/min/1.73m2 vs. 51 
± 17 ml/min/1.73m2, p = 0.010 and eGFR 43 ± 13 ml/min/1.73m2 vs. 57 ± 18 ml/
min/1.73m2, p = 0.003, respectively). There was no difference in the incidence of 
acute rejection between SCD and ECD allografts (16% vs. 15%). Patient and allograft 
survival were worse in ECD recipients, with a trend towards worse death-censored 
allograft survival. In a multivariate Cox proportional hazards analysis including 
donor age, ECD-status remained an independent predictor for allograft survival (HR 
1.672, 95% CI 1.089 – 2.565). ECD-status was associated with longer duration of 
hospital stay (30 ± 25 days vs. 24 ± 19 days, p < 0.001) and higher medical costs 
(€ 40,156 ± 26,770 vs. € 34,309 ± 18,775, p < 0.001), but not independently from 
donor age. The main determinants of length of hospital stay and medical costs were 
donor and recipient age, DGF and acute rejection.
C: The use of ECD allografts posed a risk for worse renal allograft function and 
allograft survival, on top of older donor age inherently part of ECD allografts. 
ECD-status was not an independent risk factor for DGF and death-censored graft 
survival. The costs associated with ECD allograft transplantation are considerable 
higher compared to SCD allograft transplantation. Importantly, ECD status was 
not independently associated with longer duration of hospital stay and higher 
medical costs.

Abstract# D2566 
Preoperative Hypertension: Should The Kidney Transplant 
Surgery Be Cancelled? M. Ajaimy, M. Lubetzky, E. Akalin, L. Kayler. 
Transplantation, Montefi ore/Albert Einstein, Bronx.
Background: Hypertension (HTN) is an extremely pervasive condition that affects 
a large percentage kidney transplant (KTX) candidates and is a risk factor for 
cardiovascular complications after anesthesia and surgery. Ideally, patients with 
severe HTN should be controlled long before surgery; however, due to the urgent 
nature of KTX only rapid-acting agents are an option. The importance of severe 
HTN in the KTX patient is not well defi ned.
Methods: A single-center retrospective cohort study of adult KTX recipients 
between October 1, 2009 through December 31, 2012 was performed to examine 
perioperative outcomes between patients with and without severe HTN upon arrival 
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to the pre-operative holding area, defi ned as systolic blood pressure >180 and/or 
diastolic blood pressures > 105 mmHg. Minimum follow- up was 30 days. Patient and 
donor demographics, nadir serum creatinine, delayed graft function (DGF); lengths 
of hospital stay and patient/graft survival were assessed. Continuous variables were 
compared by two sample Student t tests and categorical variables with Chi-square. 
A p-value less than 0.05 were considered signifi cant.
Results: A total of 209 patients were included; 111 patients had preoperative severe 
HTN ( Group 1) and 98 patients did not(Group 2). Those with severe hypertension 
were somewhat older (p=0.07);however, the groups were similar in terms of 
recipient and donor gender, race, obesity, and recipient diabetes mellitus, cold 
ischemia time , induction, previous kidney transplant and hepatitis C. No patients 
developed hypertensive crisis, intracranial hemorrhage, or life treating ventricular 
arrhythmias. There was no statistical signifi cant difference between the two groups 
in terms of nadir creatinine >1.7( 13.9 vs 17.5%, G1 vs G2, p=0.48) and length of 
stay >7 days(37.8 vs 35.7 %, G1 vs G2, p=0.76); however the incidence of delayed 
graft function (DGF) was somewhat lower in those with severe hypertension( 52.3 
vs 63.3 %, P=0.10).30-day patient survival was similar in 2 groups (both 99%), one 
patient died in each group, one from sepsis (no HTN) and the other with unclear 
cause (HTN). 30-day death censored graft survival was 100 % in both groups.
Conclusions:Our study suggests that severe preoperative HTN should not be 
considered a contraindication to kidney transplantation. Rapid-acting agents that 
allow effective control in a matter of minutes and continuation of preoperative 
antihypertensive treatment throughout the perioperative period is results in acceptable 
outcomes.

Abstract# D2567 
Initial Experience of Sequent “In Situ/Ex Vivo” Normothermic 
Extracorporeal Perfusion for Resuscitation Kidney From Uncontrolled 
Donors. A. Skvortsov,1 A. Reznik,1 A. Tutin,2 D. Kuzmin,2 A. Kutenkov,2 
D. Gogolev,1 O. Reznik.1 1Organ Transplant Department, Pavlov State 
Medical University, St Petersburg, Russian Federation; 2Transplant 
Department, St. Petersburg State Research Institute for Emergency 
Medicine, St Petersburg, Russian Federation.
BackgroundThe organ shortage could lead to use of kidney from donors with sudden 
irreversible cardiac arrest, or uncontrolled donors after cardiac death (UDCD). 
Inevitable ischemic injury of organs from UDCDs remains the crucial problem. This 
obstacle caused the refusing from wide clinical acceptance of such kind of kidney. 
We present fi rst experience of sequent normothermic in situ/ex vivo perfusion in 
comparison with hypothermic machine perfusion (HMP).
MethodsIn 2012, two kidney grafts were procured from UDCD. Donor was a 40 
-year-old man with a traumatic brain injury. The death was declared after irreversible 
cardiac arrest and failed 30-min advanced CPR in ICU. The warm ischemia time 
(WIT, 45 min) was defi ned as the gap between fi nishing CPR and cannulation of 
femoral vessels for ECMO. The duration of ECMO with leukocyte depletion “in 
situ” continued 130 min. Left kidney after explantation was placed in the device for 
HMP. Right kidney graft was placed in the apparatus for normothermic perfusion 
with leukocyte-free, modifi ed donor’s blood. The time of “ex vivo” perfusion by 
donor’s blood was 340 min., HMP was 450 min. The grafts were transplanted to 
48 and 56 years recipients.
Results There were delayed graft functions for both recipients, which demanded 
3 hemodialysis procedures for “normothermic” graft and 7 procedures for 
“hypothermic” kidney. There weren’t the episodes of acute rejection. The 1 year 
follow-up creatinine levels were 0.105 mmol/l, and 0.135 mmol/l, correspondently.
ConclusionsThe cold storage stage perhaps should be eliminated from preservation 
practice for kidney obtained from UDCDs. Our initial experience shows the necessity 
of the further investigation for defi nition of perspectives for wide clinical adoption 
of sequent “in situ/ex vivo” normothermic extracorporeal perfusion procedures in 
context of expanding pool of the organ donors.

Abstract# D2568 
Patient and Graft Survival in Kidney Transplantation From Deceased 
Donors in Argentina, 1998-2011. L. Bisigniano, V. Tagliafi chi, V. 
Fernandez, C. Soratti. National Institutte of Organ Procuremente and 
Transplantation (INCUCAI), Buenos Aires, Argentina.
To analyze both patient and graft survival in renal transplantation in adults receiving 
kidneys from deceased donors in Argentina.
5181 transplants were included in the analysis. The information was taken from 
SINTRA 1st January 1998 until 31 December 2011 with follow-up to April 9, 2012. 
The Kaplan-Meier method was used to estimate survival, and time was divided in 
two-year and three year periods, as follows:1998-2000, 2001-2002, 2003-2004, 
2005-2006, 2007-2009, 2010-2011.Tocompare the curves the log-rank test was used.
The Cox regression model was used to analyze the effect of variables like age and 
gender of both donor and recipient, donor´s cause of death (stroke,TBI,anoxia,other 
causes of coma and others),time on dialysis (<or> 7 years ), cold ischemia time (<or> 
24 hours) and etiology of recipient´s renal failure.
Patient survival for the period 1998-2000 at 1 year was 89.6%, at 3 years 86.4% and 
81.8% at 5 years. For the period 2001-2003 at 1 year was 90.8%, at 3 years 85.1% 
and at 5 years 79%. 2004-2006, at 1 year was 89.2%, at 3 years 81%, and at 5 years 

74.1%. 2007-2009, at 1 year was 90.1%, at 3 years 84%, and at 5 years 76.7%. 
2009-2010, at 1 year was 90.2%. Log rank 0.0583. Graft survival 1998-2000 at 1 
year was 88.2%, at 3 years 82.1%, and at 5 years 75%. 2001-2003, at 1 year was 
87.5%, at 3 years 79.5%, and at 5 years 70.8%. 2004-2006, at 1 year was 82.9%, 
at 3 years 72.1%, and at 5 years 62.5%. 2007-2009, at 1 year was 86%, at 3 years 
76.3%, and at 5 years 66.3%. 2009-2010, at 1 year was 86.1%. Logrank 0.0004. The 
variables with statistical signifi cance for graft survival were recipient´s age 45-59 
years HR 1.38 (1.22-1.57)> 60 years HR 1.90 (1.65-2.19), donor´s age 45-59 years 
HR 1.22 (1.08-1.39)> 60 years HR 1.60 (1.34-1.91), time on dialysis> 7 years HR 
1.31 (1.17-1.48), CIT>24hrs HR 1.13 (1.01-1.25), diabetic nephropathy as a cause 
of CRF HR 1.62 (1.31-2.01)
A signifi cant difference in graft survival curves with improved survival for the 
fi rst three time periods was observed. Once the variables associated with a lower 
probability of survival were found the comparison of proportions showed that in the 
last period, 2010-2011, more recipients over> 60 years of age received a transplant, 
with more donors> 60 years and with more recipients with more than 7 years on 
dialysis. The CIT <24 h was more common the period 2010-2011, but was not 
enough to change the differences in survival.

Abstract# D2569 
Expanded Criteria Donors: The End of an Era. R. Stratta,1 A. 
Farney,1 G. Orlando,1 U. Farooq,1 Y. Al-Shraideh,1 A. Reeves-Daniel,2 A. 
Palanisamy,2 M. Gautreaux,1 S. Iskandar,3 W. Doares,4 S. Kaczmorski,4 M. 
Mangus,1 J. Rogers.1 1General Surgery (Transplant), ; 2Internal Medicine 
(Nephrology), ; 3Pathology, ; 4Pharmacy, Wake Forest Baptist Health, 
Winston-Salem, NC.
Expanded criteria donor (ECD) kidneys increase the donor organ pool but their 
value has been questioned because of expected lower survival outcomes. With the 
development of the Kidney Donor Risk Index and a new allocation system, the end 
of the ECD kidney era is imminent. The study purpose was to retrospectively review 
our 12 year single center experience with ECD kidney transplants (KT). Methods: 
All patients (pts) received antibody induction with tacrolimus/mycophenolate ± 
steroids. Standardized management algorithms were implemented to preserve 
nephron function (including machine preservation) and pt selection was based on 
low immunological risk and predicted limited nephron need. Results: Over a 12 year 
period, we performed 1366 deceased donor KTs in adult pts including 468 (34%) 
from ECDs; 245 pts (53%) had at least 5 years follow-up. 36 KTs were from DCD/
ECDs and 46 dual KTs were performed. With a mean follow-up of 4 years, actual 
pt survival was 75% and graft survival was 59%. 75 pts (16%) experienced death 
with a functioning graft (DWFG), so death-censored graft survival was 70%. One 
year pt and graft survival were 94% and 86%. Outcomes were analyzed according 
to recipient age categories (<50, n=70; 50-59, n=116; 60-69, n=185; >70, n=95). 
The incidence of primary nonfunction was slightly higher in the oldest and youngest 
(6%) compared to the 2 mid-age recipient categories (4%, p=NS). DWFGs were 
signifi cantly higher in the oldest (22%) compared to the youngest recipient category 
(8.6%, p=0.03), whereas the incidence was intermediate (16%) in the 2 mid-age 
categories. One-year mortality was also higher in the oldest (9.5%) compared to 
the three younger recipient age categories (4.9%, p=0.09). Overall mortality rates 
increased with older age category from 19% in youngest to 28% in oldest recipients 
(p=NS). One year rates of graft loss were 12.3% in the 2 younger compared to 15% 
in the 2 older categories (p=NS). However, the overall rate of graft loss was 47% 
in the youngest compared to 40% in the 3 older categories (p=NS). Conclusions: 
By appropriate donor and recipient profi ling and the use of management algorithms 
aimed at preserving renal function, acceptable intermediate-term outcomes can be 
achieved with ECD KTs irrespective of recipient age.

Abstract# D2570 
Delayed Graft Function Prediction By Means of a Web-Based 
Calculator: Mexican Single Center Experience. G. Martinez Mier,2 P. 
Romero De Lara,1 S. Avila Pardo,2 F. Gonzalez Velazquez.3 1Medicine, 
HRAEV, Veracruz, Mexico; 2Transplantation, HRAEV, Veracruz, Mexico; 
3Research, UCC/IMSS UMAE 189, Veracruz, Mexico.
Introduction: DGF is associated with lower transplant outcomes. We analyzed 
our results in a web-based calculator(www.transplantcalculator.com, Irish model) 
Methods: 75 kidney transplants (04/05-10/13) were included. Transplant outcomes: 
DGF and graft survival. ROC curve and Kaplan-Meier graft survival were used. 
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Results: 

DGF was 22.7%. Calculated individual/population DGF risk was 15.2% and 14% 
(p=n.s, z-test against DGF rate) Calculated DGF risk was higher in patients with 
DGF (21±12%) than without DGF (13±8%) (p=0.005, t-test) C-index in ROC curve 
to predict DGF was 0.703(p=0.01) 5-year graft survival was 59%. DGF calculated 
risk >21% had worse 5-year graft survival (34.4%) than risk <21% (64%)(p=0.01)

Conclusion: Irish model/calculator has good discrimination degree/prediction in 
our center.

Abstract# D2571 
Development and Application of a Risk Assessment Tool for Patients 
Referred for Kidney Transplantation. M. Basu, K. Clark, J. Perryman, 
D. Fletcher, W. Allison, L. Petgrave-Nelson, P. Dykes, R. Patzer. Emory 
University, Atlanta, GA.
Background: Racial and socioeconomic disparities exist in the rate of kidney 
transplant (KTx) evaluation completion among referred ESRD (end-stage renal 
disease) patients. A risk assessment tool was created to identify patients at high risk 
of not being placed on the waiting list and has been integrated as part of standard 
clinical process for all patient referrals at our KTx center. The purpose of the tool 
is to risk-stratify patients at the start of follow up in order to apply an intervention 
to reduce disparities in access to transplant.
Methods: The risk assessment tool uses patient information to estimate probability 
of waitlisting in real-time for all patients referred for KTx evaluation based on 
clinic-level referral and national follow-up data. During the time of evaluation 
scheduling, patients answer questions from the risk assessment tool and are assigned 
a risk score. The formula for the risk score takes into account important predictors 
of waitlisting, including age, race, ethnicity, BMI, ESRD etiology, education level, 
insurance type, marital status, and primary language. These data are stored in a secure, 
electronic REDCap database (Figure). The use of a predictive model for access to 
kidney transplantation at the time of referral allows for real-time risk-stratifi cation 
of patients into an intervention group.

Results: Since initiation of the pilot study in January 2013, 1,405 patients have 
completed questions with the risk assessment tool. Of these patients, 451 (32%) were 
identifi ed as high-risk of not waitlisting. Of the high-risk group, 78% of patients are 
African American, 34% have a BMI>35, 36% have a less than high school education, 
93% have public insurance, 73% are single, and 9% are non-English speaking.
Conclusions: The pilot study supports the effectiveness of using a risk assessment 
tool as part of standard clinical protocol to identify patients at high risk of not 
being placed on the waiting list. Use of a similar tool in other KTx centers can help 
providers identify patients requiring additional assistance during the KTx process 
in real-time to improve patient access to waitlisting.

Abstract# D2572 
The Incidence of Delayed Graft Function Requiring Dialysis Can Be 
Reduced to < 10% By a Composite Strategy. M. Govani, S. Rivera, C. 
Crone, R. White, A. Wee, I. Ghoneim, J. Weiss. Kidney Transplantation, 
St. Vincent Hospital, Indianapolis, IN.
BACKGROUND: A strategy to minimize incidence of delayed graft function 
requiring dialysis (DGFRD) is desirable to reduce clinical and economis impacts.
METHODS: We used a strategy to minimize DGFRD in all 131 adult deceased 
donor kidney alone transplants performed at our center between 1/1/2009 and 
12/31/2012: All the organs were perfused; cold ischemia time (CIT) was minimized; 
thymoglobulin was used as an induction agent with 1st dose intraoperatively; 
tacrolimus was delayed for at least 48 hours; and efforts were made to maintain urine 
output > 100 ml/hour with IV diuretics. Demographics, SCD/ECD/DCD status, and 
CIT were studied. Primary outcome was DGFRD; other outcomes were length of 
stay (LOS), patient survival (PS), graft survival (GS), and GFR at 6 months after 
transplant and at the end of follow-up (6/30/2013).
RESULTS: Median follow-up was 27±13 (7.3-54.5) months. Five patients were 
excluded (1 death and 4 for mechanical complications within a week of transplant). 
Six of the remaining 126 (4.8%) patients developed DGFRD.

Variable DGFRD Patients (N=6) Non-Dialyzed Patients 
(N=120)

Age in years, median±SD (range) 56±9(43-64) 58±14(22-80)
Male, n(%) 4(67) 76(63)
AA, n(%) 3(50) 45(38)
DM, n(%) 2(33) 32(27)
SCD/ECD/DCD 3/2/1 78/22/20
Donor age in years, median±SD (range) 51±15(22-62) 46±15(4-68)
CIT in hours, median±SD (range) 15.2±5.5(8.5-24.4) 12.2±4.9(2.5-27.4)
PS (%) at 6 months/FU 100/100 100/97
GS (%) at 6 months/FU 100/100 100/93
GFR at 6 months in ml/min, median±SD 
(range) 45±11(28-59) 55±18(6-96)
GFR at FU in ml/min, median±SD (range) 46±15(22-62) 58±19(14-108)
LOS in days, median±SD (range) 11±2(8-13) 5.0±1.5(4-12)*
* p-value < 0.05; FU=Follow-up
One of 21 DCD (4.8%) kidney recipients developed DGFRD. There was no 
signifi cant difference in GFR at 6 months and at the end of follow-up between 
DGFRD and and non-dialyzed patients. LOS was signifi cantly longer in DGFRD 
patients.
CONCLUSION: DGFRD can be reduced with our strategy.
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Abstract# D2573 
Transplantation of Kidneys From Deceased Donors With Terminal 
Acute Kidney Injury – The Solution to the Organ Shortage. P. 
Domagala,1 A. Kwiatkowski,1 M. Wszola,1 R. Kieszek,1 J. Drozdowski,1 
P. Diuwe,1 P. Goralski,1 A. Ostaszewska,1 L. Gorski,1 J. Gozdowska,2 
D. Zygier,3 J. Trzebicki,4 A. Chmura.1 1Department of General Surgery 
and Transplantology, Medical University of Warsaw, Warsaw, Poland; 
2Department of Transplantation Medicine and Nephrology, Medical 
University of Warsaw, Warsaw, Poland; 3Department of Immunology, 
Transplantology and Internal Medicine, Medical University of Warsaw, 
Warsaw, Poland; 4Department of Anaesthesiology and Intensive Care, 
Medical University of Warsaw, Warsaw, Poland.
Introduction
The most of analysis compare transplantation of kidneys procured from standard 
(SCD) and expanded criteria deceased donors (ECD). Different subgroup of donors 
are those with higher terminal creatinine concentration known as donors with acute 
kidney injury. The aim of this paper is to report the results of kidney transplantation 
in cases when organ was procured from deceased donors with acute kidney injury.
Patients and methods
Two hundred and twenty six patients received cadaveric renal transplants between 
2010 and 2011. Data on donors, organ storage, recipients and results of kidneys 
transplantation were collected. More than 25% of transplanted kidneys were procured 
from expanded criteria donors. The terminal creatinine concentration ranged from 
0.40-6.04 mg/dl. The terminal acute kidney injury (AKI) was identifi ed when the 
terminal creatinine concentration was more than 1.99 mg/dl. All patients were 
followed-up for twenty four months.
Results
There were more episodes of delayed graft function observed in the AKI groups 
(61.3% vs 38.4%, p < 0.05). The creatinine concentration was signifi cantly higher in 
the AKI groups in the early period after transplantation but there were no differences 
one year after transplantation. There were no differences in the incidence of acute 
rejection episodes, patient and graft survival between the groups.
Conclusions
Kidneys with AKI are more likely to have delayed graft function but they have 
similar survival in comparison to non-AKI kidney. Kidneys with AKI may expand 
organ pool when careful donor kidney selection is applied and appropriate deceased 
donor care is performed.

Abstract# D2574 
Outcomes of Australia’s Planned ABO Incompatible Deceased 
Donor Renal Transplants. M. Lian,1 S. Cohney,2 S. Kesavan Nayar,1 
R. Masterson,1 A. Robertson,1 N. Suh,1 T. Furlong,1 R. Millar,1  E. van 
Hardeveld,1 B. Jones,1 P. Hughes.1 1Nephrology, The Royal Melbourne 
Hospital, Parkville, Victoria, Australia; 2Nephrology, Western Health, 
Footscray, Victoria, Australia.
ABO incompatible (ABOi) kidney transplantation is an effective and established 
therapy for end stage kidney disease, where a living donor is available. Our institution 
has performed 101 ABOi live donor renal transplantations since 2005. This has been 
largely successful with peri-operative blood group antibody removal using plasma 
exchange and conventional immunosuppressive therapy. We have previously reported 
successful live donor kidney transplant using conventional immunosuppression 
alone, without antibody removal, in recipients with low level anti-blood group 
antibodies (ABGAb) across a range of different donor and recipient blood group 
combinations. Here we present two successful cases of planned deceased donor ABOi 
kidney transplantation, with plasma exchanges, using AB group donors into a group 
A and a group B recipient, both with low level ABGAb prior to transplantation.
Our fi rst case involved a 65 year old who was sensitized with HLA antibodies, 
blood group B and had anti-A titre of 16 via ORTHO. She received a deceased 
donor kidney with a three HLA antigen mismatch from a blood group AB donor. 
Her course was complicated with acute cellular rejection with rising ABGAb. She 
was treated and had further plasma exchanges. At 28 months, she remains well and 
has a serum creatinine of 130umol/L. The second case involved a highly sensitized 
patient. He received a deceased donor kidney (DCD) from a blood group AB donor 
with three HLA antigen mismatch and no donor specifi c antibody. He was blood 
group A and had anti-B titre of 8 via ORTHO. Aside from delay graft function early 
in his course, he had an uncomplicated postoperative course. At 12 months, he had 
a creatinine of 99umol/L and on surveillance biopsy, he had acute cellular rejection, 
subsequently treated with pulse steroid therapy.
These are some of the fi rst cases of successful ABOi deceased donor kidney 
transplantation. In both of these cases the transplanted kidneys would have been 
discarded, as there was no ABO compatible recipient found, and this technique 
increases the ability to utilize all available organs. It also allows transplanting highly 
sensitized patients by increasing the pool of potential donors. Deceased donor ABOi 
transplantation into recipients with low level ABGAb might also be applicable to 
the transplantation of other solid organs.

Abstract# D2575 
Waiting List Management: Understanding The Problem and Looking 
For a Better Approach For Special Needs. G. Rivelli, L. Ulisses, A. 
Esteves, L. Camargo, M. Mazzali. Division of Nephrology- Department 
of Medicine, State University of Campinas, Campinas, Sao Paulo, Brazil.
The management of the renal transplant waiting list allows the knowledge of the 
characteristics of the assisted population, contributing to development of strategies 
to facilitate access to the transplant.
Objective: To analyze the wait list composition, based on percent of sensitized 
patients, mortalitiy on list and chance of transplant (waiting time according to blood 
group, age and comorbidities).
Methodology: A retrospective review of the Waiting List database from a regional 
referral center for transplantation. Data analysis included blood type, time of dialysis, 
primary renal disease, and panel antibody reactivity. Patients who were active on list 
in January 2012 (data of database was initiated) and new cases included until June 
2013 were considered for analysis. For analysis, following status were considered: 
active, death on list, transplants (from January 2012 to June 2013), removed without 
clinical condition and under evaluation.
Results: From January/2012 to June/2013, 1210 patients were registered with the 
transplant program, including new cases and review of all previously enrolled 
patients. Of them, 492 are active on the list, 150 were transplanted with deceased 
donor, 60 died and 49 were removed without clinical conditions. The remaining 
patients are under evaluation or included in the living donor program. From active 
group, 22 % are HLA sensitized (defi ned as class I PRA > 50). The distribution of 
active patients by blood group was 0= 43.5 %; A=42.2 %; B=27.9% and AB=24.3%. 
The transplant chance (number of transplants/active patients) was higher for AB type 
(54.4 %) followed by B (41.5%), A (21.5%) and O blood type (18.7%). The higher 
incidence of sensitized patients was in blood group B (36.8%), while other groups 
had about 20% of sensitized patients (O=19.3%. AB=20% and A= 23.4%). There 
was no difference in mean age between the groups (46 years), with a comparable 
dialysis therapy of 5 years.
Conclusion: The waiting list management allowed the group to define the 
characteristics of the program, and to determine the chance for transplant in each 
blood group and its specifi cities. The high rate of transplants in AB and B groups 
justifi es the current high prevalence of sensitized patients in these groups.

Abstract# D2576 
Graft Survival Prediction Probability By Web-Based Calculation: 
Southern Mexican City Experience. G. Martinez Mier,1 S. Avila Pardo,1 
M. Mendez Lopez,1 L. Budar Fernandez,1 E. Soto Miranda,1 P. Romero 
de Lara,2 J. Lara Gutierrez,3 J. Garcia Esquina,3 R. Alvarado Arenas,3 
F. Gonzalez Velazquez.4 1Transplantation, IMSS UMAE189/HRAEV 
Nefrologia y Trasplantes de Veracruz, Veracruz, Mexico; 2Medicine, 
HRAEV, Veracruz, Mexico; 3Surgery, IMSS UMAE 189, Veracruz, Mexico; 
4Research, IMSS UMAE 189, Veracruz, Mexico.
Introduction: Kasiske developed a practical system and created a simple web-based 
tool (www.txscores.org) for predicting the risk of graft loss. We analyzed our center 
results using the abbreviated model.
Methods: 109 DD kidney transplants (04/03-10/13) were included. 5-year 
probability of graft survival was calculated at time of transplant and 1 year post-
transplant and compared to our actual results. Number of HLA mismatches were 
unknown, anti HCV was negative and recipient race was hispanic in all patients. 
Patients with social security were classifi ed as Medicare and rest as other.
Results: Donor age was 33.7 ± 14.7 years. 59.6% died of trauma. Donor hypertension 
was13.8%. Recipient age was 33.9 ± 12. Main cause of CKD was unknown (75.2%). 
7.3% were re-transplants. Years of RRT were 3.7 ± 3.3. 56.9% had Medicare 
insurance. 33.9% were hospitalized during 1st year of transplantation and 1 year 
eGFR was 58.7 ± 20.2 ml/min (n=77).
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5-year probability of graft survival was 73.9 ± 6.4% and 5-year death censored graft 
survival by KM was 65.9% (p=0.2, 95% CI -5.05, 21.05, by 2-sided Z test). 1-year 
death-censored survival was 86.5%. 77 grafts survived one year. 5-year probability 
of graft survival if patient survives one year was 78.7 ± 9.6%. (p=0.08, 95% CI 
-1.07, 26.6, by 2-sided Z test).
Conclusion: Kasiske model/calculator has good degree of prediction in our center.

Abstract# D2577 
70 May Be Too Old For Kidney Donation. K. Dellicarpini, E. Marquez, 
H. Lerner, A. Friedman. New York Organ Donor Network, New York, NY.
The utilization of kidneys from geriatric donors is an important strategy for 
amelioration of the organ shortage. Yet, the limit of how old is too old, or which 
organs will not provide suffi cient post-transplant function to justify the resources or 
risk to life is neither easy to address objectively, nor ethically. We examined the low 
rate of utilization of organs from potential kidney donors in the oldest age category.
Donor data from one OPO from January 2011– December 2013 were analyzed. 
The number of donors 70 years or older was 37 (14%), 18 (8%), and 20 (9%) in 
this period. A kidney donor were defi ned as donors who had one or more kidney 
recovered for the purpose of transplant (KRD). Another measure was a kidney donor 
who had one or more kidneys transplanted (KTD). Data on the function and graft 
survival were obtained on the kidneys transplanted.
Overall, 75/721 (10.4%) donors were 70 years or older. Of these, 27 were KRD and 
8 were KTD. The recovery rate of kidneys over this time period 35% (13/37), 39% 
(7/18), 35% (7/20) did not correlate with the rate of transplantation with a decline 
from 0.69 in 2011 to 0 in 2013.

The proportion of KTD (>69 years) also fell from 16% in 2011 to 0% in 2013. 
Analysis of the kidneys (N=13) transplanted from these donors shows that 54% 
(7/13) were functioning at one year. One additional recipient died with a functioning 
graft. Five kidneys failed within one year.
One tenth of available donors in this donor service area are 70 years or older which 
makes the issue of utilization of these kidneys highly relevant. Our data indicate a 
progressively greater reluctance to transplant recovered kidneys such that by 2013 
none were being accepted locally, regionally, or nationally. Exploration of which 
factors are causative may be important as an OPO considers whether the ongoing 
recovery of kidneys from donors (>69 years) continues to be prudent. This may 
also improve an OPO’s kidney discard rate without adversely limiting patients’ 
access to organs.

Abstract# D2578 
Spontaneous Resolution of Donor Glomerulonephritis in a 
Kidney Transplant Recipient. A. Potluri,1 M. Joseph,1 A. Plagov,1 S. 
Soundararajan,1 K. Ranganna,1 A. Doyle.1 1Drexel University College 
of Medicine, Philadelphia; 2Drexel University College of Medicine, 
Philadelphia.
Background: Despite a burgeoning disparity between supply and demand for 
transplantable kidneys, donors with pre-existing chronic kidney diseases, including 
glomerulopathies, are considered unsuitable. Mesangial glomerulonephritis (GN) is 
immune-mediated thickening of glomerular capillaries and increase in mesangial 
matrix that leads to progressive kidney failure. Herein, we present a case of a patient 
who received kidney from a donor with mesangial GN whose allograft continues to 
function 10 years following transplant.
Methods: Recipient is a 77-year-old African American man, with history of end 
stage kidney disease attributed to hypertensive nephrosclerosis. He received kidney 
allograft from a donor with mild chronic infl ammation reported from procurement 
kidney biopsy on frozen sections. Later studies revealed mesangial proliferation 
with a positive immunofl uorescence staining for IgG, IgA, IgM, and complement 
components.

Donor’s serologies were all negative for hepatitis B, hepatitis C and HIV. The 
recipient received basiliximab for induction and maintenance immunosuppression 
with sirolimus and cyclosporine. Although his post-transplant course was 
complicated by delayed graft function requiring hemodialysis during fi rst week, 
surveillance allograft biopsies at 1 (Figure 2) and 6 months after transplant 
demonstrated resolution of GN. Immunofl uorescence of biopsy specimens was 
repeatedly negative, and proteinuria was minimal, suggesting resolution of GN.

Conclusion: Glomerulonephritis may not be an absolute contraindication to kidney 
donation, at least when there is minimal background infl ammation and fi brosis. In 
this case, either the effects of immunosuppression, the change in host’s milieu, or 
some combination therein allowed for the resolution of mesangial GN and supported 
long-term graft survival.

Abstract# D2579 
Characteristics of Renal Allograft Donors in the United Network 
for Organ Sharing Region 8. K. Hardinger,1 S. Burton,2 P. Dalal,3 D. 
Murillo.3 1University of Missouri-Kansas City School of Pharmacy, 
Kansas City, MO; 2Truman Medical Center-Hospital Hill, Kansas City, 
MO; 3Transplant Institute, Research Medical Center, Kansas City, MO.
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Purpose: Limited data exist on characteristics of renal allograft donors and donor 
recovery. Description of this population may infl uence the use of resources and 
projection of potential donors and recipients.
Methods: Deceased renal allograft donors from 1/2/03 to 12/31/12 in the United 
Network for Organ Sharing Region 8 (n=4829) were analyzed.
Results: The majority of donors were white (n=3933, 81.4%). Other donor ethnicities 
included black (n=478, 9.9%), Hispanic (n=341, 7.1%) and Asian (n=50, 1%). Organ 
recovery was slightly more common among male (n=2810, 58.2%) versus female 
(n=2019, 41.8%) donors. The most common donor type was a standard criteria 
donor (SCD; n=3311, 68.6%), followed by expanded criteria donor (ECD; n=858, 
17.8%), and donation after cardiac death (DCD; n=608, 12.6%). Head trauma 
was the most common cause of death for donation (n=1967, 40.7%), followed by 
stroke (n=1601, 33.1%), and anoxia (n=1069, 22.1%). Female donation was most 
common after stroke (n=910, 45%), while males where most likely to donate after 
suffering from head trauma (n=1462, 52%). DCDs were mostly like to donate after 
suffering from anoxia (39%) or head trauma (37%), ECDs after stroke (77%), and 
SCDs after head trauma (50%). Anoxia and head trauma were the most common 
cause of death in younger donors and stroke was more common in older donors. 
Anoxia as a cause of donor death has increased from 10% in 2003 to 47% in 2012. 
The number of donations per month ranged from 33.6 in February to 45.2 in July. 
The most common months for organ recovery were July, August, and May while 
the least common were February, October, and November. Tuesday (15.3%) and 
Wednesday (14.9%) were the most common recovery days and Saturday (13.2%) 
and Sunday (13.7%) were the least common. Monday was the most common day 
of the week to recover organs from a donor that expired due to head trauma and 
Wednesday was the most common day to recover organs from a donor that expired 
from anoxia or stoke.
Conclusion: Renal allograft donors are most often white in race. Head trauma, 
stroke, and anoxia are the most common types of deaths leading to allograft donation. 
Donation is most likely to occur during the summer months.

Abstract# D2580 
Serum High-Mobility Group Box-1 (HMGB-1) Kinetics After Kidney 
Transplantation From Donors After Cardiac Death. M. Kusaka,1 M. 
Takenaka,1 N. Fukami,1 H. Sasaki,1 T. Ito,2 T. Kenmochi,2 R. Shiroki,1 K. 
Hoshinaga.1 1Department of Urology, Fujita Health University School 
of Medicine, Toyoake, Aichi, Japan; 2Department of Organ Transplant 
Surgery, Fujita Health University School of Medicine, Toyoake, Aichi, 
Japan.
Introduction: HMGB-1 is a chromatin-binding protein that regulates transcription 
and the chromosomal architecture. Its release from the cell nucleus into the 
extracellular environment occurs passively as cells undergo necrotic death and 
actively in response to stressors when functioning as a proinfl ammatory danger 
signal. We previously reported that HMGB-1 was localized in the distal and 
proximal tubules based on DCD kidney biopsies. However, little is known about 
serum HMGB-1 following kidney transplantation from DCD. This study evaluated 
the kinetics of serum HMGB-1 as a potential parameter predicting early functional 
recovery of transplanted DCD kidneys. Methods Consecutive patients undergoing 
living-related (LD (n=14)) or DCD (n=25) kidney transplantation (KTx) were 
retrospectively enrolled. The immunosuppressive regimen was similar in all cases, 
including basiliximab, CNI with prednisone and MMF. Serum samples were collected 
serially before and after KTx. The serum HMGB-1 levels were measured using 
ELISA. Results: The average serum HMGB-1 level before KTx was 4.3±0.5 ng/
ml. In KTx from LD, the serum HMGB-1 levels remained stable (after operation 
(AO): 5.8±0.6, POD1: 5.2±0.4, POD2: 6.8±0.4, POD3: 5.7±0.4, POD5: 5.4±0.6) 
after KTx. In contrast, the serum HMGB-1 levels in DCD increased rapidly (AO: 
9.0±1.0 (p<0.01 vs LD), POD1: 6.9±0.9) and decreased thereafter (POD2: 5.8±0.7, 
POD3: 5.2±0.7, POD5: 5.6±0.6).

Conclusions: Monitoring the serum HMGB-1 level, especially after surgery, may 
allow us to predict graft recovery from DCD.

Abstract# D2581 
ECMO-Prior-TO-Death: A Category to Expand DCD Program in 
Italy. E. Ticozzelli, M. Abelli, C. Pellegrini, M. Raimondi, G. Pamploni, 
J. Ferrario di Tor V., T. Rampino, A. Degani, A. Vinci, F. Argenti, P. 
Geraci. IRCCS Policlinico San Matteo Foundation, University of Pavia, 
Pavia, Italy.
Background: Donation after circulatory death is an additional source to increase 
the donor pool. Italian DCD program started in the San Matteo general hospital in 
2008 and it focused on Maastricht categories 2 and 4 and on a particular donor type 
called ECMO-prior to death.
Methods: According to our hospital advanced resuscitation protocol a 
cardiopulmonary by-pass is performed in asystolic patients in order to allow brain 
perfusion while attempting to restore cardiac activity. Some of these patients die 
for irreversible cardiac or cerebral damage. If they meet donation criteria and 
family consent is obtained, they can be considered donors after circulatory death 
regardless of what criteria are used to certify death. These donors don’t belong to 
any Maastricht categories because the extracorporeal circulation is performed only to 
save patient life, it is running at the moment of death diagnosis and it is maintained 
after death certifi cation. To certify cardiac death the ecmo perfusion is stopped while 
a 20 minutes fl at EKG is recorded and then it is restarted as abdominal (regional) 
perfusion. In other cases , when an electric cardiac activity (PEA) still remain, 
death is certifi ed by means of standard neurological criteria and ECMO perfusion is 
maintained until organ retrieval. In our DCD protocol the kidney storage is performed 
in the pulsatile perfusion machine (RM3 –MP) for at least 8 hours.Organ viability 
is tested by an evaluation of the macroscopic appearance of the kidney, perfusion 
parametres and in particular renal resistance and histology.
Results: Since september 2008 we have performed 14 successful transplantations 
from DCD among them 5 belong to ECMO prior to death. In the latter group the 
receiver of the very fi rst DCD kidney developed Primary Non Function, the other 
ones show a good graft function at 4 years follow-up.
Conclusions: Our experience shows that ECMO-prior-to death donors could be 
considered as good potential DCDs and their organs can be well preserved even after 
hours of ECMO. More donors will be recruited in Italy by patients undergoing ECMO
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